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When the century turned in 2000 the world was filled with the hope that the public health gains of the
preceding 100 years could be built upon, and that the lessons learnt by the international health community
could be acted upon. It was in this spirit, and driven by a collective desire to create a better world for
the disadvantaged, that 189 nations signed the Millennium Declaration in September 2000, following
which the United Nations launched the Millennium Development Goals, with a target for achievement
of 2015. Yet already, nearly four years later, urgent voices are telling us that unless concerted action is
taken the goals cannot be attained. Three of the eight goals are directly related to health; and since the
overall objective of all the goals is to reduce poverty, all the others are indirectly and mutually linked to
health in one way or another. There is huge international and national political commitment to achieving
these goals. The health sector has a particularly key role to play, both in taking direct action in those areas
where there are specific targets, but also in acting as a catalyst and advocate for change in other areas that
have an impact on poverty and well being. The targets, however, in themselves, are not enough. Many
governments have already translated the targets set into action at national, provincial and community
level, developing action plans that are well resourced and for which periodic monitoring and evaluation
is built in. Others must do the same.
One of the most crucial goals, and one that needs firm action in the Eastern Mediterranean Region,
is that of improving maternal health. This is a goal that is not only right in terms of long-term poverty
reduction and sustainable development, but is right for humanitarian and social reasons. Mothers
provide social cohesion in the family and community. The children of a mother who is sick or who dies
in childbirth are more vulnerable themselves to sickness and death, and to risk-taking behaviour. Since
the Nairobi Conference on Safe Motherhood in 1987, the Regional Office has advocated the principles
and necessary interventions for the implementation of the Safe Motherhood Initiative in countries of the
Region. In 1988 and 1990, the Regional Committee for the Eastern Mediterranean adopted resolutions
aimed at reducing maternal mortality by 50% by 2000. However, despite the progress made by several
countries in reducing maternal mortality, around 53 000 women of child-bearing age in the Region still
die every year as a result of pregnancy-related complications. Over 95% of the burden of this problem
is shared by seven countries, making the average maternal mortality ratio in the Region the second
highest in the world. Factors related to political instability, domestic crisis and economic sanctions have
often been blamed as the main reason behind this problem. However, other factors related to community
awareness about life-saving practices in pregnancy and childbirth, literacy and female education, fertility
and family formation patterns, poor investment in the health sector and health care delivery systems, and
quality of care are more important factors. Above all there are two key elements. Every birth should be
attended by a skilled attendant—around half of pregnant women and deliveries in the Region are still
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not attended by skilled personnel—and emergency obstetric services should be available at district
level, within reach of the women who need them.
Halting the spread of HIV/AIDS is another target of the Millennium Development Goals. HIV/AIDS
is such a big problem in other parts of the world that this Region has tended to think of itself as fortunate.
The fact is that we are only seeing the beginning of the epidemic. The rising number of HIV infections
and AIDS cases in the Region has not yet reached a plateau, and we anticipate no decrease appearing
on the horizon any time soon. We need to continue to ensure that young people, in particular, are well
informed, through school and youth health programmes, through the media, and especially through
peer education, which has proven its effectiveness in many contexts and settings. We need to ensure
also that those in vulnerable social situations are protected. With the rising trends in drug addiction, and
particularly drug injecting, in the Region, policy-makers need to look very closely at successful models
of harm reduction, for example among drug addicts and in prisons. And we must ensure that those that
need antiretroviral drugs can obtain them.
Noncommunicable diseases are a rapidly rising problem in the Region. A few of the least developed
countries have not yet felt the brunt of the epidemiological shift that is taking place globally, but for
most of the Region there is already either a heavy double burden of disease or a visible shift away from
communicable to noncommunicable diseases. The economic burden of chronic disease is as devastating
as the humanitarian burden, both for governments and for individuals. The lifetime cost of drugs to
a patient diagnosed with diabetes, hypertension or hyperlipidaemia resulting in cardiovascular disease
is enormous, and these diseases are occurring at younger and younger ages as the population becomes
increasingly prone to unhealthy lifestyles. We tend to think of these as diseases of affluence, but as health
systems adjust their economic priorities and out-of-pocket expenditure on medicines increases, much of
the impact is falling on poor households. Health systems need to be restructured and planned to take such
issues into account. Social and environmental factors, such as poverty and urbanization, lack of exercise
and the rising prevalence of smoking are all important precursors for numerous noncommunicable
diseases. Interventions targeting the population through health-promoting initiatives can play an
important role in preventing their occurrence. Health promotion interventions in settings such as schools
and workplaces have proved their effectiveness. Primary prevention needs much greater emphasis. We
must also improve early diagnosis, and ensure easy access at affordable cost to secondary and tertiary
care and to the necessary medicines.
Affordability and accessibility to essential medicines and vaccines remains an important problem
for the Region. The escalating cost of imported medicines and vaccines and the increasing difficulty
in obtaining essential vaccines, in particular, highlights the need to accelerate regional efforts to attain
self-sufficiency. This means concerted efforts are needed to coordinate and upgrade regional production
facilities, including introduction of necessary modern biotechnology techniques, and more efficient
national regulatory authorities to ensure product quality. At the same time countries should insist on
making use of all the flexibilities contained in the Doha Declaration on TRIPS and Public Health and resist
efforts to impose so-called TRIPS-plus conditions, particularly in bilateral agreements. Such conditions
might include patenting of plants, plant varieties, animals and biotechnological interventions; imposing
higher standards of intellectual property protection and more rigid measures to grant compulsory
licensing; accepting data exclusivity measures rather than the undisclosed information measures
indicated in TRIPS; and extending patency duration and delaying the introduction of generics.
As I started with the word ‘hope’, so I will end. The end of the road is now in sight for poliomyelitis
in the Region. The Region’s children have, unknowingly, already felt the benefits of this long and
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arduous campaign. So have their parents. The Millenium Development Goals now present us with
another arduous journey. We have the opportunity over the next ten years to make a real difference and
to put in place solid ground on which to build sustainable progress. A better future is always in reach.

Hussein A.Gezairy MD FRCS
Regional Director for the Eastern Mediterranean
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1 Governing bodies
•

The Fiftieth Session of the Regional Committee was held in the Regional Office for the Eastern
Mediterranean in Cairo from 29 September to 2 October 2003 under the chairmanship of H.E. Dr
Mohamed Cheikh Biadillah (Morocco). Important resolutions adopted by the Regional Committee
concerned the Tobacco-Free Initiative; eradication of poliomyelitis; regular budget allocations
to regions—evaluation of the model and its impact on the regional programme budget; healthy
lifestyles; a regional strategy for sustainable health development and poverty reduction; accreditation
of hospitals and medical education institutions; health care of the elderly; control of zoonotic diseases;
primary health care 25 years after Alma-Ata; the State of Kuwait Prize for the control of cancer,
cardiovascular diseases and diabetes in the Eastern Mediterranean Region; and healthy environments
for children.

•

The twenty-seventh meeting of the Regional Consultative Committee was held in May 2003 and its
recommendations were endorsed by the Regional Committee at its Fiftieth Session.

2 Health policy and management
•

The 11th round of Joint Programme Planning and Review Missions for the biennium 2004–2005
was implemented. Training for WHO staff and some national programme managers on the results
based management approach had a positive impact on the quality of the missions. Most of the
reports and workplans were finalized and made available in January 2004. Country Cooperation
Strategy documents were completed and issued for five countries. The 19th meeting of the Regional
Director with WHO Representatives reviewed the outcome of the third global meeting of WHO
Representatives and the consequent actions needed in the Region, among other things.

•

The Regional Office’s information and communication infrastructure was further developed to be
able to maintain support to data processing activities and telecommunications with partners and
offices in the Region and beyond. Computer-based applications and systems productivity tools were
developed and maintained. Security in access to information resources was an important issue, as was
user-friendliness. The third regional symposium on e-health took place. The Health Academy pilot
project was launched in Egypt and Jordan with 20 schools from each country.

•

WHO’s role in developing, sustaining and strengthening partnerships for health development is
becoming crucial due to the central role of health in development and increasing number of actors
in health and development. The Regional Office is improving its coordination and cooperation with
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United Nations, governmental, intergovernmental, nongovernmental and civil society organizations
and others in the Region. An agreement with the International Federation of Red Cross and Red
Crescent Societies established a framework for cooperation between the International Federation and
the Regional Office to develop and implement joint initiatives to support the countries of the Region
in achieving health for all. A United Nations/World Bank Joint Iraq Needs Assessment Mission was
accomplished. The assessment report was prepared and agreed upon by all partners as a strategic
document which identifies the immediate, medium and long-term needs, priorities and financial
requirements of the health sector in Iraq. WHO country offices continued their efforts in establishing
and strengthening partnership with relevant stakeholders.
•

In-depth health systems reviews were carried out in some countries and these facilitated mapping
of the main health systems functions in order to identify strengths and weaknesses. Particular
interest was paid to strengthening governance, including policy analysis and formulation, strategic
planning and management, regulation, and the public–private mix in financing and services delivery.
Analytical tools such as burden of diseases assessment, national health accounts and costing and
cost-effectiveness were further promoted in health systems.

•

In view of the challenges of globalization facing health systems in the Region, a partnership was
made with the Canadian International Development Research Center to help countries in dealing with
the issues of trade in services. As part of this collaboration a focal point in the Regional Office will
be responsible for streamlining regional technical support in the area of health-related agreements of
the World Trade Organization, including TRIPS.

•

Several countries completed their studies on health research systems analysis and presented their
findings at a regional meeting of the heads of national health research councils. Over 70 research
proposals in priority areas of public health from 13 member countries of the Region were approved
for funding and research is now under way. An additional 31 research proposals were supported
through the Small Grants Scheme. Support was provided to countries to develop ethics in health care
and research. Partnership was developed with several international organizations to support research
and development in health systems and biotechnology and training in bioethics.

•

Logistical support to country programmes was further enhanced, with record supplies and equipment
being provided, including an important programme of reimbursable purchasing of supplies and
equipment on behalf of countries.

•

A number of major disasters occurred with significant health implications for populations in the
Region. In most cases, WHO responded systematically to the needs of the country concerned through
the provision of rapid technical assistance to the affected areas, provision of essential health kits and
other related supplies, as well as strengthened capacity in country offices to streamline coordination
and support. The coming biennium represents substantial opportunity and challenges for WHO
to ensure better health action in a crisis. Focus will be on increasing capacity and self-reliance
of countries to prevent and prepare for disasters and mitigate their health consequences, and on
creation of synergy between emergency response and sustainable development through appropriate
coordination mechanisms.

•

The Regional Office continued to promote and support information management and dissemination
in the Region through appropriate technologies. A number of important publications were issued
in Arabic and English, including the Eastern Mediterranean Health Journal. The Regional Office
website was redesigned to be more user-friendly with focus on health topics of interest to the Region.
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The Arabic version of the website was completed and will be maintained in line with the English.
The first workshop for Arabic translators resulted in the establishment of the Arabization of Health
Sciences Network, while the first regional conference on medical journals agreed to establish the
Eastern Mediterranean Association of Medical Editors. Accessibility to and availability of health
information continued to improve through the development and maintenance of library and document
delivery services, including the Virtual Health Sciences Library. Evaluation of health information
services, including the Blue Trunk Library project, the website and the journal, was undertaken to
ensure they meet the needs of users in the Region.

3 Health systems and services development
•

Innovative models for decentralization and district health system development were implemented
in some countries. Quality assurance and improvement is high on the agenda of decision-makers
in service delivery. Tools for accreditation of health facilities at various levels of health system
were developed as part of the normative functions of WHO. Regional guidelines, standard
operating procedures, primary health care reviews and district team problem-solving activities were
implemented in some countries of the Region.

•

The Regional Office continued to advocate for poverty reduction as a strategy to facilitate equitable
development and achieve health goals. A regional strategy was developed in this regard and
endorsed by the Regional Committee. Countries continued to be supported in implementing the
recommendations of the Commission on Macroeconomics and Health, including preparation of
poverty reduction strategies, reforms of health care financing aimed at improving equity for poor
and vulnerable populations and the design of health systems that favour the poor.

•

As human resources development is the highest regional priority, national efforts to improve policies
and strategic planning for human resources development, training of health personnel and human
resources management were supported. Technical support was focused on accreditation of medical
schools and on planned reforms to improve medical education while responding to community health
needs. In view of the nursing crisis in many countries of the Region, particular attention was paid to
strengthening of nursing and midwifery services. The WHO fellowship programme, as an important
tool in human resource development, was further improved and an expanded database of training
opportunities inside and outside the Eastern Mediterranean Region was developed.

•

Medical technology including medicines and quality of vaccine production was supported. Training
in rational use of medicines, pharmaco-economics and pricing of medicines was further expanded.
A new unit dealing with vaccine production, regulation and quality assurance of vaccine production
was created in the division of health systems and services development. Traditional and alternative
medicines were promoted in the Region and specific guidelines were developed in this respect.

•

Networks to support service delivery including laboratories, blood transfusion and blood safety and
clinical imaging, were further supported. In collaboration with the division of disease control and
supported by the WHO Office in Lyon, laboratory support for communicable disease surveillance
continued. Particular attention was paid to the upgrading of standards, to quality assurance, and to
improvement and decentralization of laboratories.
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•

The Regional Office provided technical support to countries in complex emergencies to help in
health system rehabilitation and development. A team with expertise in health policy and planning,
health economics, human resources development, nursing, service delivery and management,
supported Afghanistan, Iraq and Somalia. The lessons learnt in helping systems faced with complex
emergencies helped to better prepare the technical assistance programme to Sudan.

4 Promotion and protection of health
•

An integrated approach to the promotion and protection of health was initiated for all programmes
and activities promoting the value of health at different levels and working with countries on the
development of progammes to help individuals adopt behaviour conducive to better health. Such
programmes address health from the perspective of the complete life cycle, from conception to
childhood, adolescence, adulthood and old age.

•

Reproductive health and research continued to receive due attention and support as a priority work
area in the Region. In response to the need to develop appropriate future directions that address sexual
health as an emerging priority within the sociocultural norms and religious values prevailing in the
Region, a consultative meeting on promoting reproductive and sexual health was organized. In view
of the strategic priority of research for programme development and implementation, a directory was
developed of governmental, private and nongovernmental scientific institutes concerned with and
involved in reproductive health research in countries of the Region.

•

In response to the urgent need to accelerate the reduction of maternal and neonatal morbidity and
mortality, more countries in the Region embarked on initiating necessary steps to implement the
Making Pregnancy Safer (MPS) strategy. Special attention was given to countries with high levels of
maternal death. Sudan continued to actively implement its plans on Making Pregnancy Safer, with
specific focus on Northern, River Nile and Sinnar States. Similar collaborative plans were initiated
in Afghanistan, Djibouti, Pakistan, Somalia and Yemen.

•

1.5 million children under 5 years of age are still dying every year in the Region, which represents
13.8% of global child mortality. The traditional major killers (diarrhoea, pneumonia, measles,
malaria and malnutrition) remain the major causes of death in most of our countries although in
some countries perinatal mortality, accidents and poisoning are emerging as the major causes of
mortality. The Integrated Management of Child Health (IMCI) is the key strategy to improve child
health in the Region and to achieve the Millennium Development Goals. To date, 17 countries have
introduced IMCI into their health systems, nine which are currently implementing IMCI in the field
in 474 districts and 1934 health facilities. Technical assistance is provided to countries for IMCI
implementation through capacity-building in case management, planning, advocacy, monitoring and
evaluation in addition to developmental work and intercountry activities. A specific characteristic
of the IMCI strategy in the Region is its emphasis on addressing healthy as well as sick children.
The improvement of related health systems elements is considered a prerequisite for success
and emphasis is placed on pre-service education, documentation of the evidence throughout the
process, establishment of a database on child health-related issues in the Region and recognizing
the importance of the role of the community in child care. There is strong need to develop national
child health policies in countries in order to complement and bring together in one document all the
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elements and issues related to child care, and to provide long-term direction and commitment. Five
countries have expressed interest in joining such a process.
•

In response to the great need for data on the health and social needs of adolescents, and in support
of building national capacity in research, national surveys and studies were supported in several
countries of the Region. Based on the findings of the quantitative and qualitative studies conducted
in the country, Oman developed a national strategy for adolescent health and development through
information, education and communication. The Islamic Republic of Iran and Syrian Arab Republic
completed quantitative research projects and published the reports in order to reinforce health
policies and programmes. Training was provided in some countries on narrative research on risk
behaviour patterns among adolescents, provision of adolescent-friendly services, counselling and
other areas of adolescent health and development.

•

In order to help national efforts aimed at eliminating practices harmful to women through evidencebased approaches, a training manual Towards the elimination of female genital mutilation was
developed and disseminated to the countries concerned. The manual was written in accordance with
the sociocultural norms and religious values of the Region and in line with the 1997 WHO/UNFPA/
UNICEF joint statement on the subject. Technical support was maintained for national efforts to
undertake disaggregated situation analyses and to identify the major determinants of women’s
health.

•

The Regional Office continued to enhance regional and country efforts to protect and promote the
health of special groups (the elderly, workers and schoolchildren). The 50th session of the Regional
Committee discussed health of the elderly and adopted action-oriented recommendations. The
Regional Office contributed to the WHO/ILO Joint Efforts on Occupational Health and Safety in
Africa with a workshop on the national occupational health and safety profile in Egypt. Healthpromoting schools gained more attention in several countries. The Second Conference on School
Health organized in Beirut by the Arab Organization for School Health and Environment and
supported by the Regional Office was a very good opportunity for experience sharing regarding the
best approaches for developing health-promoting schools in the Region.

•

At least five countries in the Region are in conflict situations, placing enormous burden on the mental
health of the general population, and a regional consultation was held to address the mental health
needs and develop interventions in countries in conflict. The consultation identified the needs as
appropriate services to deal with conflict and loss, rebuilding of the mental health infrastructure, and
initiation of psychiatric care, prevention and promotion activities. Epidemiological studies among
adults and children in the general population in Afghanistan, Egypt, Lebanon, Islamic Republic
of Iran and United Arab Emirates showed high rates of prevalence of mental disorders, with only a
limited number of those in need of care receiving it.

•

There is growing recognition of the need for rehabilitative services for people with disabilities in the
Region and a number of countries have started national level activities. Prevention, early recognition
and intervention, support for families, development of community-based rehabilitation as part of a
wide range of services, human resources development, availability of assistive devices and tackling
stigma and discrimination against people with disabilities are all areas that need to be addressed.

•

A survey of the drug abuse situation, current drug abuse policies and interventions, and treatment
and rehabilitation of drug abusers was conducted of 18 countries. The results showed that most
countries recognize the problem, and this is evident in the creation of professional units, passing of
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legislation and development of different interventions. However, the general approach to problems
of substance abuse remains more penal than medical. Preventive programmes are limited, while drug
abuse is showing an increasing trend. The mode of abuse is shifting from oral use and inhalation
to the injection route, which is more harmful. Increasing number of young people and women are
becoming victims to drug dependence.
•

World No Tobacco Day (WNTD) was celebrated under the theme “Tobacco-free films, tobaccofree entertainment” and the slogan “Tobacco kills … it should not be advertised, glamorized or
subsidized”. Three workshops were held on the Global Youth Tobacco Survey, the Framework
Convention on Tobacco Control and the involvement of nongovernmental organizations in tobacco
control. Five new documents were released on tobacco economics, smuggling and activities of the
tobacco industry. National capacity-building projects were implemented in five countries, while
three national workshops were held to develop national plans of action. The first phase of the global
project “Channelling the outrage” was concluded in seven countries, and the second and final phase
is ongoing. The Regional Office will continue to advocate with countries to ratify the Framework
Convention on Tobacco Control and to support development of national plans of action for tobacco
control, continued implementation of the Global Youth Tobacco Survey, and conduct of studies on
tobacco economics and tobacco industry activities.

•

Technical guidance and inputs in health education, including the integration of adolescent health
issues into school curricula, were provided to the League of Arab States, ISESCO, and the Arab
Organization for School Health and Environment. Technical support was provided to Oman for
development of a multisectoral adolescent health and communication strategy document; to Pakistan
for training health staff and facilitators on strategic health communication planning using software
developed by CDC; to Kuwait for training medical officers on health education as a medical
skill, and to Bahrain through conducting a workshop on counselling skills training on adolescent
sexual and reproductive health and development of a research questionnaire. Experiences in health
promotion in the Region were exchanged with other WHO regions through intercountry workshops.
An intercountry meeting of health education and information directors in the Region provided an
excellent forum for exchange of experience and identification of country programme needs and
expectations. Work started on an electronic version on CD ROM of the action-oriented school health
curriculum and to collect and compile a CD ROM on health education and communication materials
produced by the national programmes.

•

The unprecedented shift in disease patterns from communicable to noncommunicable disease,
together with the effects of poverty in some countries in the Region, has placed tremendous strains
on society, governments and health services. The Regional Office focused its efforts on changing
individual behaviour and perception of common risks, risk surveillance, social and environmental
determinants of health and community-based programmes to address the risks. Integration of
efforts and programmes was tried in some of the countries and should be replicated in others.
A multisectoral approach, both at the programmatic and the policy level, needs to be adopted to
accomplish the objectives. The draft regional framework for integrated action between healthy
lifestyle promotion and community-based initiatives will provide guidance for countries to embark
on multisectoral approaches. The global strategy on diet, physical activity and health and the World
Report on Prevention of Road Traffic Injuries can provide impetus to these efforts. Community-based
programmes, healthy settings approaches and interventions at the institutional level (e.g. schools)
will have the greatest impact and should be the priority areas towards which all partners should gear
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their efforts. Regional Committee resolution EM/RC50/R.6 should serve as the way forward for both
Member States and WHO and should be used to guide all the stakeholders in devising mechanisms
for integrated action.
•

A technical consultation to develop EMRO’s contribution towards the draft global strategy on diet,
physical activity and health recommended the development of comprehensive national strategies for
the control and prevention of obesity through an appropriate combination of diet, physical activity
and lifestyle. A bi-regional technical consultation for sustaining the control and prevention of iodine
deficiency disorders was organized in collaboration with the Regional Office for South-east Asia. The
Regional Office is coordinating with other partners in assessing the national programmes in countries
where iodine deficiency disorders have been eliminated as a public health problem. National training
workshops on improving communication strategies for the control and prevention of micronutrient
deficiencies were organized with a view to formulation of national communication strategies. Acute
and chronic malnutrition particularly among young children were reported from several countries,
while prevalence of overweight and obesity increased in several others.

•

Countries made efforts to enhance food safety through a number of key strategies, such as
strengthening risk assessment and foodborne disease surveillance, development of national standards
and guidelines, and attending and contributing to the work of the Codex Alimentarius Commission
at regional and global level. Member countries of the Gulf Cooperation Council implemented
a coordinated approach to solve problems related to imported foods. Food safety is increasingly
recognized in the Region as an essential public health function in view of the need to reduce the
health and economic burden of foodborne diseases.

•

Promotion of environmental health activities in refugee camps and during emergencies involved
technical support to the concerned agencies in eight countries. Lessons learned from regional
disasters emphasize the crucial importance of environmental health measures during emergencies.
Support was provided to Afghanistan, Palestine and Somalia for rehabilitation of the water supply
and sanitation system.

•

The delegates of eight Member States from the Region addressed the ministerial roundtables on
Healthy Environments for Children at the World Health Assembly and expressed their commitment to
the initiative. The Regional Committee adopted resolution EM/RC50/R.14 which called on Member
States to join the Healthy Environments for Children Alliance (HECA). Children’s environmental
health was added to the regional research priorities and demonstration projects for creating healthy
settings for children will be implemented in Lebanon, Pakistan and Yemen.

•

The Regional Office and the UNEP Regional Office for West Asia organized the Regional Conference
for Water Supply and Sanitation in the 21st Century in the Eastern Mediterranean Region in Rabat,
Morocco. A declaration was issued calling on countries and international communities to reinforce
their commitment to the Millennium Development Goals by providing adequate resources and
political support for provision of water supply and sanitation, health and quality of life development.
The Regional Office will continue and intensify its work on the preparation of the WHO guidance
on desalination for safe water supply, methods for effective control of quality of intermittent water
supplies will be developed and disseminated, and technical assistance and training will be extended
to countries to introduce the 3rd edition of the WHO guidelines for drinking-water quality which
were finalized in 2003.

xix

xx

Annual report of the Regional Director, 2003

•

To strengthen healthcare waste management at country level, the Regional Office continued its
advocacy to policy-makers and decision-makers and technical support to different stakeholders.
CEHA completed a capacity-building project for Iraq and a UNOPS-supported project for northern
Iraq. The six projects for northern Iraq implemented under the umbrella of the Oil for Food
Programme reached different stages of completion. In collaboration with the Arab Fund for Social
and Economic Development, health aspects of wastewater treatment and reuse continued to receive
CEHA’s attention. With financial support from AGFUND, provision of electronic information
services by CEHA via the internet and e-mail was continued; CEHA’s website was enriched with
several on-line databases, including directories of professionals and institutions and bibliographies
on children’s environmental health.

•

Many countries in the Region now have policies and strategies in chemical safety and have
established national chemical safety programmes. Others have established appropriate centres
for prevention and treatment of poisoning. Several countries established a high-level national
interministerial coordination committee on chemical safety, involving the Ministry of Health as well
as all multisectoral and multidisciplinary stakeholders, this being essential for sustainable success
of the programme. Countries are also enhancing and strengthening their chemical emergency
preparedness and response mechanisms. Chemical risk assessment information is used at national
and local levels in most countries.

5 Integrated control of disease
•

Advocacy and information dissemination in communicable disease control continued to be a
core activity, with the DCD newsletter, the DCD annual report, the Regional Office website and
promotional campaigns playing a key role in this regard.

•

The Regional Office is working with headquarters to introduce the revised International Health
Regulations to the Member States. The regulations provide a global regulatory framework, agreed
by the international community, to guarantee the transparency and information exchange which are
crucial for control of epidemic-prone diseases. Regional consensus meetings are planned in 2004 to
increase awareness and abidance by the proposed revisions and ensure adoption prior to the World
Health Assembly in 2005.

•

Ensuring use of appropriate, consistent and timely surveillance data is a core function of
communicable disease control programmes. The Regional Office continued to promote the
development of integrated disease surveillance systems. Support was provided for in-depth review
of national surveillance systems in the countries and for training courses to build national capacity
in salmonella surveillance and laboratory capacity for epidemic-prone diseases. The early warning
system in southern Sudan proved effective in bringing together local and international partners in
order to detect and respond to epidemics, in spite of the enormous challenges of the war situation.

•

The Regional Office exerted efforts to ensure timely response to severe acute respiratory syndrome
(SARS), a new emerging disease, which threatened the global community. Only one probable case
of SARS was identified in the Region. Information on the disease and appropriate preparedness and
response measures were disseminated to the Member States and presented in regional and national
meetings.
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•

Outbreaks of communicable diseases occurred in several countries, notably dengue fever in Yemen,
Rift Valley fever in Egypt and yellow fever in southern Sudan. The Regional Office provided
emergency supplies, vaccines and insecticides, as well as technical support in outbreak investigation
and enhancing surveillance activities.

•

Lymphatic filariasis is still a public health problem in Egypt, Sudan and Yemen. Good progress
has been recorded in Egypt where a fourth round of mass drug administration took place, covering
93.2% of the target population of 2.7 million. The impact of mass drug administration in the previous
three rounds was evaluated in 50 sentinel sites and was found to have been effective in reducing the
transmission of lymphatic filariasis. In Yemen the second round of mass drug administration was
completed with a coverage of 78.3% of the target population. In Sudan rapid assessment surveys
were conducted in five states. Prevalence surveys using ICT cards for mapping lymphatic filariasis
were initiated in Oman, Saudi Arabia, and Sudan.

•

Dracunculiasis continues to be a problem in southern Sudan. The Regional Office supported social
mobilization activities in highly endemic states, as well as provision of water filters, strengthening
surveillance and capacity-building of village volunteers. The northern states achieved a drastic
reduction in the number of indigenous cases. Yemen was declared free from transmission of
dracunculiasis.

•

The number of new leprosy cases in the Region continues to decrease. The majority of cases were
recorded at sub-national level in Egypt, Sudan, Pakistan, and Yemen. The Regional Office continued
to support national efforts for leprosy elimination through provision of drugs for multi-drug therapy
and strengthening capacity of health personnel, including that of nongovernmental organizations, in
diagnosis, treatment and integrated surveillance.

•

Zoonoses are a public health problem in most of the countries of the Region, with brucellosis, rabies
and hydatidosis having considerable economic impact on veterinary public health. Prevention of
zoonoses and interruption of transmission are challenged by the absence or weakness of cooperation
between the public health sector, veterinary sector and food safety and animal trade sectors.
The Regional Committee recognized the need for adoption of multisectoral approaches for the
surveillance and control of these diseases in a resolution.

•

Schistosomiasis remains a major problem in Sudan, Yemen, and some areas of Somalia. Baseline
survey activities were supported in Sudan and Yemen to prepare an evidence base for mass drug
distribution activities. The Regional Office provided support to Oman to investigate the re-emerging
focus of S. mansoni in Dhofar and a plan of action to control the disease was developed.

•

Anthroponotic visceral leishmaniasis continued to present an important threat in Sudan with severe
outbreaks in underserved areas in the centre and south-east. The Regional Office provided drugs
and diagnostic tools to ensure timely response to the outbreaks. The Syrian Arab Republic reviewed
its surveillance system for anthroponotic cutaneous leishmaniasis to ensure better follow-up of the
dynamics (emergence and extinction) of the foci.

•

The total number of people living with HIV/AIDS in the Region is estimated to be around 700 000.
More than 55 000 acquired the infection in 2003 while more than 45 000 died of AIDS. Emphasis was
placed on prevention and care, and this was intensified by the launch of the 3 by 5 Initiative, which
aims to provide 3 million people with antiretroviral therapy by the end of 2005. The Regional Office
plans to concentrate on supporting care services through the initiative, strengthening surveillance
and maintaining efforts to mobilize country resources. The Regional Office continued its advocacy
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activities through the AIDS Information Exchange Centre and also assisted countries in mobilizing
resources.
•

Tuberculosis continues to rank high on the global and regional health agenda. The Regional Office
and countries continue to work together towards the global targets of being able to detect 70% of all
estimated cases, and treat successfully 85% of new positive cases under treatment by 2005. By the
end of 2003, the overall DOTS coverage in the Region was 87%, with an 82% treatment success rate.
Eighteen countries had reached DOTS ALL OVER. The Regional Office supported in-depth review
missions and provided technical support for development of proposals to partners for funds. The
tuberculosis incidence estimates in six countries were revised. Surveys on health sector involvement
in tuberculosis control and on the laboratory network were conducted in 11 countries and drug
resistance surveys were completed in several countries.

•

Evaluation of the response of the Roll Back Malaria programme to country needs was completed,
indicating that progress achieved so far is promising and will lead to the achievement of the WHO
objectives in the Region, if commitment and support continue. A regional strategic framework for
integrated vector management was developed and a regional network for monitoring insecticide
resistance was initiated. Five of the eight target countries finalized strategic plans for scaling
up coverage with insecticide-treated nets. Four of the eight countries with local transmission of
Plasmodium falciparum have a functional sentinel surveillance system for monitoring the therapeutic
efficacy of antimalarial drugs. The national treatment guidelines were updated in two countries. The
anti-malaria projects in Sudan and Yemen continued to be supported and to produce good results.
Countries with a high burden of malaria continued to receive technical support.

•

Measles elimination demonstrated good progress. 2003 witnessed the widest measles vaccination
campaign ever conducted in the Region: more than 33 million people aged 5 to 25 years old received
a dose of the combined measles-rubella vaccine in a nationwide campaign in the Islamic Republic of
Iran, achieving a total coverage of 98% of the targeted population. Measles surveillance, including
the laboratory component, improved in most countries, including the priority countries where it was
integrated into the reporting system for acute flaccid paralysis.

•

Maternal and neonatal tetanus elimination has been achieved in all but seven countries which
identified and revised the high-risk districts and are implementing strategic plans accordingly. In
particular, Sudan reduced the number of high-risk districts from 553 to 134 and conducted three
rounds of supplementary immunization activities, while Egypt also revised the number of such
districts and conducted three well-spaced supplementary immunization activities.

•

Efforts in regard to routine immunization focused mainly on building up country capacity in district
micro-planning and vaccine management. Six priority countries received training on the Reach
Every District approach and developed a national action plan for district micro-planning. The
Regional Office supported the six countries in obtaining support from GAVI. Technical support was
strengthened through appointment of national and sub-national GAVI advisers. HepB vaccination
was expanded nationwide in Pakistan, raising the proportion of infants living in countries where
HepB vaccine is provided through the national routine immunizations from 53% in 2001 to 91.2%
in 2003. Sudan received GAVI approval for support of a phased introduction of new vaccines,
starting in 2004 with introduction of HepB vaccine into four states. The Regional Office provided
vaccine-producing countries in the Region with technical support to upgrade their national regulatory
authorities and vaccine production capacities. Injection practices were assessed and national policies
and action plans were drafted in most countries to ensure safe injection practices.
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•

Significant progress continues in the drive towards poliomyelitis eradication from the Region.
During 2003, polio cases were reported from only three countries (Afghanistan, Egypt and Pakistan)
with more than 90% of the cases coming from Pakistan. Supplementary immunization activities of
very high quality were conducted in endemic and recently polio-free countries. Certification standard
surveillance was maintained, the required level of sensitivity was recorded throughout the Region
and all 12 laboratories in the regional network supporting surveillance were accredited by WHO.
Significant advocacy efforts were made, particularly with the remaining endemic countries to ensure
the necessary continued government commitment With most countries of the Region now poliofree, regional efforts in preparedness for the certification and post-eradication phases continued. The
Regional Certification Commission continued to review documentation from polio-free countries
and has now accepted documentation from 18 countries. It is also reviewing national efforts in the
implementation of phase 1 of laboratory containment, which is achieving its target. The Regional
Technical Advisory Group, established to advise the Region on technical matters, particularly those
related to post-certification policies, held its first meeting. The regional strategic plan of action for
polio eradication for 2004–2005 was updated. The largest share of the cost continues to be provided
by the Member States. Efforts are being made to secure the remaining resources required.

•

Ten countries are now enrolled in the Eastern Mediterranean Approach to Noncommunicable
Diseases (EMAN) network, established to promote collaborative linking and capacity-building in
relation to prevention and control of noncommunicable diseases. The Regional Office recognized
two new WHO collaborating centres in noncommunicable diseases. Special emphasis was placed on
breast cancer as the most common cancer and leading cause of death among women in the Region. A
consultation on early detection and screening of breast cancer was held to promote early screening
and detection and to review the regional guidelines on management of breast cancer. Two committees
were established to develop guidelines on breast cancer detection and breast cancer management.
The Regional Office supported countries in implementing national smoking control programmes,
primary prevention and early detection of cancer, cancer surveillance, cancer treatment, palliative
and terminal care, and establishment of national cancer centres. The member countries of the Gulf
Cooperation Council established a unified cancer control strategy.

•

Reliable data collection on noncommunicable disease and noncommunicable disease risk factors was
established from 12 countries through two consultative workshops on the STEPWISE surveillance
system. The Regional Office held a regional consultation on hypertension and reviewed the regional
guidelines on prevention and management of hypertension. A regional consultation on diabetes
prevention and care agreed on a diabetes prevention and care strategy for countries of the Region.
The main component of this strategy is promoting healthy lifestyles, raising community awareness,
primary prevention and screening of type 2 diabetes mellitus, and establishing a regional training
course for diabetes educators. The Regional Office designated Kuwait as a demonstration area for the
above strategy and for diabetes activities through the EMAN network. The regional guidelines on
management of diabetes mellitus were reviewed and revised. Recognizing the increasing importance
of congenital and genetically determined disorders in the Region, the Regional Office undertook a
number of initiatives to assist countries in establishing programmes and implementing activities to
prevent and control these disorders.

•

The Regional Office launched the global initiative of Vision 2020 in Iraq, Egypt and Palestine,
in collaboration with the International Agency for the Prevention of Blindness. World Sight Day
was celebrated in several countries with considerable media attention to the subject of preventable
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blindness. The celebration in Egypt benefited from the participation of the First Lady of Egypt and
the Minister of Health. The Regional Office is collaborating with Al Shifa Trust Hospital in Pakistan
to develop human resources for eye care in Afghanistan and to expand district eye care in Pakistan.
A regional workshop on childhood blindness was organized in collaboration with Al Shifa Trust
Hospital and the Lions Clubs International Foundation in Pakistan, and five countries expressed
interest in developing appropriate national plans. A regional Vision 2020 planning workshop was
organized to assist countries to develop national plans for the control and prevention of avoidable
blindness.

6 Administrative services
•

The work in the area of administrative services focused on facilitating implementation of the
programme budget; enhancing the capabilities of WHO Representatives’ Offices; contractual
reform; completion of the Regional Office building in Cairo; and enhancing security in WHO offices.
Enhancing the capabilities of and empowering WHO Representative’s Offices, which are faced with
many crisis situations, a strong increase in extrabudgetary funding and a decrease in the regional
regular budget were major aspects of work, with increased delegation and resources made available
to those offices.

•

Contractual reform to address the issue of long-term staff employed under repeated short-term
contracts resulting in inefficient and costly personnel management was, for the most part, resolved
and implemented and this has contributed to more efficient management. Efforts to recruit well
qualified women in the professional and higher levels continued with an improvement in women’s
representation to 24% as at December 2003. The recruitment rate for women for fixed-term positions
increased to 50%, compared with 11% in 2002.

•

Work on the Regional Office in Cairo is now almost completed with only a few facilities requiring
additional funding. These are an audiovisual studio and two conference rooms. Security in the WHO
offices to comply with minimum safety requirements continued to be upgraded. However many field
offices will not be able to satisfy these minimum norms and future action will be required.
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1.1 World Health Assembly
The Fifty-sixth Health Assembly decided with regard to the WHO Framework Convention on Tobacco
Control to establish an open-ended intergovernmental working group, open to all States and regional
economic integration organizations, to consider and prepare proposals on those issues identified in the
Convention for consideration and adoption. The Assembly appointed Dr Lee Jong-Wook as DirectorGeneral of the World Health Organization, and expressed its appreciation to Dr Grö Harlem Brundtland
and declared her Director-General Emeritus of the World Health Organization as from the date of her
retirement. The Assembly requested that urgent steps be taken with Member States to support the Palestinian
Ministry of Health in its efforts to overcome the current difficulties, in particular so as to guarantee the
free movement of those responsible for health, of patients, of health workers and of emergency services,
and the normal provision of medical goods to Palestinian medical premises, including those in Jerusalem.
On the occasion of the twenty-fifth anniversary of the International Conference on Primary Health Care,
the Assembly requested Member States to ensure that development of primary health care is adequately
resourced in order to contribute to the reduction of health inequalities. Concerning the Pan African tsetse
and trypanosomiasis eradication campaign, the Assembly welcomed the initiative of the Organization
of African Unity to eradicate this disease and commended the efforts being made by WHO and other
partners, including the private sector, to monitor and control the disease.
The Assembly appointed the Comptroller and Auditor General of India as External Auditor of
the accounts of the World Health Organization for the financial periods 2004–2005 and 2006–2007.
The Assembly authorized the Director-General to proceed with the construction of a new building at
headquarters at a revised cost of CHF 66 000 000, of which WHO’s share is CHF 33 000 000, on the
understanding that, if WHO’s share were likely to exceed by more than 5% the aforementioned amount,
further authority would be sought from the Health Assembly. It further authorized from the Real Estate
Fund the construction of new office space for the Regional Office for Africa at a total estimated cost of
US$ 2 330 000, together with the purchase, renovation and construction of residential facilities at a total
estimated cost of US$ 3 000 000. The Assembly resolved that Timor-Leste should form part of the SouthEast Asia Region and Cyprus part of the European Region.
The Assembly requested the Director-General to redouble efforts in order to achieve the target of
parity in gender distribution among professional staff and to raise the proportion of women at senior
level, and to report back on an action plan for recruitment that integrates gender and geographical
balance to the Executive Board in January 2004; to continue to combat influenza by advocating new
partnerships with organization of the UN system, bilateral development agencies, nongovernmental
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organizations and the private sector and to provide
support to developing countries in assessing the disease
burden and economic impact of influenza; to work with
Member States to strengthen national immunization
programmes and disease-surveillance systems using the
status of measles control as one of the leading indicators
of progress in reducing child mortality; to give the
fullest possible support to achieve the internationally
agreed child-health and development goals; to support
the continuing roles of WHO and the Intergovernmental
Forum on Chemical Safety in overseeing development
of the strategic approach through membership of
its Steering Committee; to support the development
and implementation of an action plan to address the
recommendations in the Codex Evaluation Report, and,
in collaboration with FAO, to consider means to improve
the efficiency of the Codex standard-setting process by
meeting the unique governance needs of Codex within
the overall structure of WHO and FAO; to cooperate
with Member States in establishing science-based public
health policies and programmes for the implementation of
measures to prevent violence; to create an evidence base
so as to permit evaluation of the impact of differing types
of contractual arrangements on the performance of health
systems and identification of best practices, taking account
of sociocultural differences; to maintain and strengthen
WHO’S collaboration with Member State and the partners
of the Global Initiative for the Elimination of Avoidable
Blindness; to continue to support Member States in the
exchange and transfer of technology and research findings,
according high priority to access to antiretroviral drugs to
combat HIV/AIDS and medicines to control tuberculosis
malaria and other major health problems; to complete the
technical work required to facilitate reaching agreement
on the revised International Health Regulations, having
included technical input from relevant disciplines and
agencies; to further mobilize and sustain global efforts
to control the SARS epidemic; to cooperate and provide
support to Member States that request technical support
in the preparation of their submissions to the Global
Fund to Fight AIDS, Tuberculosis and Malaria; and to
give preference to candidates from unrepresented and
under-represented countries, in particular developing
countries, in all categories of posts particularly the posts

in grade P.5 and above, taking into account geographical
representation and gender balance.

1.2 Executive Board
The Executive Board met in January and May 2003.
Countries of the Eastern Mediterranean Region with
members on the Board in January 2003 were Egypt, the
Islamic Republic of Iran, Jordan, Kuwait, Saudi Arabia.
In May 2003, Islamic Republic of Iran and Jordan were
replaced by Pakistan and Sudan. The Board awarded the
Dr A.T. Shousha Foundation Prize for 2003 to Dr Yassin
Abdulaleem Al-Qubati (Yemen). The Sasakawa Health
Prize was awarded to the Department of Health, Center
for Health Development, Eastern Visayas (Philippines)
and the Yemen Leprosy Elimination Society (Yemen).
The United Arab Emirates Health Foundation Prize
was awarded to Dr Mahmoud M.A. Fikri (United Arab
Emirates) and to Professor Habib Yacoub (United
Kingdom of Great Britain and Northern Ireland). The
Executive Board decided to approve in principle the
establishment of an award for research in the area of health
promotion proposed by the State of Kuwait, requesting
that Statutes be drafted in cooperation with the State of
Kuwait and submitted to the Board for approval, together
with recommendations for covering the administrative
costs.

1.3 Regional Committee
The Fiftieth Session of the Regional Committee
for the Eastern Mediterranean was held in the Regional
Office from 29 September to 2 October 2003 under the
chairmanship of H.E. Dr Mohamed Cheikh Biadillah
(Morocco). Representatives from 21 countries participated.
Observers from Turkey and United Nations agencies, the
League of Arab State, Commission of the African Union
and a number of intergovernmental, nongovernmental
and national organizations also attended. The opening
session was addressed by Dr Hussein A. Gezairy,
Regional Director, HRH Prince Talal Bin Abdul Aziz
Al Saud, President of AGFUND, HRH Prince Abdulaziz
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Bin Ahmed Al Saud, Chairman of IMPACT-EMR, and
Dr Lee Jong-Wook, Director-General of the World Health
Organization. The Committee adopted 14 resolutions,
which included the following topics: Tobacco-Free
Initiative, eradication of poliomyelitis; regular budget
allocations to regions—evaluation of the model and its
impact on regional programme budget; healthy lifestyles;
a regional strategy for sustainable health development
and poverty reduction; accreditation of hospitals and
medical education institutions; health care of the elderly;
control of zoonotic diseases; primary health care 25 years
after Alma-Ata; the State of Kuwait Prize for the control
of cancer, cardiovascular diseases and diabetes in the
Eastern Mediterranean Region; and healthy environments
for children.

5

1.4 Regional Consultative
Committee
The twenty-seventh meeting of the Regional Consultative
Committee was held in the Regional Office in Cairo
from 12 to 13 May 2003. The Committee discussed
hospital accreditation, children in healthy environments,
health care of the elderly, zoonotic diseases, as well as
a number of other topics to be taken up by the Regional
Committee. The recommendations of the Committee were
subsequently endorsed by the Regional Committee at its
Fiftieth Session. The Committee held its twenty-eighth
meeting in the Regional Office in April 2004, the report
of which is covered by an agenda item of the Fifty-first
Session of the Regional Committee
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•

Outbreaks of communicable diseases occurred in several countries, notably dengue fever in Yemen,
Rift Valley fever in Egypt and yellow fever in southern Sudan. The Regional Office provided
emergency supplies, vaccines and insecticides, as well as technical support in outbreak investigation
and enhancing surveillance activities.

•

Lymphatic filariasis is still a public health problem in Egypt, Sudan and Yemen. Good progress
has been recorded in Egypt where a fourth round of mass drug administration took place, covering
93.2% of the target population of 2.7 million. The impact of mass drug administration in the previous
three rounds was evaluated in 50 sentinel sites and was found to have been effective in reducing the
transmission of lymphatic filariasis. In Yemen the second round of mass drug administration was
completed with a coverage of 78.3% of the target population. In Sudan rapid assessment surveys
were conducted in five states. Prevalence surveys using ICT cards for mapping lymphatic filariasis
were initiated in Oman, Saudi Arabia, and Sudan.

•

Dracunculiasis continues to be a problem in southern Sudan. The Regional Office supported social
mobilization activities in highly endemic states, as well as provision of water filters, strengthening
surveillance and capacity-building of village volunteers. The northern states achieved a drastic
reduction in the number of indigenous cases. Yemen was declared free from transmission of
dracunculiasis.

•

The number of new leprosy cases in the Region continues to decrease. The majority of cases were
recorded at sub-national level in Egypt, Sudan, Pakistan, and Yemen. The Regional Office continued
to support national efforts for leprosy elimination through provision of drugs for multi-drug therapy
and strengthening capacity of health personnel, including that of nongovernmental organizations, in
diagnosis, treatment and integrated surveillance.

•

Zoonoses are a public health problem in most of the countries of the Region, with brucellosis, rabies
and hydatidosis having considerable economic impact on veterinary public health. Prevention of
zoonoses and interruption of transmission are challenged by the absence or weakness of cooperation
between the public health sector, veterinary sector and food safety and animal trade sectors.
The Regional Committee recognized the need for adoption of multisectoral approaches for the
surveillance and control of these diseases in a resolution.

•

Schistosomiasis remains a major problem in Sudan, Yemen, and some areas of Somalia. Baseline
survey activities were supported in Sudan and Yemen to prepare an evidence base for mass drug
distribution activities. The Regional Office provided support to Oman to investigate the re-emerging
focus of S. mansoni in Dhofar and a plan of action to control the disease was developed.

•

Anthroponotic visceral leishmaniasis continued to present an important threat in Sudan with severe
outbreaks in underserved areas in the centre and south-east. The Regional Office provided drugs
and diagnostic tools to ensure timely response to the outbreaks. The Syrian Arab Republic reviewed
its surveillance system for anthroponotic cutaneous leishmaniasis to ensure better follow-up of the
dynamics (emergence and extinction) of the foci.

•

The total number of people living with HIV/AIDS in the Region is estimated to be around 700 000.
More than 55 000 acquired the infection in 2003 while more than 45 000 died of AIDS. Emphasis was
placed on prevention and care, and this was intensified by the launch of the 3 by 5 Initiative, which
aims to provide 3 million people with antiretroviral therapy by the end of 2005. The Regional Office
plans to concentrate on supporting care services through the initiative, strengthening surveillance
and maintaining efforts to mobilize country resources. The Regional Office continued its advocacy
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activities through the AIDS Information Exchange Centre and also assisted countries in mobilizing
resources.
•

Tuberculosis continues to rank high on the global and regional health agenda. The Regional Office
and countries continue to work together towards the global targets of being able to detect 70% of all
estimated cases, and treat successfully 85% of new positive cases under treatment by 2005. By the
end of 2003, the overall DOTS coverage in the Region was 87%, with an 82% treatment success rate.
Eighteen countries had reached DOTS ALL OVER. The Regional Office supported in-depth review
missions and provided technical support for development of proposals to partners for funds. The
tuberculosis incidence estimates in six countries were revised. Surveys on health sector involvement
in tuberculosis control and on the laboratory network were conducted in 11 countries and drug
resistance surveys were completed in several countries.

•

Evaluation of the response of the Roll Back Malaria programme to country needs was completed,
indicating that progress achieved so far is promising and will lead to the achievement of the WHO
objectives in the Region, if commitment and support continue. A regional strategic framework for
integrated vector management was developed and a regional network for monitoring insecticide
resistance was initiated. Five of the eight target countries finalized strategic plans for scaling
up coverage with insecticide-treated nets. Four of the eight countries with local transmission of
Plasmodium falciparum have a functional sentinel surveillance system for monitoring the therapeutic
efficacy of antimalarial drugs. The national treatment guidelines were updated in two countries. The
anti-malaria projects in Sudan and Yemen continued to be supported and to produce good results.
Countries with a high burden of malaria continued to receive technical support.

•

Measles elimination demonstrated good progress. 2003 witnessed the widest measles vaccination
campaign ever conducted in the Region: more than 33 million people aged 5 to 25 years old received
a dose of the combined measles-rubella vaccine in a nationwide campaign in the Islamic Republic of
Iran, achieving a total coverage of 98% of the targeted population. Measles surveillance, including
the laboratory component, improved in most countries, including the priority countries where it was
integrated into the reporting system for acute flaccid paralysis.

•

Maternal and neonatal tetanus elimination has been achieved in all but seven countries which
identified and revised the high-risk districts and are implementing strategic plans accordingly. In
particular, Sudan reduced the number of high-risk districts from 553 to 134 and conducted three
rounds of supplementary immunization activities, while Egypt also revised the number of such
districts and conducted three well-spaced supplementary immunization activities.

•

Efforts in regard to routine immunization focused mainly on building up country capacity in district
micro-planning and vaccine management. Six priority countries received training on the Reach
Every District approach and developed a national action plan for district micro-planning. The
Regional Office supported the six countries in obtaining support from GAVI. Technical support was
strengthened through appointment of national and sub-national GAVI advisers. HepB vaccination
was expanded nationwide in Pakistan, raising the proportion of infants living in countries where
HepB vaccine is provided through the national routine immunizations from 53% in 2001 to 91.2%
in 2003. Sudan received GAVI approval for support of a phased introduction of new vaccines,
starting in 2004 with introduction of HepB vaccine into four states. The Regional Office provided
vaccine-producing countries in the Region with technical support to upgrade their national regulatory
authorities and vaccine production capacities. Injection practices were assessed and national policies
and action plans were drafted in most countries to ensure safe injection practices.
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•

Significant progress continues in the drive towards poliomyelitis eradication from the Region.
During 2003, polio cases were reported from only three countries (Afghanistan, Egypt and Pakistan)
with more than 90% of the cases coming from Pakistan. Supplementary immunization activities of
very high quality were conducted in endemic and recently polio-free countries. Certification standard
surveillance was maintained, the required level of sensitivity was recorded throughout the Region
and all 12 laboratories in the regional network supporting surveillance were accredited by WHO.
Significant advocacy efforts were made, particularly with the remaining endemic countries to ensure
the necessary continued government commitment With most countries of the Region now poliofree, regional efforts in preparedness for the certification and post-eradication phases continued. The
Regional Certification Commission continued to review documentation from polio-free countries
and has now accepted documentation from 18 countries. It is also reviewing national efforts in the
implementation of phase 1 of laboratory containment, which is achieving its target. The Regional
Technical Advisory Group, established to advise the Region on technical matters, particularly those
related to post-certification policies, held its first meeting. The regional strategic plan of action for
polio eradication for 2004–2005 was updated. The largest share of the cost continues to be provided
by the Member States. Efforts are being made to secure the remaining resources required.

•

Ten countries are now enrolled in the Eastern Mediterranean Approach to Noncommunicable
Diseases (EMAN) network, established to promote collaborative linking and capacity-building in
relation to prevention and control of noncommunicable diseases. The Regional Office recognized
two new WHO collaborating centres in noncommunicable diseases. Special emphasis was placed on
breast cancer as the most common cancer and leading cause of death among women in the Region. A
consultation on early detection and screening of breast cancer was held to promote early screening
and detection and to review the regional guidelines on management of breast cancer. Two committees
were established to develop guidelines on breast cancer detection and breast cancer management.
The Regional Office supported countries in implementing national smoking control programmes,
primary prevention and early detection of cancer, cancer surveillance, cancer treatment, palliative
and terminal care, and establishment of national cancer centres. The member countries of the Gulf
Cooperation Council established a unified cancer control strategy.

•

Reliable data collection on noncommunicable disease and noncommunicable disease risk factors was
established from 12 countries through two consultative workshops on the STEPWISE surveillance
system. The Regional Office held a regional consultation on hypertension and reviewed the regional
guidelines on prevention and management of hypertension. A regional consultation on diabetes
prevention and care agreed on a diabetes prevention and care strategy for countries of the Region.
The main component of this strategy is promoting healthy lifestyles, raising community awareness,
primary prevention and screening of type 2 diabetes mellitus, and establishing a regional training
course for diabetes educators. The Regional Office designated Kuwait as a demonstration area for the
above strategy and for diabetes activities through the EMAN network. The regional guidelines on
management of diabetes mellitus were reviewed and revised. Recognizing the increasing importance
of congenital and genetically determined disorders in the Region, the Regional Office undertook a
number of initiatives to assist countries in establishing programmes and implementing activities to
prevent and control these disorders.

•

The Regional Office launched the global initiative of Vision 2020 in Iraq, Egypt and Palestine,
in collaboration with the International Agency for the Prevention of Blindness. World Sight Day
was celebrated in several countries with considerable media attention to the subject of preventable
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blindness. The celebration in Egypt benefited from the participation of the First Lady of Egypt and
the Minister of Health. The Regional Office is collaborating with Al Shifa Trust Hospital in Pakistan
to develop human resources for eye care in Afghanistan and to expand district eye care in Pakistan.
A regional workshop on childhood blindness was organized in collaboration with Al Shifa Trust
Hospital and the Lions Clubs International Foundation in Pakistan, and five countries expressed
interest in developing appropriate national plans. A regional Vision 2020 planning workshop was
organized to assist countries to develop national plans for the control and prevention of avoidable
blindness.

6 Administrative services
•

The work in the area of administrative services focused on facilitating implementation of the
programme budget; enhancing the capabilities of WHO Representatives’ Offices; contractual
reform; completion of the Regional Office building in Cairo; and enhancing security in WHO offices.
Enhancing the capabilities of and empowering WHO Representative’s Offices, which are faced with
many crisis situations, a strong increase in extrabudgetary funding and a decrease in the regional
regular budget were major aspects of work, with increased delegation and resources made available
to those offices.

•

Contractual reform to address the issue of long-term staff employed under repeated short-term
contracts resulting in inefficient and costly personnel management was, for the most part, resolved
and implemented and this has contributed to more efficient management. Efforts to recruit well
qualified women in the professional and higher levels continued with an improvement in women’s
representation to 24% as at December 2003. The recruitment rate for women for fixed-term positions
increased to 50%, compared with 11% in 2002.

•

Work on the Regional Office in Cairo is now almost completed with only a few facilities requiring
additional funding. These are an audiovisual studio and two conference rooms. Security in the WHO
offices to comply with minimum safety requirements continued to be upgraded. However many field
offices will not be able to satisfy these minimum norms and future action will be required.

Executive summary
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2.1 General programme development and management
Strategic issues
The major strategic directions continued to be application of a results-based management approach
for programme management, and development of country cooperation strategies as part of the country
focus initiative. These strategic directions are strongly supported and followed up to enhance capabilities
for prioritization, transparency and accountability, and last but not least innovation and resource
mobilization.

Action taken in 2003 and results achieved
The 11th round of Joint Programme Review and Planning Missions (JPRM) for the biennium
2004–2005 was implemented in the second half of 2003. Existing guidelines on operational planning,
monitoring, evaluation and reporting were revised in line with the results-based management approach
and were widely used by the JPRM teams. To support better implementation of missions, two training
workshops on results-based management were conducted in the Regional Office for all the programme
directors, regional advisers and WHO Representatives with technical support from WHO headquarters.
Workshops were also conducted in the Islamic Republic of Iran, Sudan and Pakistan for technical staff
of the WHO country offices and a selected number of national programme managers. These workshops
had considerable impact on the quality of JPRM missions, especially in those countries where national
results-based management workshops were also conducted. All the JPRM reports were finalized and the
workplans reflected in the Regional Activity Management System (RAMS) during January 2004.
In the process of preparing Country Cooperation Strategies (CCS) for all the countries of the Region,
a Technical Review Committee was established in the Regional Office. The Committee reviewed and
finalized the CCS documents for five countries: Jordan, Morocco, Syrian Arab Republic, Sudan and
Yemen. After approval by the Regional Director, the documents were printed and distributed in the
respective countries, as well as to all the technical units in the Regional Office. The CCS document
was also used as the basis for preparation of chapter 3 of the JPRM document (i.e. strategic directions
for the next 4 years) in those countries where it was completed. Completion of CCS documents for the
remaining countries of the Region by end of 2004 is planned.
The 19th Meeting of the Regional Director with WHO Representatives was held for one day in
Geneva in November 2003. The meeting reviewed the outcomes of the third global meeting of WHO
Representatives and the consequent actions needed in the Region. It also reviewed the developments and
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new strategic directions subsequent to the appointment of
the Director-General and a new management team. The
specific challenges facing the Region were identified
as: countries in situations of complex emergency,
poliomyelitis eradication, scarce resources with no
established mechanisms for resource mobilization, and
the need for capacity-building and technical expertise in
priority areas. Other issues discussed included changes
in the role of WHO Representatives and the revised
delegation of authority to them, and the progress of
work with respect to the JPRM for 2004–2005. Staff
development, the UN Millennium Development Goals,
the country focus initiative and establishment of a country
support unit at the Regional Office, the contribution of
WHO Representatives to the eleventh global programme
of work and resource mobilization were among important
issues identified for more elaboration and intervention in
the future.
The Management Development Committee conducted
several meetings in 2003, during which a series of issues
were presented and discussed by the senior management.
Attention was focused on those issues related to the
improvement of the managerial process within the
Regional Office, improvement of WHO performance at
country level and development of capacities. The WHO
collaborating centres, intercountry meetings, programme
budgeting, and technical discussions and technical papers
for the Regional Committee were, among many other
issues, discussed in depth.

Future directions
Completion of Country Cooperation Strategies for all
countries of the Region as the first phase in strengthening
the WHO Representative’s Offices will be a main focus
for the near future. Active utilization of the guidelines
on monitoring, evaluation and reporting based on
results-based management will receive more attention.
Staff capacity-building, especially in WHO country
offices, and strengthening the technical role of these
offices will be a priority for 2004. Different mechanisms
for better implementation of recommendations made
by the Regional Director, WHO Representatives and
Management Development Committee with respect to
programme planning, monitoring and evaluation will be

put in place. Improvement of the capacity of the Regional
Activity Management System as well as the development
of country modules, and their active utilization for
monitoring and report preparation by technical units in
the Regional Office as well as staff in the country offices
will receive due attention.

Informatics and telematics
support
Strategic issues
The main strategic issues are the need to: ensure
availability of user-friendly computer-based information
systems and that all administrative and financial systems
are well maintained; reduce the use of paper and increase
the use of electronic records and documents; build the
capacity of WHO staff to make full use of available
information and communication technologies; ensure
full and reliable connectivity of the Regional Office and
country offices to a WHO global network; and introduce
aspects of health and medical informatics to Member
States, including tele-health, electronic health records,
and computer-based databases and systems.

Action taken in 2003 and results achieved
Current computer-based systems were maintained and
enhanced to ensure quality performance and several
new systems were developed. A work plan editor was
developed for preparation and editing of plans of action;
a revision of the Regional Activity Management System
was completed; the personnel management system was
enhanced; the stock control system was completely reengineered; a claims tracking system was developed
and deployed; the short-term staff contracts system was
deployed; a database for the Eastern Mediterranean
Health Journal to support management of papers was
developed and deployed; and the fellowships management
system was redesigned to make a seamless link to the
Regional Activity Management System.
Special attention was given to the use of Geographic
Information Systems (GIS) technology as a tool for
decision-making, planning and evaluation, many countries
having expressed serious interest in using GIS as part of
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their health information management system. A system
was developed for maintenance of digital maps and
geographic elements that is linked to a statistical database
and database of health facilities. Technical support and
training for national staff was provided.
The
information
and
telecommunications
infrastructure was maintained to ensure it can support the
data processing activities and telecommunications of the
Regional Office with its partners and offices in the Region
and beyond. Support was provided to ensure a quality
service to all users, at the office, at home or on the move
24 hours a day, 7 days a week.
Security in access to information resources being an
important and essential element for ensuring sustained
functionability of systems, the Regional Office was
diligent in applying the necessary systems and procedures
to guarantee data security at all times.
E-health activities were strengthened and enhanced.
The Health Academy pilot project was launched in
collaboration with Cisco Systems Inc. in Egypt and Jordan
with 20 schools from each country. The project aims to
improve health through information technology and will
provide health information and knowledge for disease
prevention and healthier lifestyles. The Regional Office
developed the training materials which were converted
to interactive e-learning courses on the internet and CDROM School teachers, mentors and headmasters were
trained and a pre-test organized to enable the impact of
the Health Academy on the students to be measured. The
third e-health regional symposium was held in Dubai in
collaboration with the King Faisal Specialist Hospital and
Research Centre. Over 85 participants from 20 countries,
including 13 from the Region attended the symposium,
the objectives of which were to introduce participants to
e-health applications, review the status of telemedicine
projects in the Region and discuss medical e-learning
initiatives and projects.
Major enhancements were introduced in the
telecommunications area aiming at reducing running
costs and providing more efficient services. The number
of working connections was increased to 500 extensions
with capacity to connect to 700 extensions at any one
time. A routing facility was introduced to make it possible
to make telephone calls from and to landlines, mobile and
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satellite, locally, nationally and internationally, using the
cheapest route available.
Information and communications technology support
to countries, field offices and technical units constitutes
a major part of the programme’s activities. Technical
support was provided to assess needs, plan activities,
evaluate progress, and provide training or to participate
in conferences and meetings. Support to field offices
was mainly to ensure their full compliance to the UN
Minimum Operating Security Standards (MOSS),
especially in countries in crisis.
Collaboration continued with other regional offices
and headquarters in developing and sharing systems
and applications, and exchange of experience. Training
of staff on productivity tools has become a strategic
issue at the Regional Office and training on standard
office applications, information and communications
technology and all Regional Office computer-based
systems was provided in this regard.

Future directions
The Regional Office has adopted the strategic goal of a
paperless office or eWHO. In order to reach this goal, the
Regional Office will implement a number of portals for
technical units and administrative and financial services.
The aim is to create a digital environment by which
more and better use of information and communications
technology is in place at the Regional Office and in field
offices. Development and re-engineering of applications
to allow the use of web technology will continue, as
will timely and appropriate support to knowledge
management activities. The skills of users and systems
developers will be enhanced to enable them to adapt to
new technologies and make full utilization of resources. A
reliable, secure, up-to-date and cost-effective information
and communications technology infrastructure will be
sustained at the Regional Office and field offices.
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External coordination and
resource mobilization
Strategic issues
Around 90% of the population of the Region lives in
low-income and middle-income countries, almost 50%
of which are low-income in which the annual per capita
expenditure on health ranges from US$ 4 to US$ 17.
The diversity of the political, economic, demographic,
epidemiological and environmental situation in the
Region is a major challenge for developing health
systems on the one hand, and on the other hand calls for
creative and innovative partnership with stakeholders and
mobilization of funds to meet the health care needs of the
population.
Despite a decrease in official development aid in the
1990s, there has been an increase in aid to the health sector
at global level, and an increasing trend to channel support
through multilateral agencies such as the World Bank,
the European Commission and regional development
banks. At the same time there has been an unprecedented
growth in the activities and influence of civil society in
the area of public health within the Region, which has
created a complex environment but has also contributed
positively to improving human health and development.
However, those countries in the Region most in need of
external resources for health do not have the capacity or
capability to effectively manage these new realities and to
pull together the energy and resources of an ever growing
number and diversity of partners and to ensure that
external assistance supports the government’s priorities,
builds national capacities, and ensures sustainability.
Rapid economic and political changes, and manmade and natural disasters, to which the Region is
vulnerable, aggravate the already poor health services
in some countries of the Region, particularly the least
developed ones. The high burden of communicable and
noncommunicable diseases is also a key impediment to
social and economic progress. The WHO regular budget
allocation has declined 9.6% since 1998–1999 which
highlights the urgent need for the Region to mobilize
additional resources to cope with the increased demand
to support health in the Region. A large portion of the

extrabudgetary funds made available to the Regional
Office during 2003 and previous years was in response
to emergency situations, particularly in Afghanistan and
Iraq, and for the poliomyelitis eradication programme,
and therefore the amount available for other activities
was relatively small.
Among the challenges at country level are: weak
national capacity and leadership in ministries of health
in the areas of partnership development and management
of coordination; the multiplicity of actors with competing
interests and lack of national ownership; the absence
in the countries of clear national aid policy for health
development and of advocacy for mobilization of
additional resources for health; and the weakness of
the existing mechanism for setting priorities for donor
support in some countries of the Region. At the regional
level, a clear policy and strategies need to be developed,
and operational procedures of technical and general
management units and country offices in mobilizing
extrabudgetary funds need to be streamlined, using
innovative approaches and taking into consideration the
characteristics of the Region.

Action taken in 2003 and results achieved
The Regional Office is improving its coordination
and cooperation with the United Nations system,
governmental, intergovernmental and nongovernmental
organizations, civil society organizations and others in
the Region. Partnership between WHO and UNICEF
on various health programmes, such as IMCI, measles,
poliomyelitis eradication, nutrition and health assessments
are progressing well.
A memorandum of understanding was signed between
the Regional Office and the International Federation of Red
Cross and Red Crescent Societies (IFRCRCS) with the
main purpose of establishing a framework for cooperation
in developing and implementing joint initiatives to
support the countries of the Region in achieving health
for all through the coordinated efforts of ministries of
health, national societies of the Red Cross/Red Crescent
and the Regional Office. Among the objectives are to
identify areas consistent with the public health agenda of
the countries, the Regional Office and the Federation, to
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enhance and support cooperation between them, and to
serve as a framework agreement for future cooperation in
specific areas of activities and collaboration. The Regional
Office also signed memorandums of understanding with
other partners, including the Common Market for Eastern
and Southern Africa (COMESA) and the Organization of
Arab Red Crescent and Red Cross.

A workshop on health sector priorities was convened by
the Ministry of Health with the support of WHO and
participation of national and international agencies and
organizations. The assessment report was prepared and
agreed upon by all partners as a strategic document which
identifies the immediate, medium and long-term needs,
priorities and financial requirements of the health sector.

Collaboration with AGFUND continues. Two
projects, Health and Environment Information Centres
in Iraq, and the World Report on Road Traffic Injury
Prevention, were approved by AGFUND for support.
In addition, implementation of another six projects
under environmental health, food safety, integrated
disease control, tuberculosis and personnel training were
implemented. The Regional Office is also working with
technical departments in the League of Arab States.

In Afghanistan, as lead agency in health within
the UN Disaster Management Team, WHO planned
and coordinated the health sector response to the
humanitarian situation. It worked with local authorities,
nongovernmental organizations, and international
agencies to support and facilitate the setting of national
priorities to be supported by partners, and to support
humanitarian efforts. As a result disease surveillance was
set up, emergency training of health care professionals
conducted, and essential emergency supplies and
other key technical assistance dispatched to the health
sector through a coordination mechanism set-up at the
country level. WHO’s focus is now on post-conflict
rehabilitation, reconstruction and development. WHO
is ensuring that health remains at the top of the agenda
of decision-makers and donors as it has been during
donor conferences and discussions on reconstruction and
development and poverty reduction. A memorandum of
understanding was signed between the Regional Office,
the Ministry of Public Health of Afghanistan, and the
Ministry of Health and Medical Education of the Islamic
Republic of Iran, whereby the two ministries will expand
their cooperation on rehabilitation of health and medical
institutions, enhance partnership between governments
and civil societies, cooperate in developing planning and
management capacity, initiate educational development
centres, and advocate a long-term cooperation for health
development.

In anticipation of war in Iraq, WHO in close
coordination and cooperation with all other UN agencies
and others concerned established an effective coordination
and resource mobilization and allocation mechanism under
the health sector to cope with the projected aftermath of
the crisis. WHO chaired the Health Sector Working
Group and, jointly with other sister agencies, developed
a health sector contingency plan. As a member of the Iraq
Crisis Management Group, WHO played an important
leading role in preparing and responding to the crisis. In
close cooperation with UNICEF and others, a measles
vaccination campaign and national immunization days
for polio were organized before the war, with independent
monitoring of the national immunization days for the
first time, carried out by the Iraqi Red Crescent Society,
International Federation of Red Cross and Red Crescent
Societies, and medical schools. WHO and other agencies’
staff were trained on how to manage public health issues
during complex emergency, emergency supplies were
stockpiled, and a cross-border contingency plan was
prepared and implemented. In addition, a Task Force on
Health and Development was established, the national
priorities for allocation and mobilization of resources
were identified and resources of nongovernmental
organizations and other partners were directed to fund
projects and programmes according to these priorities. A
United Nations/World Bank Joint Iraq Needs Assessment
Mission was accomplished during the second half of 2003.

WHO is an active member of the Somalia Aid
Coordination Body (SACB), a voluntary coordination
body, which provides a framework to develop a common
approach for the allocation of international aid to Somalia.
SACB comprises donors, UN agencies and international
nongovernmental organizations. Other international and
regional bodies such as the Inter-Governmental Authority
on Development (IGAD), World Bank, the Organization
of African Unity (OAU), and the League of Arab States
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maintain ad hoc membership, mainly as observers.
WHO is also playing an active role within the Country
Coordination Mechanism and the related working
groups established under different themes to improve the
health of the population and to mobilize extrabudgetary
funds including funds related to global initiatives.
Implementation of a tuberculosis control programme,
funded by the Government of Norway started.
WHO actively participated in the preparation of the
Consolidated Appeal for the Sudan Assistance Programme
for 2004, covering not only the humanitarian and lifesaving needs of the population but also the transitional
recovery in order to facilitate progress from crisis towards
establishing social, economic and governance foundations
for long-term sustainable development. Control of
measles and meningitis, reduction of maternal mortality,
minimizing the effects of natural disasters, supporting
HIV/AIDS control efforts, post-conflict recovery of the
health sector, and assistance to the mentally and physically
disabled population are the areas which will be covered by
the Appeal under the health sector.

Future directions
Strategic alliances with other partners such as civil
society organizations from within and outside the Region,
building strong working relations with potential donors,
and raising awareness of health issues based on evidence,
will be among the main directions in the future. Support
to national capacity-building to establish effective
coordination mechanisms and partnership for health
including mobilization of resources, and making sure
that external assistance supports governments’ priorities,
builds national capacities, and ensures sustainability will
also be important priorities in partnership. Ensuring that
health goals are incorporated into overall development
policies, and that resources for health are increased, will
remain the main goals of the programme.

2.2 Public policy and health
Health policy and planning
Strategic issues
Despite limited capacity in some countries of the Region,
with respect to both policy analysis and formulation, there
is an increasing realization and desire among the ministries
of health to develop and strengthen these functions. Since
ministries of health in some countries of the Region lack
policy analysis units and are institutionally not equipped
to undertake analytical studies that promote evidencebased policy development, those ministries are requesting
WHO for technical assistance in undertaking studies, such
as burden of disease estimation, national health accounts,
cost-effectiveness analysis and cost analysis.
A sequel of the limited capacity in policy development
is the lack of strategic thinking and development of longterm vision and strategic plans by some of the ministries
of health. The lack of a strategic approach to health
planning at the national level is critical in areas such as
human resource planning, health care financing and health
services development. Certain Ministries of Health lack
well functioning planning units and appropriate planning
tools are often not used in the preparation of health
plans. This in turn is reflected in the lack of capacity
in operational planning which is essential for effective
programme implementation and monitoring.
The concept of health system development as a basis for
improving access, efficiency, equity and quality of health
services and for the effective implementation of priority
health programmes has yet to be internalized by many
ministries of health. The four functions of a health system
(governance, financing, resource generation and service
provision) remain deficient in some of the countries, rich
or poor, which adversely affects the attainment of health
system goals and overall performance. Most countries are
not well equipped to manage the public–private mix and
to regulate the overall health system. Appropriate tools to
map and assess health system functions are also needed.
An emerging area that has recently caught the attention
of health professionals and policy-makers alike is that of
trade in health services. Many countries of the Region
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are already members of the World Trade Organization,
others have recently acceded or are in the process of
accession, while some have yet to become members. The
implications of trade in health services, in the wake of
the General Agreement on Trade in Services (GATS), and
how to minimize its negative impact and maximize the
opportunities it offers, have yet to be understood by many
ministries of health.
Countries of the Region generally lack adequate
legislation on health sector issues to ensure high standards
of basic services, promote health and protect consumers.
What legislation does exist needs updating. Several
ministries of health also lack training and expertise in the
area of health legislation.

Action taken in 2003 and results
The strategic directions followed in the area of health
policy and planning to address the issues include: capacitybuilding to develop necessary skills in policy analysis and
formulation and in strategic planning and management;
institutional development of ministries of health in order
to support activities aimed at strengthening health policy
and planning; promotion of consistent evidence-based
and ethical health policies and strategies; assessment of
health system functions in relation to working models of
primary health care, supported by evidence; enhanced
understanding of issues such as trade and public–private
partnership in relation to health services; strengthening
information and legislation support for health systems.
Countries of the Region received support to develop
and update health policy and strategic orientation.
Ministries of health were encouraged to create units
for health policy development, which would help in
designing, managing and monitoring health system
reforms. In this regard assistance was provided to 10
countries to strengthen and institutionalize policy and
planning capability in the Ministry of Health. In the case
of the Islamic Republic of Iran, the Health Sector Reform
Unit is being assisted in the implementation of a World
Bank-financed primary health care project. In Pakistan, a
project proposal for the establishment of a Health Policy
Unit was developed, which is being financed by the United
Kingdom Department for International Development for
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4 years. A 5-day national strategic planning workshop
was developed and conducted to train officials of the
Ministry of Health in Cyprus. Such a workshop can now
be replicated in other countries, as well as at the regional
level. Similar planning workshops were held in the Libyan
Arab Jamahiriya and Saudi Arabia.
The Regional Office continued to promote strategic
thinking in planning in countries. Technical support in
this area was provided to Jordan, Lebanon, Morocco,
Pakistan, Sudan, Syrian Arab Republic and Yemen. The
country cooperation strategy documents were used as a
framework for the JPRM during 2003.
A regional workshop on burden of disease assessment
was organized, in collaboration with WHO headquarters,
to provide hands-on training to 30 health professionals
from 10 countries of the Region, including all Gulf
Cooperation Council countries. The purpose of this
workshop, which followed a global workshop held in
2002 in Greece, was to create a critical mass of experts
in the Region. An indication of the success of this activity
has been the organization of a national workshop on
burden of disease estimation in the United Arab Emirates,
and establishment of national burden of disease teams
in several Gulf Cooperation Council countries. It is
expected that some of these countries will be able to
complete national burden of disease studies during 2004.
The Islamic Republic of Iran recently completed such a
study in three provinces of the country. Another regional
workshop is planned in early 2004 to develop capacity for
the remaining countries of the Region.
The first regional meeting on trade in health
services in the Eastern Mediterranean Region was held
in collaboration with the International Development
Research Centre (IDRC), Canada. The meeting marked
the initiation of efforts for the capacity-building of
Ministries of Health and the development of evidencebased strategies on the subject. As a follow-up, case
studies have been launched in Egypt, Oman, Tunisia
and Pakistan. Encouraged by the efforts of the Regional
Office, IDRC is supporting a project on the subject during
2004–2005.
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A 10-country study on the role of contractual
arrangements in improving health sector performance in
countries of Eastern Mediterranean Region was initiated
during 2003. The study, which will be undertaken in
January–April 2004, was initiated following resolution
WHA56.25. The experience of public–private partnership
in health among countries of the Region is limited and there
is increasing realization of the importance of awareness
creation and capacity-building within ministries of health
in contracting out publicly financed health services to the
private sector. An additional outcome of this multi-country
study will be the development of a regional strategy on
public–private partnership. The Regional Director has
allocated funds for this study from the Regional Director’s
Development Fund.
The proposal to establish a Health System
Observatory did not materialize during 2003 due to lack
of financial resources. The purpose of the observatory is
to provide relevant comparative information to support
policy-makers and analysts in the development of health
care systems and reforms in the countries of the Region
and to be a focal point for access to information on health
care systems. Although a proposal in this regard has been
submitted to the European Commission, it is planned to
initiate the Observatory through indigenous resources,
should external funds not become available.

of policy and planning capacity in the ministries of health;
capacity development in use of policy analysis tools and
planning techniques through hands-on training of health
professionals; support to primary health care and/or health
sector reform programmes in countries of the Region; and
continued work on emerging areas of health systems
development that require support to countries.

Health economics and financing
Strategic issues
The economic growth rate in the Region has been modest
for the past decade and is expected to continue to be low
for the next decade. The projected annual growth in real
per capita gross domestic product (GDP) for the Region
is 1.3%, the lowest compared to all other regions of the
world (Figure 2.1). As a result, Member States, for various
reasons, are confronted with shortages in the resources
required to sustain, develop and improve their health
systems. In response, cost recovery and cost containment
strategies are being implemented with little attention to
their impact on public health and the health of deprived
populations. In addition, such policies have the potential

Efforts are being made by several countries to
strengthen health legislation as part of health system
development through capacity-building, technical
expertise and study tours within the Region. WHO is
promoting development of databases on health legislation
making use of technical guidelines previously developed
by WHO. Countries are encouraged to share these
databases with other countries of the Region and to make
use of available expertise. Despite its commitment, the
Regional Office has been unable to create a full-time
position to work on this important subject due to the lack
of resources.

Future directions
The focus of activities during 2004 will be on consolidating
achievements and further contributing to health system
development in the countries of the Region. The strategic
directions will concentrate on institutional strengthening

Source: World Bank, Global economic prospects and the developing
countries, 2005

Figure 2.1 Projected annual growth in real per
capita GDP, 2006–2015
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to demoralize public health providers and promote
development of a two-tier health system, one low-quality
public system for the poor and one high-quality private
system for the well off.
Improvement in the efficiency of health systems
provides a viable alternative to ease the financial
constraints they face. In order to deliver the health
services more efficiently, countries need to invest in
analytical tools, such as national health accounts, burden
of disease and cost-effectiveness analysis, and use
economic, financial and statistical analysis routinely and
continuously.
A body of evidence has emerged in recent years that
suggests that improved health is not just a by-product of
economic growth but that it significantly contributes to it.
These findings suggest that ministries of health have new
partners for health in the ministries of finance, planning
and other institutions in charge of economic growth.

Action taken in 2003 and results achieved
The Regional Office was proactive in providing technical
support to countries to invest in analytical tools and use
of economic analysis in health system development.
National health accounts are the most fundamental tool
for diagnosis of the financial health of health systems.
Following the release of the guide to producing national
health accounts in June 2003, a training workshop on
national health accounts in line with the guide was
organized in collaboration with headquarters, World
Bank and USAID Partnerships for Health Reform project
(PHRplus). Over 70 staff of ministries of health, planning,
finance and statistical offices from 16 countries of the
Region participated in the workshop which was led by
top international experts. The workplan for development
of national health accounts was prepared by national
teams during the workshop and implementation of the
workplans is being followed up by the Regional Office.
In order to further facilitate the development of national
health accounts, the guide was translated into Arabic and
Farsi. The French version of the guide is also available
now from headquarters.
The Regional Office, in collaboration with
headquarters, launched a global website following the
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recommendation of the national health accounts workshop
for senior policy-makers held in 2002. The purpose of the
website is to share information and the experiences of
national health accounts teams around the world and to
provide technical assistance to national health accounts
teams by an international panel of experts. The website is
expected to reduce the cost and speed up the production
of national health accounts and promote their use in policy
formulation in the future.
The development of pre-payment schemes and
social health insurance is an integral part of any health
system capable of achieving the goal of health for all. The
development of pre-payment schemes was encouraged
and supported in 2003 and support is expected to intensify
in the next biennium.
Technical support was also provided for costing
of health services, basic training in health economics,
development of health care financing options, and
implementation of the recommendations of the
Commission on Macroeconomics and Health in some
countries.

Future directions
It is now widely recognized that health has many, including
socioeconomic, determinants. The ministries of health in
the Region need therefore to become multidisciplinary
institutions, and the ability of ministry of health staff to
enter into a more effective dialogue with ministries of
finance, planning and commerce staff needs to improve.
Efforts to build capacity in health economics, health care
financing, actuarial studies and use of analytical tools will
continue and expand.
Routine production of national health accounts by
all countries remains the cornerstone of development of
health care financing in the Region. Publication of a short
and more practical version of the guide for production of
national health accounts in English, Arabic and French
is planned for 2004. Universal access to health care
services through pre-payment schemes, including social
and private health insurance, will be a high priority in
2004–2005. Provision of technical support to start or
expand pre-payment schemes and social health insurance
coverage will be intensified in the future. Collaboration
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with headquarters and other regions is essential as there
is a need to share the experience of other countries in this
regard.

Research policy and strategy
coordination
Strategic issues
Health research efforts in the Region vary considerably.
Some countries in the Region have a fairly adequate
research infrastructure, while others have very little such
infrastructure. Among the challenges to health research
are the lack of supportive environments, including
weak institutional management, inadequate facilities,
and deficient policy support, leading to poor supply and
demand for research. Health research itself is unable to
drive national health policy changes and practices. There
is also a lack of capacity and expertise to develop, design
and undertake operational and health systems research,
and of capacity to write reports and disseminate results on
time to the relevant target audience. Greater focus needs
to be placed on equity and development issues, such as
the relationship between poverty and health, on use of
advances in biotechnology and on innovation.
During 2002–2003, the Regional Office engaged
in supporting and implementing the renewed policy for
health research and development in the Region. The
key areas of input included; capacity-building, funding
of health systems research, supporting national health
research policies, developing international linkages and
partnerships in health research, advocacy for developing
national ethical standards and values in health and
health research, and encouraging research to make
use of scientific advances (especially genomics and
biotechnology) to improve equity in health care in the
Region.
Operational research projects that will contribute to
the effective prevention and control of communicable
diseases in the Region were supported through the
EMRO/DCD/TDR Small Grants Scheme for Operational
Research in Tropical and other Communicable Diseases.
The main aim is to fill information gaps, and provide
interventions and strategies that will enhance programme

effectiveness.
Thehere
relevance of operational research
figure
2.2 to go

is assured by forging a close link between researchers
and local programme management, or by equipping the
control programme to conduct its own research, capacitybuilding being an integral part of this operational research
programme.

Action taken in 2003 and results achieved
The plan of action for 2002–2003 provided support
to countries for field health research activities and for
capacity-building, and provided advice and guidance
to countries for supporting health research to address
national priorities.
Five countries (Egypt, Islamic Republic of Iran,
Morocco, Pakistan and Sudan) undertook research on
analysis of their health research systems. The overall aim
of such research is to help the countries improve their
health research capabilities through a systemic analysis of
the existing status, build on existing strengths and remedy
the weaknesses, improve functioning and inputs and
contribute to improvement in health and development.
The situation analysis will be used as a means to initiate
nationwide debate among various stakeholders, and lead
to a consensus on strategic directions for the national
health research systems and for the effective governance
and sustainability of those systems. The research was
completed and a consolidated report is being prepared.
In response to two calls for research proposals in
priority areas of public health, over 450 research proposals
were received from the Region in the areas of health
systems, chronic diseases and healthy lifestyles, mental
health, environment and child health, ethics and equity
and health development. Following a two stage screening
process, 71 (15.7 %) proposals were accepted for funding
(Table 2.1). Figure 2.2 shows the number of accepted
proposals in different priority areas of public health.
Training programmes in research methodology
development, priority-setting and health systems research
approaches to problem-solving were carried out at
regional level and in Bahrain, Islamic Republic of Iran,
Oman and Yemen. Two regional meetings were held on
analysis of health research systems.
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Table 2.1 Research proposals received from
Member States and short-listed and approved by
the Regional Office in 2003
Received
No.
Afghanistan
Egypt
Iran,
Islamic
Republic of
Iraq
Jordan
Lebanon
Libyan Arab
Jamahiriya
Morocco
Oman
Pakistan
Saudi
Arabia
Somalia
Sudan
Syrian Arab
Republic
Tunisia
Yemen
Total

Short listed

Approved

%

No.

%

No.

1
62
252

0.2
13.7
55.6

1
22
66

100.0
35.5
26.2

1
10
24

100.0
16.1
9.5

%

1
4
10
1

0.2
0.9
2.2
0.2

0
2
6
0

0
50.0
60.0
0

0
0
2
0

0.0
0.0
20.0
0.0

20
3
54
2

4.4
0.7
11.9
0.4

14
3
28
1

70.0
100.0
51.9
50.0

4
3
13
1

20.0
100.0
24.1
50.0

2
13
4

0.4
2.9
0.9

1
5
3

50.0
38.5
75.0

1
4
1

50.0
30.8
25.0

4
20
453

0.9
4.4
100.0

4
11
167

100.0
55.0
36.9

2
5
71

50.0
25.0
15.7
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Three regional meetings—of heads of health research,
of WHO regional collaborating centres, and on genomics
and public health policy—advocated for the improved
generation and use of health research in policy-setting
and practice and developed strategic directions.
The increasing focus on equity and ethics in health
care and research at country level was stressed. Technical
support was provided to the Ministry of Health of
Morocco to develop national legislation for ethics in
health research and care, while ethics awareness was
raised at regional meetings and workshops. The summary
of the WHO global report Genomics and world health and
Ethical guidelines for ethics committees that review were
published in Arabic, and The ethics of research related to
health care in developing countries, a publication of the
Nuffield Council on Bioethics, was distributed on CD.
Bi-regional collaboration in health research was further
developed with the WHO Regional Office for South-East
Asia. Links were developed with the Organization of
Islamic Conference Standing Committee for Scientific
and Technological Cooperation to support research and
development in biotechnology in the Region, with the
University of Toronto to provide academic training to
regional health researchers in bioethics, and with the
Global Forum for Health Research and the Council for
Health Research and Development.
Technical support was provided by the Small Grants
Scheme during revision of the progress and final reports
of the 2002 projects, mainly in developing analysis
plans and data management. The status of 17 projects in
seven institutions in Yemen was reviewed and technical
assistance provided in data management and scientific
writing and the impact of the final projects was evaluated.
Results were presented at a meeting in the Ministry of
Public Health between researchers and national control
programme managers to strengthen future collaboration.
Technical support was provided to Sudan to finalize data
collection forms, educational materials and interventions,
provide guidance on field work implementation, and
advise investigators.

Figure 2.2 Research proposals accepted on
priority areas of public health in 2003

In response to the call for applications to the
Small Grants Scheme in 2003, 215 pre-proposals were
received and 33 projects were accepted, of which 31
were funded. The distribution of the accepted proposals
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Figure 2.3 Projects accepted for funding by the Small Grants Scheme in 2003

is the following: 9 out of 40 proposals submitted in
the field of tuberculosis; 6 out of 32 submitted malaria
proposals (including one in vector control); 6 out of 22
submitted proposals in HIV/AIDS and STD; 6 out of 56
submitted proposals in the field of tropical diseases and
zoonosis or diseases under elimination and eradication;
3 out of 17 proposals submitted in the field of vaccine
preventable diseases; and 1 out of 37 proposals in the field
of surveillance and epidemic preparedness and response.
The distribution of accepted projects by research area is
presented in Figure 2.3. The final report summaries for the
63 projects supported during the period 1992–2000 were
published. Subsequent reports will be published every
two years. Thirty-six final reports of projects accepted in
2000 and 2001 were submitted to the scheme during 2002.
They were evaluated and technical support provided
in scientific writing during 2003. Challenges facing
communicable disease control were identified during the
programme managers’ meeting in 2003. These challenges

were translated into research priorities and included in the
call for applications for 2004.

Future directions
The renewed policy for health research development in the
Region will be pursued in 2004–2005. The overall aim is
to ensure that regional health research efforts are focused
on national needs and priorities and provide evidence for
change in national health policy and planning practices.
The regional focus therefore, will be on: continued
training and capacity-building in Member States to
undertake health systems research; building regional
capacities to carry out applied research in genomics and
biotechnology, building capacity in health research ethics;
mobilizing additional financial support for regional health
system; building regional and interregional partnerships
and networks in health research; advocacy and advice
to Member States to foster conducive environments for
applied research.
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The Small Grants Scheme will continue to provide
technical support and capacity-building for operational
research in communicable diseases prevention and
control. Research projects under the Scheme will
be subject to tight follow-up in order to ensure the
reliability of results, conclusions and recommendations.
Monitoring and evaluation of research products will
be strengthened to ensure implementation of researchderived recommendations by the Ministry of Health.
Efforts will be made to raise funds from regional and
international donors to support more operational research
in the Region.
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2.3 National health policies and
programme development and
management
Logistical support to country
programmes
Strategic issues
The main strategic issues for 2003 were to support
emergency operations in the Region and to implement a
computerized supply management system.

1. Drugs and chemicals

2. Hospital equipment

3. Environmental equipment

4. Laboratory equipment

5. Informatics and electronics

6. Vehicles and other

7. Telecommunications equipment

Figure 2.4 Procurement of supplies and equipment by years, category and source of funds
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Action taken in 2003 and results achieved
As part of its collaborative programme with countries,
the Regional Office gave substantial support in 2003
by providing health programmes with essential supplies
and equipment valued at US$ 19 455 279. The supplies
consisted mainly of drugs, chemicals, hospital equipment,
environmental and laboratory supplies, and other
equipment in order to promote the managerial process of
health development. Figure 2.4 shows the procurement of
supplies and equipment by year, category and source of
funds.
As in previous years, special attention was paid
to certain regional priority programmes, including
poliomyelitis eradication, management of cholera and
diarrhoeal diseases, tuberculosis control, malaria control
and basic development needs. All requests for supplies and
equipment relevant to these programmes were processed
as priorities. This was in addition to handling emergency
demands resulting from floods, epidemics and war.
Logistical and training support continued to be
provided. Training in the proper management for
acquisition of supplies and equipment was extended
to some national project managers and WHO staff. A
computerized supply management system was developed
in coordination with headquarters for implementation in
2004.

Future directions
Logistical support to country programmes will be
continued in 2004 with a view to processing all planned
supply activities in line with established rules and
regulations.

Emergency preparedness and
humanitarian action
Strategic issues and directions
The frequency and magnitude of both natural and manmade disasters is on the rise in the Region, while the
impact of disasters is often further exacerbated by the
limited capacity at national and regional level to respond.
Other factors which have led to increased vulnerability

to disasters are: lack of health professionals trained in
the concepts of disaster reduction and risk management;
lack of an established network of focal persons, lack of
structures and policies relevant to disaster reduction;
limited knowledge and awareness of the risks and threats
(using the risk assessment approach) in countries and in
the Region; policies and plans, where they exist, that are
oriented towards disaster response and do not elaborate
the need to build, invest and develop a culture of disaster
preparedness; lack of systematic evaluations and applied
research in disaster settings, in terms of lessons learned
and utilization of best practices; challenges in ensuring
mechanisms of coordination when a disaster strikes;
and lack of strategic partnerships within the Region
and at national level to harmonize disaster reduction
and risk management efforts. Many of these issues have
been incorporated into the development of a 5-year
multi-hazard strategy for disaster reduction and risk
management in the Region.

Actions taken in 2003 and results achieved
In most of the major emergencies experienced in the
Region, WHO has responded systematically to the
needs of countries through the provision of rapid
technical assistance to the affected areas, provision of
essential health kits and other related supplies, as well
as strengthened capacity in country offices to streamline
coordination and support. An Emergency Task Force
was established in the Regional Office with the aim of
harmonizing technical support and coordination to WHO
country offices. Figures 2.5 and 2.6 shows that during
2003 over 80 disasters occurred in the Region affecting
more than 1.2 million people.
A significant proportion of WHO’s efforts in
emergency response were a result of the war in Iraq. This
crisis led to a humanitarian situation affecting nearly
25 million persons. Prior to the war WHO addressed
the potential public health impact of armed conflict
compounded by years of sanctions and a weak health
care delivery system. WHO’s support to the people of
Iraq required the Organization to further decentralize
its presence (structure and human resources) in order to
efficiently and effectively meet the demands for crossborder operations in neighbouring countries. Despite
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Figure 2.5 Population affected or killed by disasters in countries of the
Eastern Mediterranean Region in 2003

Figure 2.6 Disasters in the Eastern Mediterranean Region, 2003
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the limited number of refugees, WHO strengthened its
capacity in the Islamic Republic of Iran, Jordan, Kuwait,
Saudi Arabia, Syrian Arab Republic and Turkey. This
required organization and management of financial and
human resources, supplies and logistics, and general
coordination among stakeholders.
WHO provided technical and material support for
ongoing conflicts in complex emergency situations,
such as the crisis in Darfur, Sudan, and for the Occupied
Palestinian Territories, drought in Somalia and displaced
populations in Afghanistan. WHO continued to provide
support to the Ministry of Health in the Occupied
Palestinian Territories through advocacy and awarenessraising of the health situation as a result of the conflict, in
addition to working with all partners in the health sector.
The year ended on a tragic note with the widespread
devastation of a major earthquake in the city of Bam in the
Islamic Republic of Iran. Initial reports from the United
Nations estimate the number of people killed at over
30 000, out of a population of approximately 120 000.
The reported number of people injured was also over
30 000, with about 12 000 requiring hospitalization. An
estimated 45 000 people were left displaced and homeless.
WHO provided significant support, mobilizing a quick
response team of health experts, facilitated the securing
of additional resources through the United Nation’s appeal
process through the development of plans and cooperation
agreements with the Ministry of Health.
In order to better prepare countries to respond to
disasters, WHO embarked on a process of developing
a 5-year multi-hazard strategy. This strategy will serve
as a tool for countries to better define areas of technical
cooperation and collaboration in building their national
capacity. Key aspects of the strategy include enhanced
regional collaboration with agencies and organizations
such as UNICEF and the International Federation of Red
Cross and Red Crescent Societies, in order to strengthen
the capacity for emergency response and coordination
at country level. In addition to harmonizing the inputs
of agencies, the strategy calls for greater investment in
capacity-building at national and regional level to be
able to respond to disasters, whether natural or manmade. A regional technical consultation was convened
in Damascus, Syrian Arab Republic, to discuss the

draft strategy and a multi-hazard approach to disaster
reduction and risk management in the Region. Consensus
was achieved that disaster preparedness and response is a
public health priority, and steps for national and regional
capacity-building were outlined.
Technical support was provided to joint missions to
assess immediate public heath conditions in countries
affected by major disasters, and emergency health
kits, disaster library kits and other essential supplies
were provided to countries experiencing chronic or
acute emergencies. WHO supported the development
of various tools to manage the vast amounts of
information, data, reports and documents coming from
crisis situations. Support was also provided in the area
of training activities as well as core fellowships in the
area. The Regional Office is exploring mechanisms to
sustain an annual regional training course on emergency
preparedness and response.

Future directions
The coming biennium represents substantial opportunity
and challenges for WHO to ensure better health action in a
crisis. This Region demonstrates significant vulnerability
to natural hazards that is compounded by a number
of chronic conflicts and/or complex emergencies.
The overall goal of WHO’s response to disasters is to
reduce suffering, immediate and long-term avoidable
mortality, morbidity and disability. This can be achieved
by increasing capacity and self-reliance of countries in
prevention and preparedness for disasters, mitigation of
health consequences, and creation of synergy between
emergency response and sustainable development through
appropriate coordination mechanisms. The Regional
Office will focus on further development of national
capacity and forging strategic alliances with potential
partners to ensure collaboration and cooperation for
country activities. The finalization and implementation
of the 5-year regional strategy is of utmost importance, as
well as enhancement of public health capacity, increased
efforts for disaster reduction and risk management, and
risk analysis.
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2.4 Biomedical and health
information and trends
Evidence and information for
policy
Strategic issues
The national health information system is a key component
of health system development and the cornerstone for
development of the evidence base that is necessary for
formulation of policy, development of strategy, and
enhancement of the managerial and health decisionmaking processes. Improvement of national health
information systems’ performance and decentralization
continue to be a priority. Provision, development and
utilization of population-based surveys and health
service research outputs are considered a solid strategy
for providing reliable, valid consistent information that
complement the routine health information outputs.
Most countries lack a fully functional health
information system on which to build evidence-based
policies and strategies. The existing routine health
information systems lack the capabilities to provide
valid, reliable and comparable information which helps
to support the decision-making process and formulation
of health policy, particularly information on health
status, such as mortality, morbidity and disability. The
importance of formulation and development of national
information policy at the highest policy-making level
needs greater recognition. Epidemiological surveillance
systems, a component of health information systems, still
face challenges in terms of ensuring that their outputs
will contribute to the decision-making process. Lack
of transparency in information generation, production,
dissemination and sharing still exists, especially in
dealing with mortality statistics.
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in Kuwait, Libyan Arab Jamahiriya, Somalia and Syrian
Arab Republic. Mortality and morbidity statistics by
cause were a main priority. Health statistical information
systems were strengthened through development of
capacity in the use of the International Classification
of Diseases and Related Health Problems (ICD-10) for
coding mortality and morbidity by cause in Libyan Arab
Jamahiriya, Qatar and Saudi Arabia. Technical support
was provided to develop an essential list of health
indicators in Libyan Arab Jamahiriya and to enhance
health statistical staff capabilities on using statistical tools
and methods in Somalia.
Member States were also supported in national
capacity development in the area of mortality and
morbidity statistics by cause as a prerequisite for burden
of disease estimation. The burden of disease initiative
continued to gain strength and political support in many
countries, with increased recognition of the importance of
building national capacities.
Technical support was provided to strengthen
capacity in the area of burden of disease assessment,
focusing on advocacy and capacity-building in use of
burden of disease methodology. Support was provided to
the national burden of disease teams in Bahrain, Jordan,
Kuwait and United Arab Emirates.

Actions taken in 2003 and results achieved

Contribution to the preparation of the global burden
of disease estimates included in the World Health Reports
2003 have continued. Mortality statistics by cause
following WHO specifications were provided for Egypt,
Kuwait, Palestine, Qatar and Syrian Arab Republic.
A training workshop was held in collaboration with the
Health Ministers’ Council for Gulf Cooperation Council
States in Oman to build capacity in national burden
of disease estimation and health system performance
assessment. Participants of 11 countries attended
the workshop and were trained in burden of disease
methodology, initiation of burden of disease estimates for
some specific diseases and the concept of health system
performance assessment.

Efforts were focused on enhancement of health statistical
information system in the Region with emphasis
on introducing burden of disease and health system
performance assessment. Support was provided to review
and strengthen the national health information systems

Support was provided for implementation of the
World Health Survey in Morocco, Pakistan, Tunisia
and United Arab Emirates. Planning to support the Gulf
Cooperation Council countries in implementing the
survey is in process. Collaboration with regional and
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international agencies continued, including technical
support for implementation of the Pan Arab Project for
Family Health (PAPFAM) survey in Djibouti and Yemen
and preparation for the survey in Lebanon, Morocco,
Yemen and Somalia.

Future directions
Capacity-building in health information systems and
burden of disease estimation will continue to be a priority
for health system and service development, as will
strengthening of national health statistical information
systems in the areas of mortality and morbidity statistics,
ICD-10 and burden of disease estimation. A regional
workshop on burden of disease estimation for selected
countries will be held in Cairo, Egypt, in April 2004.
Collaboration will continue in the implementation and
monitoring of the World Health Survey project and
PAPFAM surveys, which will support the decisionmaking process in countries. Health systems will need
to be equipped with new skills, especially in utilizing
the health indicators set for monitoring and measuring
progress towards achievement of the UN Millennium
Development Goals. A process of monitoring and
evaluation of the Goals should be put in place at regional
and country levels. A regional workshop on the health
indicators framework and the methodological approach is
scheduled to take place in October 2004, and will consider
the targets set by the Millennium Summit in 2000 for
measuring development progress by 2015.

Information management and
dissemination
Strategic issues
The goal of Information Management and Dissemination is
to develop policies, methods and capacity for information
management and dissemination using appropriate
technologies at the Regional Office and country offices,
and in Member States. The main issues and challenges
related to this area of work are: health information
availability and accessibility in Member States;
information technology acquisition and applications
for knowledge management; development of relevant

and appropriate information products in the appropriate
language for the needs of health care professionals and
the public; ability to reach potential information users
regardless of geographic location, time and methods;
development of mechanisms for needs assessment,
acquisition, feedback and evaluation of WHO regional
information products.
The strategic objectives are development of
information products based on needs assessment and
relevant to health issues in the Region; of national
systems and capacity for better health information,
production, dissemination and management; and of
systems for sharing of health information resources at
the regional level; as well as introduction of appropriate
information and communication technologies in health
care institutions in the Region.

Action taken in 2003 and results achieved
The Eastern Mediterranean Health Journal, which
suffered for a while following the retirement of its actual
founder Dr A.M. Aly, resumed its momentum and made
progress in streamlining production, with the technical
support of a new executive editor. Timeliness was again
a major challenge. In 2003, 290 papers were submitted
for publication, of which 74 were accepted, 30 were not
found acceptable and 186 are pending. More than 300
peer-reviewers were enlisted to assess the papers and thus
assure the quality of the journal. An electronic database
was developed for tracking submissions from receipt to
acceptance, and placement of the journal on the website
was brought up-to-date. An editorial decision was taken to
publish the journal electronically on the website prior to
print publication. To accelerate production of the journal,
additional staff were recruited to assist in editing papers
and preparation of issues. Similarly, a new printer was
contracted to print the next three issues of the journal.
The three remaining issues of Volume 7 were produced
and Volume 8 No. 1 was published in early 2004.
The first regional conference on medical journals
was held by the Regional Office in Cairo, Egypt, in
October 2003, in collaboration with Saudi Medical
Journal, preceded by a one-day training workshop. Over
80 editors and publishers of medical journals attended
from 19 countries from the Region and beyond. The

Health policy and management

25

26

Annual report of the Regional Director, 2003

Health policy and management

conference made important recommendations and agreed
to establish the Eastern Mediterranean Association of
Medical Editors.
The Regional Office issued 98 publications and
other documents (including 56 meeting reports) and
4 periodicals (see Annex 4), as well as kits, posters
and other items for advocacy. Also issued were 144
executive action documents arising from consultant
assignments and 128 speeches of the Regional Director;
15 contracts for editing in English were issued, and one
for editing in French. Regional publications of particular
note included In pursuit of health, a pictorial collection
celebrating 50 years of the Regional Committee for the
Eastern Mediterranean. Other publications included
Basic histopathology and anatomical pathology services
for developing countries with variable resources, Use of
fish for mosquito control, Operational research in tropical
diseases: final report summaries 1992–2000 and Tobacco
control country profiles for the Eastern Mediterranean
Region. The year also saw the launch of the CommunityBased Initiatives Series with an initial 11 documents in
the series. Published Arabic translations included The
World Health Report 2003, Basic malaria microscopy, the
summaries of the reports on Genomics and world health
and of the Commission on Macroeconomics and Health,
policy guidelines, a teacher’s guide and a student’s manual
on Female genital mutilation, Occupational health: a
manual for primary health care workers and Integrated
vector management in the Eastern Mediterranean Region:
a training manual.
Translation services for both Arabic and French
are outsourced to freelance translators on long-term
contract or on individual contracts for specific jobs. A
total of 73 contracts were issued for Arabic translation,
including a 12-month contract for translation of Regional
Office correspondence and routine matters. A further
29 contracts were issued for editing, reviewing and
authorship in Arabic. Requirements for French translation
were almost fully covered by two long-term contracts, and
six contracts were issued for individual jobs.
The EMRO website was redesigned to ensure
standard presentation throughout and focus on health
topics of interest to the Region. The Arabic version of the
Regional Office website was completed and is maintained
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in line with the English version. A number of country
offices also have their own websites now.
The first workshop for Arabic translators of health
sciences was held in Cairo, Egypt, and resulted in
establishment of the Arabization of Health Sciences
Network (AHSN), hosted on the Regional Office website.
AHSN is working hard to produce a model curriculum
in terminology for faculties of medicine and allied
health sciences. AHSN members are working with the
Regional Office to finalize the annotated version of the
Unified medical dictionary. The dictionary is expected to
be published in 2004 together with its sub-dictionaries:
the Unified anatomy dictionary, the Unified dentistry
dictionary and the Unified pharmacy dictionary. An
updated electronic version of the English-French-Arabic
dictionary, incorporating illustrations and pronunciation,
is in process. New titles in the University Medical Books
series were finalized and will be published in 2004. These
are the History of medicine, and Management of health
services, and Community health nursing, while second
editions of Forensic medicine, Food and nutrition and
Community medicine are also about to be published.
The Arabic versions of the International Classification
of Diseases and Related Health Problems, (ICD-10) and
the International Classification of Functioning, Disability
and Health (ICF) were finalized and user guides were
prepared in electronic version and the print version will
follow in 2004. A Farsi version of ICD-10 was also
finalized and is about to be published.
The World Health Report 2003 was translated
into Arabic in time for simultaneous launch with other
official language versions. Accessibility and availability
of health information continued to improve through the
development and maintenance of the Virtual Health
Sciences Library databases including the Index Medicus
for the Eastern Mediterranean (IMEMR), the integrated
directory databases, the Union Catalogue of Health
Sciences Journals, the EMRO Institutional Digital
Memory, document delivery services and provision of
full text access to health and biomedical literature. The
IMEMR database now comprises 74 719 records, while
the Union Catalogue comprises 4061 journal titles from 15
countries of the Region, held in 177 libraries throughout
the Region. The real value of the Union Catalogue is
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evident in its use as a tool for document delivery; 26
libraries from 12 countries made use of the service in
2003. The third regional conference on the Eastern
Mediterranean Region Virtual Health Sciences Library
was held in Karachi, Pakistan. The one-day workshop and
three-day conference were held in collaboration with the
Government of Pakistan and ISESCO in addition to four
other national institutions. Over 130 participants from 14
countries attended the conference, the objectives of which
included exchange of information and knowledge sharing
on digitization of library collections and electronic library
projects and activities in the Region, and updating on
information storage and telecommunication technologies.
A regional training course on medical databases was
held in Cairo, Egypt and attended by participants from
eight countries. The workshop was held in collaboration
with OVID Technologies and introduced participants to
various biomedical databases, applications and systems
and provided hands-on training.
Health literature and document delivery services
continued to be provided to countries. A total of 249
purchase orders were issued for journal and CD-ROM
subscriptions and books to a value of US$ 2 625 100.
A major part of this was support to the rehabilitation
plan for health sciences in Iraq. An appeal was launched
through the Virtual Health Sciences Library listserv and
other international listservs to provide books, journals and
CD ROMs on health science to medical libraries in Iraq.
Some 15 000 books had been distributed to Iraq by end
2003. Complete sets of basic collections of medical books
and CD ROM databases were purchased for 16 medical
libraries in Iraq.
Almost 44 000 copies of Regional Office publications
were distributed in the Region free of charge, while over
1000 copies were supplied to headquarters for sale. In
addition over 20 000 copies of documents on STD/AIDS
were distributed to professionals and institutions in the
Region. Sales of the Regional Office publications totalled
US$ 36 154 and of headquarters publications sold through
the Regional Office US$ 62 265.
Enhanced access to full text medical journals was
provided to WHO offices in the Region through the
Global Information Full Text (GIFT) project and to
countries through the Health InterNetwork Access to

Research Initiative (HINARI) project. The Regional
Office continued to provide a platform for professionals
throughout the Region to exchange information and
opinion and discuss issues of concern through the hosting
and support of listservs for different areas of interest.
Evaluation of health information services, including
the Blue Trunk Library project, the website and the
journal, was undertaken to ensure that they meet the needs
of users in the Region.

Future directions
The Regional Office will continue to develop information
products based on needs assessment and that are relevant
to health issues in the Region, to develop national systems
and capacity for better, production, dissemination and
management of health information, to develop systems
for sharing of health information resources at the regional
level; and to introduce appropriate information and
communication technologies in health care institutions
in the Region. Support for information production and
management at the country level will be a major need to
be met. Further work is needed in reviewing the policy
and strategy for information production, management and
dissemination. Assessment of needs of Member States and
evaluation of information products to ensure these needs
are met and the appropriateness of the tools to be adopted
will be the major tasks in the next few years. Capacitybuilding at the Regional Office and at country level will
remain a focus in the near future. Focus will be placed on
sustaining the quality of the Eastern Mediterranean Health
Journal and accelerating the editing, production and
printing processes to achieve timely publication during
the biennium 2004–2005. Special issues are planned on
HIV/AIDS and sexually transmitted diseases, tropical and
other communicable diseases and nutrition.

3.1 Organization and management of health systems
based on primary health care
Primary health care support and support to secondary and
tertiary care
Strategic issues
The strategic intent of the programme is to reach high level quality care consonant with health-forall goals. Collaboration with Member States is focused on four strategic dimensions that ensure
comprehensiveness and continuity of care, and that allow the health care system to respond at all times
to the changing needs of the community and the individual. First, accountability of health services is
increasing in importance. Users should be given the necessary information and opportunity to exercise
the degree of control they choose over health care decisions that affect them. The system should be able
to accommodate cultural norms and traditions and encourage shared decision-making. Second, health
care should be evidence-based and should not vary illogically from clinician to clinician or from place to
place. Third, quality and safety should be inherent in the health care system. Patients should be safe from
injury caused by the health care system. Continuously improving care, reducing risk and ensuring safety
require greater attention to systems that help prevent and mitigate errors. Waste should be decreased.
Health care systems cannot afford inefficiencies and the consequent waste of resources and patient time.
Fourth, health care practice must be transparent. The system should make available to patients and their
families information that enables them to make informed decisions when selecting a health care provider,
especially as family care practices will become important providers of health services, or when choosing
among alternative treatments. This should include information describing the system’s performance on
safety, evidence-based practice and patient satisfaction. These strategic issues are vital to a credible
health care system. At the same time they are very demanding and will require relentless efforts for the
reorganization of the services, as well as development of a new culture that will need time to change.

Action taken in 2003 and results achieved
WHO collaborated with several countries to improve district health care management in model primary
health care districts. The Syrian Arab Republic strengthened primary health care at the district level
through training staff in district planning and follow-up. In order to strengthen the district health system
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in Pakistan, clear and workable terms of reference for
district support teams in pilot districts were assessed
and training needs reviewed. Sudan reviewed existing
tools and developed an integrated comprehensive kit for
training health workers and community representatives at
the district level. Three countries (Afghanistan, Egypt,
Islamic Republic of Iran) received support to strengthen
the hospital management system through revision or
development of guidelines on patient management,
clinical management, hospital departments, administration
and finance.
The regional guidelines for district team problemsolving techniques (DTPS) were revised to emphasize the
community-based management aspects. DTPS is proving
to have substantial benefits in the Region. In Morocco four
district sites were developed to implement DTPS and four
teams were trained in evaluating and documenting DTPS.
DTPS was developed in four governorates in Egypt and
51 teams were trained. Among the achievements was the
evident community participation in combating female
genital mutilation in Baharia Oasis, Giza Governorate,
this being reduced from 100% to only 2% in just one
year through mobilization of the community. Another
impressive achievement was the improvement in family
planning utilization in Giza and Assiut Governorates
which was raised from 5% to 30%. This was achieved
as the teams began to consider unmet needs in remote
areas and gain the support of community leaders and
religious leaders. In Afghanistan DTPS was implemented
in eight districts in collaboration with the government,
nongovernmental organizations and donor community,
strengthening the local level. The Islamic Republic of Iran
strengthened DTPS in two districts, and DTPS is being
considered as a tool for health sector reform, especially in
rationing and prioritization of health interventions in the
districts implementing the health sector reform project.
The other tool to improve support to the district
level for development of infrastructure, continuing
training and managerial support is the Management
Effectiveness Programme. A different direction was
taken in the Region in 2003 with focus being placed
on integrating the programmes with health sector
reform projects. For example, support was provided to
integrate the Management Effectiveness Programme

activities in Tabriz, Islamic Republic of Iran, a pilot area,
with existing total quality management activities. The
Management Effectiveness Programme expanded to two
more sites in Egypt and short courses on the programme
were organized in collaboration with the health sector
reform project. WHO technical support to the leadership
development programme continued in 2003. The fifth
leadership diploma course in Egypt was completed in
September 2003 with seven graduates from different
governorates and disciplines. WHO continued its support
to public health diploma courses in the Syrian Arab
Republic and Yemen (in collaboration with Liverpool
School of Tropical Medicine). Study tours in district
health management were supported for ministry of health
officials from eight countries and technical support was
provided in health management in five countries.
Based on a review of recommendations by
consultants and intercountry consultations as well as field
assessments, several tools were developed on assessment
of management development for health services, of health
leadership and of district management support.
The development of standard operating procedures
has become a key element in the work contributing to
evidence-based care, and in ensuring efficiency and
standardization of care. General guidelines for countries
on how to develop standard operating procedures
were drafted, and a first series of standard operating
procedures was developed in collaboration with other
technical programmes, addressing major health issues:
heart failure, coronary artery disease, hypertension,
arrhythmia, asthma, liver diseases and diabetes. These
generic standard operating procedures can be reviewed
and adapted at the country level. The content of the
standard operating procedures varies according to the
three levels of care identified: first level, district level
and governorate/provincial level. Development of
country-specific standard operating procedures was also
supported, including for protein–energy malnutrition
in Pakistan, and for a wide spectrum of services in the
Islamic Republic of Iran.
Quality improvement is a major strategic dimension of
collaboration with Member States to strengthen credibility
of the national health systems. The Regional Committee
approved a resolution on hospital accreditation. Since
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then the Regional Office has drafted questionnaires and
a checklist for hospital accreditation and licensure and
relicensure, as well as patient safety in order to improve
quality of health services in the countries of the Region.
An introductory training course on quality was developed
in collaboration with Ain Shams University and has
been distributed to training institutions in the Region for
adaptation to local needs.
Support to Member States covered many aspects of
quality improvement. A national quality policy document
was developed in Egypt, reviewing the past experience
and identifying requirements for quality improvement
and policy implementation. Saudi Arabia reviewed and
updated its primary health care quality assurance manual.
Morocco designed a protocol for quality management
integration, which was applied initially in Tetouan and
Marrakech and will be used as a national protocol to
assess quality culture in health facilities. A quality
assurance guide was developed for the primary care
facilities based on the protocol. The quality management
training project in the Syrian Arab Republic continued to
support the school of management in collaboration with
the Liverpool School of Tropical Medicine. The project
supported students of the fourth and the fifth years in
analysing data of fieldwork and research topics. The
Ministry of Health issued a manual on the primary health
care information system and is in the process of setting
standards, and putting together a system for accreditation
of hospitals. Other countries are reviewing different
elements of quality. For example, Tunisia has reviewed
the tools and standards of care used in the evaluation of
quality programmes.
National quality capacity-building training courses
covering different aspects of quality of care were
conducted in nine countries. Technical assistance was
provided in support of quality of care to seven countries,
and the Ministry of Health officials in Afghanistan,
following training in quality assurance in Egypt, prepared
a quality assurance manual in Dari.
Tools were developed to support countries in the
following areas: accreditation of preventive health care;
accreditation of promotive health care; licensing of health
care facilities; licensing of health care professionals;
hospital accreditation; and patient safety.
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The Regional Committee celebrated the 25th
anniversary of the Declaration of Alma-Ata with
a resolution on primary health care which, inter alia,
endorsed the Al-Manama Declaration on Primary Health
Care in the Arab World of February 2003.
Family care practice is becoming an important issue
in the Region. A protocol with member countries of the
Gulf Cooperation Council will address collaboration in
enhancing family care practice with special reference to
evidence-based practice.
Mapping of the health care facilities to determine
accessibility to outpatient health care and coverage by
health insurance schemes was carried out in selected
districts in 14 provinces in the Islamic Republic of Iran.
Software to integrate all data for mapping of outpatient
facilities was developed.
Periodic primary health care reviews have helped
to assess progress and identify challenges in achieving
health for all goals. A primary health care review was
conducted in Pakistan emphasizing public/private
partnership in five model districts. The work of
nongovernmental organizations working at district
and sub-district level was also reviewed. This review
provided options for public/private partnership for the
primary health care model at district level. The Libyan
Arab Jamahiriya developed an interim health strategy
for 2004–2007, laying the foundations for integrated
efficient quality health care through strategic planning,
management and coordination by all levels of care. This
interim strategy addresses improvement in policy and
planning, management and regulation, human resources
development, health financing, health services and
quality improvement. In Lebanon, a primary health care
programme review covered utilization of essential drugs,
reproductive health, immunization, noncommunicable
diseases, the disease epidemiology surveillance system,
home care, tuberculosis control, environmental health and
community development. A master plan was developed
for the short-term needs in post-conflict Iraq, covering
emergency services, drug supply, environmental control
of epidemics, as well as for the near future, covering
policy formulation, regulation, planning and monitoring,
infrastructure development and human resources
development.
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Regional guidelines were drafted to assess
decentralization in selected countries that have policies to
strengthen local administration.
The Regional Office continued to support countries to
achieve higher coverage with essential care. The Islamic
Republic of Iran prepared and designed service packages
for the health post, health centre and other supported
services in rural and urban settings. The Ministry of
Health also assessed utilization patterns in outpatient and
inpatient settings in rural and urban areas, and developed
rules to integrate the referral system in health care delivery.
The Ministry of Health of Lebanon prepared community
home care guidelines and protocols for nurses. A training
manual was also prepared on community home care and
a pilot project was implemented in selected areas and
programmes, at district level and in private primary health
care centres.
An initiative was launched in Pakistan on the role
hospitals can play in health promotion, which included
an awareness-raising week for the public on hospital
premises. The awareness days addressed the issue of
healthy lifestyles, risk factors and major diseases.
Regional tools were developed on how to strengthen
accessibility to health care and continuity of care,
addressing assessment of health infrastructure and referral
between primary health care centres and hospitals.

Future directions
Collaboration with regional organizations and
institutions, such as the Health Ministers Council for
the Gulf Cooperation Council States, is of increasing
importance. The 29th session of the Council identified joint
areas of interest related to health care and development,
such as strategic directions in primary health care and
evidence-based medicine. A protocol of collaboration is
being prepared covering important aspects of organization
and management of health systems based on primary
health care in the Eastern Mediterranean Region.
As providers of care nongovernmental organizations
are gaining visibility and power to influence utilization
patterns and coverage in some countries of the Region, and
therefore working with nongovernmental organizations
needs to be institutionalized in work at country level.

Patient safety is an increasingly important issue
which has both ethical and efficiency dimensions. An
intercountry consultation will be held in 2004 to draw up
strategic directions for patient safety in the Region. The
consultation is expected to produce guidelines on patient
safety which will be an important step in development of
national programmes.

Community-based initiatives
Strategic issues
Poverty has been shown to have a direct effect on the
efforts of the poor to attain better quality of life. Pro-poor
policies can deliver more effectively if the challenges are
addressed and diseases that affect the poor more than
the rich are targeted. To achieve this more resources
are required, in addition to improved performance and
efficiency of individual programmes. The Regional
Office advocates poverty reduction as one of the most
potent strategies to facilitate equitable development
and achieve health goals. In support of this policy, it is
actively promoting community-based initiatives, such
as the basic development needs approach, healthy cities,
healthy villages and women in health and development.
The common goal of these research and development
initiatives is to create supportive political, physical and
economic policies and plans for all segments of the
community, which will have a positive impact on the
overall environment and quality of life.
In order to achieve the United Nations Millennium
Development Goals, national health and poverty reduction
strategies should be able to demonstrate how the benefits
of development reach the poor, and put in place monitoring
systems and the processes by which these benefits are
delivered. Broad-based partnership is required to combat
the adverse effects of poverty and improve the health of
the poor. This can be facilitated through development
of Poverty Reduction Strategy Papers, the Global Fund
to Fight AIDS, Tuberculosis and Malaria, the Global
Alliance for Vaccines and Immunization, and follow-up
to the report of the Commission on Macroeconomics and
Health.

Health systems and services development

The health sector can take the leadership in integrating
the different processes of the international development
agenda, building on its cross-sectoral aspect, and in
demonstrating that the objectives of poverty reduction
are very much consistent with improving the health
outcomes of the poor and with implementing the health
reforms that are required in many poor countries. This not
only requires health ministries to become advocates for
good health outside their domains but also places an onus
on them to support their arguments with evidence and
information. It is necessary to capitalize on the existing
interventions and resources.

Action taken in 2003 and results achieved
The Regional Office continued its support to Member
States in expansion of the coverage and the scope of
the programme activities; capacity-building on various
aspects of programme management; developing
community and national databanks; evaluation of the
ongoing programmes; and strengthening of the health and
social components along with introduction of the social
contract in all programme areas.
In Afghanistan, the district team problem-solving
(DTPS) approach was introduced in the basic development
needs areas to improve the planning capacity of the
community. The basic development needs programme has
been recognized as a model for community development,
even in a country that is still struggling to overcome the
aftermath of years of conflict. Sudan is in the process of
creating networks of basic development needs villages
for effective communication between local communities.
To assist underprivileged populations, new projects have
been initiated in the Nuba Mountains with support from
the Government of Italy. The basic development needs
approach has been introduced in two villages in Yambio
in southern Sudan. The initial response received from
the local authorities and other national and international
organizations working in the area is very encouraging.
A rapid assessment of the basic development needs
programme in Somalia is continuing in order to determine
the gaps in programme implementation in different regions
in the country. It is expected that corrective measures will
provide the necessary impetus to restore the dynamism of
the programme in the coming years.
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In Pakistan, training on participatory development
was given to the members of the village development
committees, community and government officials
involved in planning and management of the programme.
The communities assigned a high priority to the health
sector and allocated about 52% of the allocated budget to
social sectors including health, women’s development and
girls’ education.
The basic development needs programme is expanding
in Lebanon and the healthy cities programme was relaunched in southern Beirut, supported by AGFUND.
The basic development needs approach was revitalized
in Tunisia in collaboration with a nongovernmental
organization in Gafsa Governorate. An orientation
and planning workshop was organized to formulate
a comprehensive development programme covering the
rural and urban areas of the governorate, while a study
visit was also organized to the Syrian Arab Republic for
direct observation of a similar programme.
The national and the regional authorities in the Syrian
Arab Republic have continued to add more villages to the
healthy villages programme benefiting a large number
of rural communities. An internal evaluation of the
programme demonstrated significant contribution of the
programme towards the improvement of social and health
indicators.
Jordan organized the second regional communitybased initiatives training course for master trainers from
Djibouti, Islamic Republic of Iran, Jordan, Morocco,
Pakistan, Saudi Arabia, Sudan, Syrian Arab Republic and
Tunisia. The master trainers were given the knowledge
and the skills to adopt and institute similar training
programmes for various target groups in their countries.
The national healthy villages programme initiated
a scheme of microcredit financing in collaboration
with the Jordanian Agricultural Development Bank.
Fully functional informatics centres were opened in all
healthy villages to create greater awareness on healthrelated issues. The quality of life/basic development
needs programme, coordinated by Noor Al-Hussein
Foundation, undertook many steps to improve the social
development, information management and monitoring of
the programme activities.
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The Government of Yemen expressed its commitment
towards poverty reduction and health improvement by
allocating resources from the national budget to expand
the basic development needs programme in Yemen. Two
new governorates joined the programme and a number
of innovative projects were initiated to respond to the
community needs.
The Islamic Republic of Iran conducted an indepth evaluation of the healthy cities programme, and
the basic development needs approach was initiated in
West Azerbaijan in addition to the two provinces already
implementing it. Special training programmes were
organized for the communities and partner organizations.
Morocco launched the programme in five new sites
building on the successes achieved in past years. A special
agreement was signed with the Social Development Fund
to support the income-generating schemes while WHO’s
role is concentrated on the health and social aspects of
the programme. Exchange visits took place from and
to Morocco involving Djibouti, Pakistan, Syrian Arab
Republic and Tunisia.
The Regional Office continued to support the basic
development needs programme in Djibouti, which is now
being implemented in all five governorates of the country
and the communities are playing a very active role in
improving the quality of life indicators.
Egypt continued to expand the basic development
needs programme in Alexandria and Cairo governorates
with the inclusion of new surrounding localities. New
and cost-effective technologies, including recycling
plants, have been introduced in collaboration with local
nongovernmental organizations, while UNIDO has
decided to support the community financing and smallscale industrial projects of the programme.
AGFUND-supported healthy cities programmes
in the Gulf Cooperation Council countries maintained
their momentum with the addition of seven new cities
in Saudi Arabia. The mayors and representatives of
various sectors of these cities met in Abha and decided
to launch a national network of healthy cities that would
subsequently be linked with the regional and global
networks. The healthy cities programme in Bukharia was
acknowledged as a model for urban development during
the International Healthy Cities Conference in Belfast in

October 2003. Oman is now implementing the healthy
cities programme in two cities, while the healthy villages
programme has been introduced in Galiyat Region of
Sur governorate. Bahrain established a healthy cities
intersectoral committee headed by the Governor. The
media is playing a key role in programme advocacy and
mobilizing the people The country has decided to involve
all five governorates to achieve the status of Healthy
Bahrain by 2007. Kuwait and Qatar continued their efforts
to mobilize and implement programme activities in close
collaboration with the Health Ministers’ Council for Gulf
Cooperation Council States.
In order to systematically document and disseminate
the technical and promotional aspects of the programme,
the Community-Based Initiatives Series was formally
launched; 13 documents have been published so far.
A promotional kit was developed in close collaboration
with the poor women beneficiaries of the programme in
Egypt.
A regional strategy on sustainable health development
and poverty reduction was reviewed by representatives
of Member States, WHO and other stakeholders in
a consultation held in Fez, Morocco. The strategy was
approved by the Regional Committee which urged Member
States to take immediate measures for the implementation
of the recommended strategic directions to improve the
health outcomes of the poor in the Region.
Efforts continued in order to strengthen the
implementation of the recommendations of the
Commission on Macroeconomics and Health in Djibouti,
Islamic Republic of Iran, Jordan, Pakistan, Sudan and
Yemen. To facilitate the national plans of action in these
countries, a meeting was organized to share experiences
and identify areas of critical importance. Subsequently,
each country has initiated implementation of the agreed
plan of action leading to the development of national
investment plans for health. Sudan is developing a longterm strategic plan through an analysis of health sector
performance; Pakistan is undertaking a study to evaluate
the impact of decentralization on the health delivery
system; Yemen has initiated dialogue with stakeholders
to set the national priorities; Djibouti is keen to integrate
various pro-poor health programmes at the community
level; Jordan is in the process of developing a set of
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essential health interventions in the underserved areas;
and the Islamic Republic of Iran has launched a massive
awareness campaign to convey the critical messages of
the Commission to policy-makers and potential partners.
The representatives of these countries also participated in
the second global meeting organized in Geneva to review
the progress in all regions of WHO and to explore the
possibilities of resource mobilization with donors.
In order to mainstream a gender perspective in the
technical and managerial work of the Regional Office, a
retreat was organized in Alexandria attended by the senior
management as well as the technical and administrative
staff members. The retreat focused on developing
a common understanding of WHO’s work in relation
to gender along with a planning tool to incorporate and
monitor the gender perspectives in all WHO policies and
programmes. The retreat concluded with an expression
of commitment by the participants for sustainable efforts
and resource allocation to ensure evidence-based gender
mainstreaming in all WHO work plans and country
activities, in close cooperation with the Member States.

Future directions
The Regional Office will continue to assist Member States
to develop health policies and programmes that contribute
towards achievement of the UN Millennium Development
Goals. This will be through consultation with stakeholders
on the adoption of the regional strategy, monitoring and
assessment of Poverty Reduction Strategy Papers; review
and finalizing of national investment plans for health; and
identification of essential interventions for countries with
focus on health of the poor.
The development of regional and national databases
on development, poverty and health for evidence-based
policy and planning will be supported. The Regional
Office will work to strengthen the institutional and human
resource capacities and orient all related stakeholders
on the community-based initiatives concept. In addition
WHO partnerships will be expanded with development
agencies, financial institutions, academia and civil
society.
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An evidence base will be initiated to guide the
development of national health policies/plans in a gender
sensitive manner. Further efforts towards evidence-based
management will include the creation of a database
comprising gender in health and development profiles
of Member States. Coordinated efforts to enhance gender
mainstreaming both within the Regional Office and in the
country programming efforts will also be conducted.

3.2 Human resources for health
Human resources, policy
formulation, planning and
management
Strategic issues
Human resources development is a high priority
component of health systems at global, regional and
national levels. In regard to policy formulation and
planning for human resources, the regional situation is
characterized by imbalance, both regarding skill mixes
and geographic distribution. Although some countries
suffer from an oversupply of physicians and some other
health professionals, there is a region-wide shortage in
most of the countries, especially in the nursing profession.
Strategic planning for human resources development is
not well integrated in overall health sector reform and
most of the Ministries of Health lack strategic planning
capabilities and skills.
The issue of human resources development has
been, therefore, a priority in the Region since 2001
and is an essential part of any reform process of health
systems. Post-conflict countries have particularly difficult
situations in human resources, suffering from severe
shortage, maldistribution and emigration. Many of the
Region’s countries need to develop a national policy
on human resources for health, while other countries
need to update and modernize the existing policies to
meet the rapid changes in global, regional and national
requirements and expectations. Another major issue is the
optimum utilization, updating and management of human
resources for health. Capacity-building in health services
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planning and management is among the requirements for
health system and service development. Efforts are being
made to train managers at various levels and to introduce
innovative approaches to training focused on problemsolving and community involvement. Countries differ
widely in their adoption of programmes for continuing
professional development.
The fellowships programme is regarded as one of
the most effective means whereby Member States can
be supported to prepare their workforce for leading
positions in the health services. The proper administration
and management of this activity needs close cooperation
between the selection committee in the country on the
one hand, and the technical programme concerned and
the fellowships programme in the Regional Office on
the other. Proper selection of the candidates by countries
and training institutions can help in gaining the optimum
benefit out of every individual fellowship. Monitoring
and evaluation of the programme by WHO is largely
based on the reports received from the fellows and their
governments. The main challenges in administration,
management and evaluation of the fellowships programme
are: improving submission of final reports by fellows
and countries; establishing selection committees in the
countries with WHO representation; and discouraging
inappropriate requests.

Action taken in 2003 and results achieved
The Regional Office participated in planning for the
establishment of a new global programme on health
leadership services which will be launched in September
2004. This programme will be organized and run by WHO
headquarters, regional offices and countries to strengthen
the health leadership capabilities of the Member States.
The Eastern Mediterranean Region has good experience in
this field having initiated the Management Effectiveness
Programme, in Arabic, English and French, in 1996.
Regional guidelines for formulating national policies
on human resources development are being prepared.
Bahrain, Oman, Sudan and Yemen prepared well
formulated documents for national policy and planning on
human resources, and workshops to strengthen planning
capabilities were organized for Iraq and Saudi Arabia.

Documentation of the organization and functions of the
existing national mechanisms of collaboration between
medical education and health services was supported
in many countries. In the Islamic Republic of Iran,
a comprehensive evaluation is being conducted of the
integrated system of health services and education within
a single ministry. In Iraq, the suggestion of the Ministry
of Health to establish a National Medical Council was
supported. Technical support was given to Bahrain
to upgrade and improve integration of educational
capabilities within the Ministry of Health with the health
services.
Other activities in the Region included establishing
or strengthening national units dealing with human
resources in the ministries of health; capacity-building of
ministry of health staff; and establishing and/or improving
national systems of continuing professional development,
with emphasis on specific issues in individual countries,
including telemedicine and distance learning, family
medicine, public health and primary health care, health
management and health care planning, first aid, advanced
trauma and rehabilitation. Postgraduate programmes in
priority specialties, public health and family medicine
were supported in several countries, while situation
analysis and planning for human resources were
supported in post-conflict countries. The Regional Office
signed memorandums of understanding with the Royal
College of Physicians of the United Kingdom and with
the Liverpool School of Tropical Medicine and Hygiene
to provide technical support to the Region’s countries in
priority areas of public health.
A total of 612 fellowships applications were received
and processed and 521 fellowships were awarded. This
again shows a sharp increase in the number of fellows
nominated during the second year of the biennium in spite
of previous recommendations to countries for an even
distribution of their nominees over the two year cycle.
Table 3.1 shows the number of fellows from different
countries of the Region in 2003 as compared to 2002.
Sudan sent the highest number of fellows (102), followed
by Syrian Arab Republic (85) and Yemen (47), while
Lebanon and United Arab Emirates had the least (1 and 0,
respectively). Women comprised 30% of fellows during
the biennium with Cyprus (14 out of 22) and Tunisia (23
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out of 48) sending the highest proportion and Afghanistan
(3 out of 52) and Pakistan (0 out of 26) the lowest. (Table
3.1). A total of 26 courses were handled in 2003 with 91
participants.
The total amount spent during the biennium 2002–
2003 was about US$ 4.6 million, close to the average of
the past five biennia of US$ 5 million. The average cost
of a fellowship during 2003 was estimated to be about
US$ 5200 per fellow per month.
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shown in Figure 3.1 as a compilation of the 2002–2003
fellowships. Results of the termination of studies reports
showed that about 90% of the fellows ranked their
training as of considerable or maximum benefit. Most
of the fellows were placed in countries of the Eastern
Mediterranean Region (56.6%), followed by Europe
(21.6%), and the Western Pacific Region (14.5%).
Figure 3.2 shows the distribution for the biennium.

The most frequent field of study was public health
sciences (55%) followed by postgraduate clinical
specialties (15.5%). The distribution of fields of study is

Table 3.1 Number of fellowships awarded by
country of origin, Eastern Mediterranean Region,
2002–2003
Country

2002

Afghanistan

2003

Total

%

15

37

52

6.3

Bahrain

3

3

6

0.7

Cyprus

3

19

22

2.6

Djibouti

8

10

18

2.2

Egypt

12

4

16

1.9

Iran, Islamic Republic of

31

20

51

6.1

Iraq

15

4

19

2.3

Jordan

23

33

56

6.7

Kuwait

10

3

13

1.5

Lebanon

3

1

4

0.5

Libyan Arab Jamahiriya

7

14

21

2.5

21

26

47

5.6

Morocco

6

11

17

2.0

Pakistan

11

15

26

3.1

Palestine

10

31

41

4.9

4

3

7

0.8
1.8

Oman

Qatar

8

7

15

Somalia

22

7

29

3.9

Sudan

56

106

162

19.5

Syrian Arab Republic

10

85

95

11.4

Tunisia

13

35

48

5.8

Saudi Arabia

United Arab Emirates
Yemen, Republic of
Total

2

0

2

0.2

16

47

63

7.6

309

521

830

100.0

Figure 3.1 Distribution of fellowships by major
area of study in 2002–2003

Figure 3.2 Distribution of fellowships during 2002–
2003 by region of placement
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The data management system installed in late 2002
was further revised and a system devised to prepare and
send weekly reports (Fellowship Listing) to the countries
to review their fellows’ status. A computerized list of the
courses attended by fellows during the biennium was
established and is updated on a regular basis, and an
amalgamated list of stipends is updated every month.
Revision of the database of training institutions was
started.
The number of reminders to ex-fellows to submit
their reports was increased and the WHO Representative
Offices and the governments were requested to help in
following up on the submission of reports. This had a
positive impact on the response rate that was apparent
at the end of the year. The letter of award was revised to
include all the entitlements in detail.
Action was taken regarding the implementation of
the major recommendations of the Vienna Meeting on
Fellowships in the United Nations System held in 2002.
A detailed analysis was prepared on fellowships in the
Region which will be further developed in contribution to
the global evaluation of WHO fellowships.
A meeting was held in early 2004 at WHO
headquarters on selection, monitoring and evaluation of
the fellowship programme, standardization of forms, and
revision of the WHO Manual. The meeting also followed
up the recommendations of the Vienna meeting and
reviewed the evaluation proposal by headquarters.

Future directions
The Regional Office will continue to support development
of national capabilities in policy formulation, planning
and management of human resources for health, using
evidence-based and structured and systematic approaches.
Regional guidelines on how to formulate national
policies, how to plan, establish and monitor integrated
national units for human resources development, and how
to establish a national system of continuing professional
development and national mechanisms for integrating
services, education and research will be developed.
Fellowship programmes, in particular, need to be reviewed
and updated. New policies, approaches, follow-up actions
and upgrading need to be addressed.

The 15th meeting of senior fellowships officers of
the United Nations system will be held in Geneva in
October 2004. The Regional Office will participate in the
WHO Training Advisory Committee meeting in March
2004 to discuss the role of fellowships units in relation
to the global training network and ways to support this
programme. There will be close cooperation with the
WHO fellowships evaluation team during 2004. The
evaluation at regional level will focus mainly on shortterm fellowships of less than one month and in-country
training activities.

Development of medical sciences
education
Strategic issues
Improvement of the basic educational training at
university level for physicians, pharmacists, dentists,
nurses and other health professionals is an important
factor in securing the efficient performance of any health
system. In recent decades, greater emphasis has been
placed on designing programmes of health professions
education that are more relevant to national health needs
and productin of high quality graduates. Planners are
looking more seriously at performance and outcomes, and
hence impact, of educational programmes on health status
rather than mere academic status. Graduates from unaccredited medical schools are expected to face dramatic
difficulties in the near future in obtaining licenses to
practise or to undertake further study in almost all of the
developed countries. This has led many countries in the
past decade to introduce innovative programmes aimed at
improving the learning process and evaluation procedures,
and at introducing information technology and electronic
education. Assurance of the quality of graduates through
accreditation systems has, therefore, become of utmost
importance. Encouraging and supporting institutes in the
use of national languages in teaching and evaluation and
in organizing national unified medical examinations are
crucial to improving learning and assuring quality and
relevance of graduates.
In the past few decades, poor planning has resulted
in an imbalance in the number of health professions
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education institutes, the number of different such
institutes in the Region standing at about 500. The need to
establish a regional mechanism whereby these institutes
can exchange information and experience has become
a necessity. Most of the new colleges were established
as an exact copy of existing ones without conducting
analysis of the health care and services needs and trends.
The educational programmes in almost all institutes need
to be revised and redesigned according to the demands of
the evolving health systems, health services needs, rapid
global changes, market economics, and public health
demands and expectations. Therefore, efforts need to be
made to improve training of human resources for health
using innovative approaches including problem-based,
community-oriented, multi-professional and computerassisted learning programmes. The family practice model
is being promoted in many health sector reforms within
the Region and this could bring together and integrate
education and research with best practices in health care
and services.

Action taken in 2003 and results achieved
The regional project to support the establishment of
national systems of accreditation was endorsed by the
Regional Committee in October 2003. This was followed
by a regional consultation in Bahrain in December 2003
which produced detailed country-specific plans of action
to prepare, implement and monitor national systems of
accreditation of medical schools in 16 of the Region’s
Member States. A sub-regional set of standards for
undergraduate medical education has been finalized
and endorsed by the member countries of the Gulf
Cooperation Council and sets of national standards were
developed in collaboration with the Regional Office for
Egypt, Sudan and Yemen. Self-studies for accreditation
have also been piloted in a number of schools in these
countries. The already existing systems for accreditation
in the Islamic Republic of Iran, Iraq and Pakistan are to be
revived and upgraded, while plans have been prepared to
introduce accreditation in Afghanistan, Jordan, Morocco,
Syrian Arab Republic and Tunisia.
A set of regional guidelines was developed for use
by nationals and institutes on how to set standards and
prepare for establishing and monitoring national systems
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of accreditation. Technical support was provided to Sudan
and Yemen in preparation for designing a national system
of unified medical examinations. More than 70% of
health professions education colleges are now included in
a regional database of educational programmes aimed at
exchanging experiences in reform and innovation, which
will soon be accessible through the Regional Office
website.
The Regional Office supported revision and
upgrading of the curricula of medical schools in several
countries and supplies were provided to establish skills
laboratories and computer-aided learning and other
laboratories. Contracts with St Georges’s Hospital
Medical School of the United Kingdom, Imperial College
of the University of London, Arabian Gulf University of
Bahrain and Jordan University of Science and Technology
were signed to provide expertise and advice to different
countries in the field of health professions education
development. The directors of the WHO collaborating
centres in educational and human resources development
from Bahrain, Egypt, Islamic Republic of Iran, Jordan,
Pakistan and Sudan met to enhance cooperation between
the centres and with the Regional Office. It was decided
to link these centres in a network, together with other
centres in the Region concerned with human resources
development. Equipment and supplies were provided to
other educational development centres. Students from
Somalia received support for studies in Sudan after their
original studies were interrupted by conflict.

Future directions
The Regional Office will continue to support the
introduction of accreditation of medical schools and the
implementation of national and sub-regional systems
of accreditation in the Region. The next step will be
to expand accreditation systems, to include colleges
of nursing, pharmacy and dentistry and to revise and
develop community-oriented and innovative programmes
to meet the standards set. National unified medical
examinations will be initiated in some countries. Support
and development of health professions education will
continue in the already established colleges. Networking
of health professions education programmes will be
supported by hosting a website on health professions
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education on the Regional Office website. National
mechanisms of collaboration between health services and
health professions education will be supported.

Development of nursing and
allied health resources
Strategic issues
There is a growing demand in the Region for better
prepared nurses at all levels, but especially at the advanced
specialist level, and for a focus on the implementation
of management processes conducive to efficiency and
effectiveness to ensure retention and development of the
nursing workforce. Changes in the delivery of health care
in general, and nursing services in particular, call for the
institutionalization of nursing regulation as a means to
improve the quality of nursing care and protect the health
of the people. As nursing is a labour intensive service,
there is a great need for all countries of the Region
to invest in the development of the managerial and
leadership capabilities of this resource. In many countries
schools of nursing need to be expanded to accommodate
the number of incoming students, but are struggling with
the shortage of qualified national nursing and allied health
teachers. There is a great need in the Region for reforms in
the basic education of allied health personnel, regulating
their practice, improving quality of performance and
meeting the continuing education needs of this important
resource. However the resources allocated by the most
recent Joint Programme Review and Planning Missions
to collaborative activities in this area were limited.

Action taken in 2003 and results achieved
The WHO strategy document Nursing and midwifery
services: strategic directions 2002-2008 developed in
response to resolution WHA54.12 on strengthening of
nursing and midwifery and launched in October 2002 was
translated into Arabic and disseminated to all countries of
the Region for use in developing nursing and midwifery
services.
In August 2003, a WHO nursing and midwifery
team reviewed and assessed the nursing and midwifery

situation in Iraq and with the nationals and partners
developed a national strategy and plan of action for
nursing and midwifery development in Iraq for 2003–
2008. It is hoped that this strategy document will serve
as a guiding framework for all stakeholders to contribute
to the development of nursing and midwifery services
in Iraq to ensure provision of quality and safe essential
health services.
All countries, without exception, have taken initiatives
to improve basic nursing education by upgrading entrance
requirements to nursing educational programmes from
completion of intermediate education to completion of
secondary school certificate, increasing the number of
programmes, reorienting the curriculum towards the
primary health care approach, training teachers and
improving the library and clinical skills laboratories
resources. The Regional Office supported development of
a plan to reform basic nursing and allied health education
in the Libyan Arab Jamahiriya. Technical support
was provided to Syria and Yemen to develop urgently
needed post-basic specialty programmes. Fellowships
were awarded to several nurses and midwives for longterm studies, as well as short-term training in different
specialties of nursing.
Governance is seen as a key factor in enhancing the
contribution of nursing and midwifery services to the
overall health system performance in the Region through
development of regulation, leadership and management
development. Only six countries have nursing practice
acts and valid updated registration systems are still
only available in three countries. A few more countries
started initiating activities to develop regulations related
to nursing services and education. Technical support was
provided to Jordan, Oman and Pakistan to strengthen their
nursing regulatory system. The objective of establishing
and strengthening nursing units in order to undertake
the development of national plans and strategies for
improving nursing education and service delivery has
now been addressed by over 70% of countries. With
reference to development of national plans and strategies,
several countries have taken initiatives to develop their
strategic plan, however, the plan needs to be incorporated
into the national plan, and both material and human
resources need to be made available for implementation
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of the plan. Establishment and further strengthening of
nursing information systems which are linked with other
information systems in the ministries of health is still a
challenge in the Region.
The leadership and management training programme
developed by the International Council of Nurses and
first implemented in the Region in the United Arab
Emirates in 2002, was established in Saudi Arabia and
Yemen. Implementation of the programme will continue
in countries in the Region. Eight of the programme
graduates in the United Arab Emirates have already been
selected as future management trainers and are being
trained to undertake nursing management training. The
same process will be followed with other countries.
A key event for nursing and midwifery was the
visit of Her Royal Highness Princess Muna Al-Hussein,
WHO Patron for Nursing and Midwifery in the Eastern
Mediterranean Region, to the Regional Office in
Cairo in December 2003. Her Royal Highness and the
accompanying delegation held discussions with the
Regional Director and Regional Office staff on issues
and needs related to nursing and midwifery development
in the Region and on appropriate ways in which the
Organization and others might respond.

Future directions
WHO collaboration with countries in the area of nursing
and allied health personnel will continue to focus on
use of the regional strategy for nursing and midwifery
development and the WHO nursing and midwifery
services strategic directions 2002–2008 as a guiding
framework for developing nursing and midwifery services
in the Region. A broad range of strategies will be adopted
to ensure success in meeting the demands and expectations
of the health care system for nursing and midwifery
services and allied health personnel, including: developing
national strategic plans for nursing and midwifery
development; strengthening nurses’ involvement in
policy-making; improving basic nursing, midwifery and
allied health education; expanding nursing, midwifery
and allied health continuing education activities; building
management capabilities of nurse leaders in order to
strengthen nursing and midwifery services delivery;
building leadership and management capabilities of allied
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health personnel; initiating quality improvement systems
in nursing and midwifery; developing evidence-based
nursing and midwifery practice; and institutionalizing
a regulatory system both for nursing education and
practice. Partnerships and collaboration with the WHO
collaborating centres for nursing in the Region will be
enhanced to meet the expected results of the programme
of work.

3.3 National drug policies
based on essential drugs, and
traditional medicine
National drug policies based on
essential drugs
Strategic issues
Pharmaceuticals are one of the most cost-effective
elements of modern health care; essential drugs save
lives, reduce suffering and promote participation in health
services. Yet, millions of citizens of the Region still do not
have regular access to essential drugs. The development
and implementation of national medicines policy provides
a specific framework for action within an overall health
policy. To date, less than a third of the countries in the
Region have adopted and are actively implementing
national medicines policies. The majority of the countries
do not have fully functional drug regulatory authorities to
guard the quality of both imported and locally produced
essential drugs. Although most countries have essential
drugs lists and standard treatment guidelines and a large
proportion report the existence of therapeutic committees
and continuing education programmes, irrational drug
prescribing, dispensing and self-medication continue to
be major problems in most countries. Most higher and
continuing education facilities and training programmes
for health professionals continue to exclude due attention
to the essential medicines concept, including generic
medicines.
The four vaccine-producing countries in the Region
are in the process of seeking international recognition
of the quality of their products, through the WHO pre-
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qualification for United Nations procurement. This is
within the overall framework of increased regional selfreliance in essential medicines and vaccines.

The National Drug Quality Control Laboratory in
Tunisia was designated as a WHO collaborating centre
for quality control of medicines with a focus on training,
research and evaluation of marketing applications.

Action taken in 2003 and results achieved

A consultative meeting on the Agreement of
Trade-Related Aspects of Intellectual Property Rights
(TRIPS) and public health, was held in Amman, Jordan,
to review countries’ situations with respect to TRIPS
implementation, exchange experience and develop a
regional strategy on TRIPS and public health. There is
clearly a lack of coordination and information sharing
between the concerned sectors in most of the countries
that participated, in addition to a lack of understanding of
the legal aspects and interpretation of these agreements.
This places responsibility on WHO to increase advocacy
and awareness on this important subject through different
activities in the future.

There is increasing recognition of the importance of
formulating and developing national drug policy at the
highest policy-making level. Several more countries
initiated development or updating of a national drug
policy as part of their collaborative programme with
WHO. A national drug policy document for Egypt was
developed and printed, and major steps forward on the
national drug policy issue were taken in Afghanistan and
Somalia.
WHO-supported courses on different aspects of
national drug policy were organized in the Region,
including the international course on pharmacoeconomics held in the Islamic Republic of Iran and for
the first time in the Region, the start of more attention
to this important field. Capacity-building on monitoring
the pharmaceutical sector (through training national staff
on the WHO monitoring package) started with Oman and
will continue over the next two years.
Following the first WHO regional training workshop
on medicine prices held in Cairo, Egypt, countries are
expected to conduct medicine price surveys in 2004,
based on the WHO/Health Action International document
Medicine prices: a new approach to measurement.
Such surveys will gather information on drug prices,
with a view to improving equitable access to affordable
medicines, and enable comparison between countries
regionally and globally.
With the technical support of WHO, a postgraduate
university degree course on pharmaceutical good
manufacturing practices (GMP) was developed in
the Islamic Republic of Iran which can be used for
capacity-building for countries of the Region. Technical
support was provided for training workshops on good
manufacturing practices in several countries. Technical
support was provided for fellowships for different issues
related to quality assurance and safety of medicines and
vaccines, in addition to WHO publications on quality and
safety of medicines.

There was considerable improvement in the vaccineproducing countries (Egypt, Islamic Republic of Iran,
Pakistan and Tunisia) in terms of capacity-building,
allocation of financial resources and strengthening of the
regulatory authority with a view to achieving conditions
for WHO pre-qualification in order to obtain international
recognition of the quality of their products and to increase
regional self-reliance in essential medicines and vaccines.
WHO is working closely with the Islamic Republic of
Iran as the implementing agency for a World Bank-funded
project which will help accelerate this process.

Future directions
The Regional Office will continue to support capacitybuilding in designing, implementing and monitoring
national drug policies and sustainable essential
drugs programmes. Technical guidance on financing
and procurement will be developed and a regional
consultation will be held on (alternative) financing
schemes and drug supply management. WHO guidelines
on model drug legislation will be developed. The
regional network for drug regulatory authorities will
be strengthened through joint planning and electronic
communication and strengthening of good manufacturing
practices (GMP) through a regional training programme.
A regional network and training centre for rational
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drug use will be established. National rational drug use
policies will be developed by therapeutic committees
or similar structures, and the concept of rational drug
use and problem-based teaching will be introduced in
undergraduate curricula, and incentive-based continuing
education programmes developed throughout the Region.
Antimicrobial resistance monitoring and control will be
strengthened or developed through interprogrammatic
and intersectoral collaboration on policy and regulation at
national and regional level.

Traditional medicines
Strategic issues
Herbal medicines form an important part of traditional
medicine. Appropriate use of herbal medicines of
guaranteed quality and efficacy is a culturally accepted,
safe and cost-effective way of treating a limited range of
diseases. WHO attaches great importance to proper use
of herbal medicines as a mechanism to increase access to
health care services.
Currently only a few countries have a national
policy on traditional medicine, or the institutional setup for national guidance on selection, regulation and
utilization of herbal medicines. Less than a third have
a functioning regulatory system to ensure the quality
of herbal preparations through registration and quality
assurance. Moreover, traditional medicine practice is
insufficiently integrated into, or aligned with, the national
health services.

Action taken in 2003 and results achieved
Regional guidelines on minimum requirements for the
safety of herbal medicinal products are being developed
based on a series of WHO technical guidelines for safety,
efficacy and quality control of herbal medicines and
to meet specific regional requirements. The regional
guidelines are the result of two regional workshops
held in 2002 and 2003. Resolution EM/RC49/R.9 urged
Member States to develop and implement national
policies and regulation on traditional/complementary and
alternative medicines to ensure their utilization and to
increase primary health care coverage. Several countries
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have started to developed a national policy on traditional
medicines, while Pakistan has developed a draft policy on
traditional medicines. Preliminary steps were taken for the
designation of the Zayed Complex for Herbal Research
and Traditional Medicine in the United Arab Emirates as
a WHO collaborating centre on traditional medicine and
alternative complementary medicine.

Future directions
The Regional Office will continue to support countries in
formulation of their national traditional medicine policies
and in integration of herbal medicines into national drug
policies where appropriate, with particular emphasis
on development or updating of national legislation for
registration and licensing of herbal medicines, as well as
for the regulation of traditional medicine practice, as an
integral component of the national health system.

3.4 Quality of care and health
technology
Strategic issues
Rehabilitation of laboratory and blood transfusion
services in countries emerging from complex disaster
situations were a priority in 2003. Linking regional and
country laboratory quality assurance programmes to
WHO collaborating centres for external quality assurance
schemes, development of an antimicrobial surveillance
and containment programme and ensuring safe blood
access to individuals of the Region were continuing
concerns.

Actions taken in 2003 and results achieved
Technical support was provided for the rehabilitation of
laboratory services in Afghanistan. The central laboratory
in Afghanistan was equipped by the Regional Office and is
now a reference laboratory; training in the field is far from
being complete. The French Blood Transfusion Service
supported training and equipment of the blood centres in
Afghanistan, in collaboration with the Regional Office. All
regional hospitals received imaging equipment donated by
the European Union and an imaging technologist received
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training in the Islamic Republic of Iran. Technical support
was provided to Somalia for training and development of
laboratory and blood transfusion services.
A plan of action was developed for rehabilitation of
the blood transfusion service in Iraq. The comprehensive
blood transfusion project includes all elements, such as
physical rehabilitation, training on quality management
and good laboratory practices (including the areas of
regulatory mechanisms, safe blood donation, screening
and appropriate use of blood and blood products). The
project should, at its end, reach every Iraqi citizen at the
central, regional and district levels. Physical rehabilitation
of the Central Blood Transfusion Centre in Baghdad was
started in collaboration with partners, and the Regional
Office committed itself to equipping the training centre
in Baghdad which will eventually be the nucleus for
a National Blood Transfusion Centre. Training will be
the responsibility of the Regional Office and the French
Blood Transfusion Service. Funds for the completion of
the project are being raised through partners. Training
of biomedical engineers will start soon to ensure the
adequate procurement, functioning and maintenance of
any new equipment provided. Laboratory rehabilitation
started in Basra, with the support of the European Union.
The biennial meeting of the directors of the central
blood transfusion services in the Region was held in
Cairo, Egypt. Following a recommendation of that
meeting, an intercountry workshop on clinical use of
blood was held, in collaboration with headquarters, at
the National Blood Transfusion Centre, Cairo, Egypt. A
regional workshop was held as part of the global project
on quality management in blood transfusion services.
Following the quality management courses held in
Jordan and Tunisia in 2002 training at national level was
implemented. A special course was conducted in Cairo,
Egypt for participants from Palestine and Yemen at the
National Blood Transfusion Centre.
An ordinance for a national blood transfusion service
policy and regulations was signed by HE President Parvez
Musharraf of Pakistan and implementation will start in the
next biennium.
The 5-year project for laboratory support in
communicable disease surveillance and outbreak
response, in collaboration with the WHO Office in

Lyon, continued. Participants from seven countries of
the Region were trained in laboratory surveillance with
other activities and follow-up conducted in line with the
plan of action. A course on external quality assurance was
conducted in collaboration with headquarters.
The re-structuring of the Blood Safety and
Clinical Technology division in headquarters added
three new technology disciplines to the area of work:
biomedical engineering; transplantation and surgical
care (both technical and ethical aspects) and biological
standardization. Check lists were put together in
coordination between headquarters and the Regional
Offices for suggested implementation at country level.
The check lists can be modified according to country
needs.

Future directions
Implementation of the agreement with the laboratory
support center at the WHO Office in Lyon to sponsor
external quality assurance schemes for 18 countries of the
Region will start, as will implementation of the agreement
with headquarters to sponsor an anti-microbial resistance
surveillance project in the Region. Rehabilitation of the
blood transfusion service and Central Public Health
Laboratories in Iraq will commence in collaboration
with the European Union and other partners. Regional
workshops will be held for radiologists and radiographers
on quality assurance. Following the restructuring of
the areas of work in headquarters and the regions, the
Regional Office will initiate biomedical engineering
activities in the Region. Implementation of surgical
care transplantation technology and ethics will start,
with Pakistan as a pilot country. A regional workshop
on quality assurance of plasma and plasma derivatives
will be held as part of the implementation of biological
standardization. Pilot implementation of quality assurance
of plasma and plasma derivatives will start in Egypt and
Islamic Republic of Iran.

4.1 Reproductive, family and community health and
population issues
Promotion of reproductive health and research
Strategic issues
Reproductive health is fundamental to individuals, families and the socioeconomic development of
communities and nations. Concerned about the slow progress made in improving reproductive health
over the past decade, and knowing that the international development goals would not be achieved
without renewed commitment by the international community, the Fifty-fifth World Health Assembly
adopted resolution WHA 55.19 requesting WHO to design a strategy for accelerating progress towards
attainment of the international development goals and targets related to reproductive health. In response
to this resolution, and following consultations with Member States and other partners, WHO has
developed a strategy that builds upon actions taken by Member States in response to resolution WHA
48.10 (Reproductive health: WHO’s role in the global strategy) which urged Member States to further
develop and strengthen their reproductive health programmes and reaffirms the programmes and plans
of action agreed by governments at the International Conference on Population and Development
(Cairo, 1994) and the United Nations Fourth World Conference on Women (Beijing, 1995). However,
the attainment of health for all in some countries of the Region still faces challenges where information
on major determinants of reproductive morbidity throughout the life span is still inadequate to enable
evidence-based programme development and implementation.

Action taken and results achieved in 2003
In January 2002, WHO convened a global meeting entitled: “Challenges in sexual and reproductive health:
technical consultation on sexual health”. However, there was an early consensus that a regional adaptation
of sexual health-related issues would be needed to develop appropriate future directions that address
sexual health as an emerging priority from a regional perspective. In response to this need, and in order
to discuss the existing opportunities and challenges in addressing sexual health and identify appropriate
mechanisms to develop and operationalize the existing strategies for sexual health, the Regional Office
organized, in collaboration with the Joint United Nations Programme on HIV/AIDS (UNAIDS),
a regional consultative meeting on promoting reproductive and sexual health in Beirut, Lebanon, in
December 2003. The consultative meeting was attended by 44 experts from ministries of health, social
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affairs and education, UNAIDS and UNRWA, national
family planning associations and the International
Federation of Medical Students’ Associations (IFMSA).
The consultative meeting outlined future directions
required to further encourage national efforts to formulate
and implement national policies and related strategies in
countries of the Region. Among the recommended actions,
the participants requested the Regional Office to continue
to provide technical support and to establish a taskforce
to review, recommend, guide and support reproductive
and sexual health programmes as necessary and further
facilitate exchange of experiences, information, research
findings and success stories in reproductive and sexual
health among countries of the Region.
Emphasizing the importance of reproductive health
research as an area of strategic priority for programme
development and implementation, the Regional Office
developed, in collaboration with headquarters, a project
to establish a directory for reproductive health research.
The framework of the reproductive health research
directory project consists of two components. The first,
which was accomplished in 2003, comprises a database
of government, private and nongovernmental institutes,
scientific bodies, research agencies, advocacy groups and
organizations concerned with and involved in reproductive
health research in countries of the Region. The second
stage will be focused on gathering information about
research activities conducted in the identified research
institutes over a specified period of time. This stage is
expected to be launched in 2004.
The Pan Arab Project for Family Health (PAPFAM),
which is executed by the League of Arab States in
collaboration with the Regional Office along with
AGFUND and other partners, made significant
progress. The PAPFAM surveys in Djibouti and Yemen
were completed and the preliminary reports of these
surveys were published. Meanwhile, the project country
agreements were signed in Lebanon and Morocco and the
field work of this project is expected to be accomplished
in these countries in 2004.

Future directions
A holistic approach to reproductive health needs to be
advocated to further strengthen and develop national
programmes in countries of the Region. In order to address
sexual health as an emerging priority in reproductive
health programmes, integrated interventions by trained
health providers, functioning referral systems, as well as a
supportive legal, policy and regulatory environment will
be required. Understanding and appreciation of sexuality,
gender roles and scientific, evidence-based approaches in
designing and providing the needed services will also be
required.
Research is regarded as a strategic priority for
improving the performance of reproductive health
programmes. However, closer collaboration among
national research institutes, concerned government
sectors, nongovernmental organizations and researchers
themselves in making practical use of the findings of
their studies is believed to be essential to enable better
utilization of reproductive health-related data, when
available, in programme monitoring and evaluation.

Making pregnancy safer
Strategic issues
Despite the international efforts and commitment of the
Safe Motherhood Initiative, the global progress towards
achieving the goal of reducing maternal mortality has been
insufficient. Globally, more than half a million women and
three million neonates continue to die each year as a result
of pregnancy and childbirth. Millions more become ill or
are left disabled. In order to respond to this inexcusable
situation, and because childbearing may become a major
barrier to health for women, the international community,
in the Millennium Declaration, set ambitious goals and
targets affirming those agreed at earlier international
consensus meetings. The fifth Millennium Development
Goal addresses the need to improve maternal health and
sets a target of achieving a 75% reduction in the maternal
mortality ratio by 2015 from the level in 1990. It is clear,
however, that if the present trend continues, countries
will not be able to achieve the targets of the Millennium
Development Goals and that accelerated and concerted
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efforts are urgently needed. Unfortunately, the level of
maternal death is still unacceptably high in some countries
of the Region. Average maternal mortality ratio was 377
per 100 000 live births in the Region in 2002, representing
only a 19% reduction from the level in 1990.

Action taken and results achieved in 2003
In response to the urgent need to accelerate the reduction
of maternal and neonatal morbidity and mortality, more
countries embarked on initiating necessary steps to
implement the Making Pregnancy Safer (MPS) strategy,
in collaboration with the Regional Office. Special
attention was given to countries with high levels of
maternal death.
Despite the difficult situation in Afghanistan, the
Regional Office in collaboration with the Ministry of
Public Health and partners made tremendous efforts in
order to ensure successful implementation of a project to
improve care, funded by the Government of Belgium. The
Regional Office provided technical support and closely
monitored the implementation of this project in order to
ensure optimal achievement of its expected results. One
of the major activities implemented under this project
was a study of the role of traditional birth attendants
in promoting maternal health. The implementation of
this study was supported by the Regional Office. Over
90% of deliveries in Afghanistan take place at home and
there is urgent need to upgrade and expand maternal and
neonatal health care in the country. The study concluded
with important lessons which will assist in addressing
priority issues and help in developing evidence-based
strategies aimed at efficiently responding to the health
needs women and children in pregnancy and childbirth.
Djibouti and Yemen completed their national surveys on
maternal mortality under PAPFAM in order to strengthen
the national databases and surveillance systems in a way
that enables evidence-based policy formulation and
programme implementation. In collaboration with the
League of Arab States, the Regional Office organized
a technical field mission to Somalia to explore the
possibility of undertaking a similar survey in the country.
The mission reported encouraging results based on the
special interest expressed by the local authorities to
conduct this survey.
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In response to the post-conflict humanitarian situation
in Iraq, the Regional Office drew on its technical expertise
and knowledge of the country’s health system to develop
an operational workplan for the immediate recovery and
rehabilitation of the health services, including maternal
and child health. The workplan primarily aimed at
addressing major health problems threatening the health
of women and children in the country and ensuring that
they receive essential health services.
In order to assist Pakistan in achieving its goal
of reducing maternal mortality by 20% within two
years in 32 districts, the Federal Ministry of Health in
collaboration with the Regional Office held a series of
training workshops for midwives, lady health supervisors
and lady health visitors located in these districts. The
training was aimed at upgrading the knowledge and skills
of the trained staff to ensure proper case management,
early identification of risk cases and complications and
referral to an appropriate health facility, where necessary.
This training also assisted in sensitizing the participants
about the role of health providers in the implementation
of the MPS strategy.
Sudan continued to actively implement its plans
on Making Pregnancy Safer. A supplementary plan of
action for MPS in Sudan was formulated by the Regional
Office and successfully implemented in the country in
collaboration with the Federal Ministry of Health. The plan
included training of the project coordinators in Northern,
River Nile and Sinnar States on programme management,
training health workers in the use of the standard obstetric
care management manual, assessing the application of this
manual in three states and strengthening monitoring and
evaluation procedures. The Regional Office also provided
necessary supplies and equipment in order to support the
health services delivered by this project.

Future directions
The adoption of the MPS strategy and its implementation
in Member States, particularly where the levels of
maternal mortality are still high, is expected to support
and strengthen the efforts being made in countries to
reduce maternal and neonatal morbidity and mortality.
Further emphasis needs to be placed on strengthening
health systems with coordinated policies, strategies
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and plans, developing human resources and improving
referral and supervisory systems.
Educating women and their families about the risks
they may encounter in pregnancy and childbirth and about
the appropriate actions to be taken should danger signals
be identified, early identification of mothers and newborn
babies with complications and their prompt referral to
appropriate medical care, and effective motivation of
women and their families to agree to these referrals, can
all drastically improve maternal and neonatal health.
Provision of appropriate education about consanguinity,
premarital medical examination and neonatal screening for
inherited diseases are also important factors in promoting
the health of newborn babies, and hence reducing infant
and child mortality.

Protection and promotion of child
health
Strategic issues
1.5 million children under 5 years of age are still dying
every year in our Region, which represents 13.8% of global

child mortality. Figure 4.1 shows the contribution of the
countries of the Region to child mortality. The traditional
major killers (diarrhoea, pneumonia, measles, malaria and
malnutrition) of children under 5 remain the major causes
of death in most countries, despite some countries having
the epidemiological pattern of the industrialized countries,
where perinatal mortality, accidents and poisoning are
emerging as the major causes of mortality. The Integrated
Management of Child Health (IMCI) is the key strategy
of the Regional Office in addressing child health with its
regional emphasis on addressing health as well as sickness
in children. To date, 17 countries have introduced IMCI
into their health systems, nine of which (Egypt, Islamic
Republic of Iran, Morocco, Oman, Pakistan, Sudan,
Syrian Arab Republic, Tunisia and Yemen) are currently
implementing IMCI in the field in 474 districts and 1934
health facilities. Throughout this experience, the Regional
Office has recognized the strong need to develop national
child health policies in countries in order to complement
and bring together in one document all the elements
and issues related to child care, and to provide longterm direction and commitment. Five countries (Egypt,
Morocco, Sudan, Syrian Arab Republic and Tunisia) have
expressed interest in joining such a process.

Figure 4.1 Contribution of countries to under-five deaths in the
Eastern Mediterranean Region, 2003
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Action taken and results achieved in 2003
Technical support in the area of child health focused on
capacity-building and health systems support for IMCI.
With regard to capacity-building, country-specific
guidelines for the standard case management of children
under 5 were developed in 11 countries and used in the
field to train the health providers dealing with children at
primary health care level through the case management
courses. To date about 10 000 health providers of different
categories are implementing IMCI in the field in those
countries, while a pool of 555 facilitators was created to
increase the training coverage and accelerate the pace
of expansion. Two regional breastfeeding counselling
training courses were held to create a pool of consultants
and to train the IMCI facilitators in this area using the
newly adapted regional material in Arabic. In the area of
supervision and planning, supervisory guidelines (Egypt
and Sudan) and a district planning guide (Egypt) were
developed in collaboration with the Regional Office, to
strengthen the capacity of central and district teams in
supervision and outcome-based planning using targets
and indicators. In order to strengthen the health providers’
skills in the field, IMCI follow-up after training is taking
place in seven countries. In the area of pre-service training,
19 medical schools in the Region introduced IMCI into the
paediatric and community medicine teaching curricula, as
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the public health approach to strengthening outpatient
paediatric and community medicine teaching, and are at
different phases of this implementation.
Strengthening elements of health system support
has been a major focus since the beginning of IMCI
implementation as an essential prerequisite to improving
quality of child health services and ensuring successful
implementation of IMCI. Among the elements are
comprehensive situation analysis and data collection
from the areas of IMCI implementation, planning at
district level, supervision, strengthening the referral
system, strengthening the health information system,
distribution of tasks, flow of patients and organization of
work at the level of the primary health care facility, and
drug availability. With regard to the last element, a model
drug management package, in the context of IMCI, was
developed in collaboration with the Essential Drugs unit
and the Ministry of Health and Population, Egypt.
Widening the scope of IMCI implementation, both
geographically and by adding new areas of work was
a major target. Collaboration with countries included
development of a healthy child module with two countries
(Syrian Arab Republic and Tunisia) and introduction of
the care for development component, which involves the
participation of caretakers in stimulating the psychosocial
development of children, into the IMCI clinical guidelines

Figure 4.2 Comparison between the performance of IMCI trained and untrained health providers in
assessment tasks of sick children, IMCI Health Facility Survey, Sudan 2003
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of three countries (Oman, Syrian Arab Republic, Tunisia).
Issues related to child environmental health were
addressed, including the development of guidelines for
management of children suffering from poisoning and
burns, at the primary health care level.
To empower families and communities to play
active roles in child care, a planning guide on the IMCI
community component was developed, and plans of
action were developed by 10 countries in two intercountry
workshops. Training materials for volunteers were
developed by four countries.
For purposes of monitoring and evaluation, IMCI
reviews, follow-up visits after training and IMCI health
facility surveys on quality of outpatient child health
services were conducted in order to collect evidence on
the effectiveness of the IMCI strategy in improving child
health. The results of these activities showed that IMCI
is an effective strategy for improving the quality of child
health services delivered at both primary health care level
and at home (Figures 4.2 and 4.3).
A number of focused intercountry activities
were conducted to address the main issues facing the
implementation of child health-related interventions.
A regional workshop on infant and young child feeding,
held in Morocco, conducted in collaboration with the
nutrition programme, concluded that child feeding is

an integral part of child health and recommended that
this area receive more focus from countries. A WHO/
UNICEF joint intercountry meeting, held in Tunisia,
addressed the issue of IMCI sustainability and scaling
up. The maintaining of political commitment to child
health in order to accelerate the expansion of effective
child health-related interventions, and the development
of national child health policy were among the major
recommendations of this meeting.
Due attention was given to advocacy for child
health and related interventions. Advocacy material was
developed and activities were held in some countries to
address key issues related to child health and to move
child health higher up the agenda in terms of countries’
priorities. Such activities included meetings with
ministers of health and decision-makers, and participation
in national child health week.
Technical support was provided to countries
experiencing difficult circumstances. This included
development of IMCI guidelines and capacity-building
of national staff in Afghanistan and Iraq, and a child
health situation analysis and national capacity-building
in Somalia.
Among major challenges that impeded the pace of
achievements were the lack of financial resources at
global and regional levels which is having tremendous
adverse effect on the regional support to child-health
related strategies and interventions and on development
work. Child health is not sufficiently high up on
countries’ agendas of priorities and this has led to the
shifting of resources to other emerging priorities. The
absence of child health-related policies, inadequacy
and inconsistency of available data, and low national
planning, managerial, supervisory and advocacy skills are
also major constraints.

Future directions

Figure 4.3 Comparison between the performance
of IMCI trained and untrained health providers
in prescription of antibiotics, IMCI Health Facility
Survey, Sudan 2003

The Regional Office will continue to plan and work
closely with countries towards achievement of the
Millennium Development Goals, and to support countries
to develop national child health policies. It will continue
to build and develop the regional child health database
and to document evidence on the effectiveness of the
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IMCI strategy through different evaluation activities
and continuous monitoring, as well as to further widen
the scope of IMCI, both geographically and technically,
and to build national capacity in advocacy management,
planning, negotiation and communication skills.
More emphasis will be placed on community-based
interventions and the role of communities in improving
child health.

Protection and promotion of
adolescent health
Strategic issues
Over the past decade, considerable progress has been
made in understanding the factors that affect adolescents
and in introducing appropriate interventions in order to
address their health needs. Nevertheless, many adolescents
still lack the support they need for their development,
including access to information, skills and health services.
Accidental and non-accidental injuries, drug addiction
and sexually transmitted infections, including HIV/AIDS,
take their toll particularly during the adolescent period.
The rapidly changing socioeconomic circumstances in the
Region pose considerable challenges to young people in
making a safe transition into adulthood through adopting
healthy behaviour and avoiding risk factors. Unfortunately,
adolescents are generally thought to be healthy. A tragic
marker of the consequences of inattention to their health
and social needs is that the incidence of HIV infections
is rapidly increasing in this age group. Traffic accidents
have become the first cause of death of young people
in several countries of the Region. Under-nutrition and
micronutrient deficiencies in girls are associated with
adverse pregnancy outcomes.
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of key feasible interventions that are useful in promoting
adolescent health and development with countries.
In support of building national capacity in research
on reproductive health of adolescents, and in order
to enable evidence-based development of adolescent
health programmes in countries, the Regional Office, in
collaboration with headquarters, maintained its support
to the research projects initiated in the Islamic Republic
of Iran, Oman and Syrian Arab Republic. Based on
the findings of the quantitative and qualitative studies
conducted in 2001 and 2002, respectively, Oman developed
a national strategy for adolescent health and development
through information, education and communication. The
strategy was formulated in collaboration with the Regional
Office, and was adopted nationally in a workshop held in
the country in April 2003 using the grid approach for
prioritizing and planning actions. The Islamic Republic
of Iran and Syrian Arab Republic completed their projects
and published the reports.

Action taken and results achieved in 2003

In order to upgrade the technical know-how and
improve knowledge and skills of health staff and members
of the national committee on adolescent health, a training
workshop on narrative research was organized by the
Regional Office in coordination with the Ministry of
Health in Bahrain. This research method was developed
by WHO as a tool to identify risky behaviour among
adolescents. It facilitates the outlining of appropriate
strategies for creating positive attitudes and practices
among adolescents, families, school teachers and other
partners that will enable them to better understand their
needs and set up corrective measures. Participants were
provided with the opportunity to learn-by-doing the
rationale, approach and methodology required to conduct
a narrative research in a manner that is appropriate to local
situation. The workshop concluded by developing a draft
questionnaire, which was pre-tested on a sample of 34
adolescents aged from 13 to 18 years.

In view of the great need for data on adolescent health
and development, research continued to be considered
as a priority for exploring the living conditions of
adolescents, informing policy-makers about the major
risks adolescents face and developing appropriate
strategies and programmes that are relevant to their health
and social needs. Priority is also given to the development

The Regional Office maintained its technical support
in other areas of adolescent health and development. In
Cyprus, health visitors and school physicians were trained
in a national workshop to improve their knowledge
and skills in adolescent health and development and
strengthen their roles in providing youth friendly services
in the community. Tunisia initiated a project to revise
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its national strategy in light of research conducted on
adolescent health in the country.
In follow-up to the survey on risk behaviour
among medical students conducted in Egypt, Kuwait
and Lebanon in collaboration with the International
Federation for Medical Students’ Associations (IFSMA),
and concluded in 2002, the Regional Office maintained
close communication with IFMSA, providing technical
support for a workshop to be held in 2004. The aim of
the workshop is to develop a joint plan of action to be
advocated through the IFSMA’s network in the Region.

Future directions
The development of adolescent health programmes
still faces major challenges in some countries of the
Region where adolescents are perceived as a healthy
population and a non-priority target group. While
national adolescent health and development strategies,
norms and standards evolve in a few countries, culturally
appropriate mechanisms of active listening and guidance
need to be developed to reflect the needs and aspirations
of adolescents and reinforce their connections with their
family, friends and communities. Tremendous efforts are
still required to assist countries in realizing priority areas
in adolescent health and development programmes and
in evidence-based strategic planning. Among the main
directions that would be required to promote adolescent
health and development in the Region are advocacy
for development of national policies and programmes
on adolescent health and development; promotion of
research activities and situation analyses on the health and
development status and living conditions of adolescents;
technical support to better equip national health systems to
deliver adolescent-friendly health services; and improving
the knowledge and awareness of individuals, families and
concerned community institutes of the health, social and
development needs of adolescents.

Protection and promotion of
women’s health
Strategic issues
Despite the fact that women have, on average, longer life
expectancy than men, this longer life does not translate
into more healthy years. During their late adolescence and
middle years, women experience a considerable burden
of disease associated with their reproductive functions, as
well as threats to their mental and physical health from
occupational risks and the burden of their multiple roles
in the family, the workplace and community. Overall, the
evidence is that women in the Region experience greater
morbidity than men and higher levels of disability, both
short-term and long-term. This is particularly obvious in
the later years of life. The health problems of particular
importance to women and warranting special attention
can be clustered in five groups: those affecting particularly
large numbers of women, such as malnutrition and
tuberculosis; those related to sex-specific characteristics,
such as maternal mortality and cervical and breast
cancers; those having documented intergenerational
impact, such as use of certain drugs and tobacco-related
health problems; those with noticeably higher burden of
disease among women than among men, for example
mental health conditions and autoimmune diseases; and
those strongly influenced by gender, such as the health
impact of violence, exposure to unsafe sex and harmful
practices such as female genital mutilation.

Action taken and results achieved in 2003
In recent years it has become clear that there is a need
for a systematic, evidence-based approach to eliminating
practices harmful to women, including female genital
mutilation. Following the recommendations of the
intercountry workshop to strengthen national capacity
towards eventual elimination of practices harmful to
women in the Eastern Mediterranean Region held in
2000, the Regional Office, in collaboration with the
International Islamic Centre for Population Studies and
Research of Al-Azhar University, Cairo, Egypt, published
and disseminated to the countries concerned a training
manual entitled Towards the elimination of female genital
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mutilation. The manual was written in accordance with
the sociocultural norms and religious values of the Region
and in line with the 1997 WHO/UNFPA/UNICEF joint
statement on the subject. The manual is expected to help
these countries intensify their efforts to eliminate female
genital mutilation through evidence-based approaches
and use of scientific methods. The manual can also help
in developing advocacy activities aimed at increasing the
commitment of decision-makers towards the elimination
of female genital mutilation and can positively support
health and religious awareness and education activities in
the community. The Regional Office also completed the
translation into Arabic of the teacher’s guide, student’s
manual and policy guidelines on female genital mutilation
and disseminated these documents to the countries
concerned. These training guides are considered to be
excellent tools for improving the knowledge and skills of
health personnel on female genital mutilation.
The Regional Office continued advocating the need
for nationwide, disaggregated situation analyses of
the health of women. In support of national efforts in
identifying major determinants of women’s health, and
hence, establishing appropriate national strategies and
programmes for promoting women’s health, the Regional
Office supported the conduct of a survey on the health
situation of women in southern Jordan. In view of the
difficult situation in Palestine, the collaborative plan of
action aimed at establishing a surveillance system and
a country profile on the determinants of ill health and
well being of women across the life cycle could not be
completed. International training on early detection of
breast and cervical cancers was provided for national health
staff from Qatar, and the development and production of
health education materials on women’s health and quality
of life was supported, in collaboration with the Women’s
General Union in the Syrian Arab Republic.

Future directions
Three areas relating to protection and promotion of
women’s health are considered to be priority issues:
the need for an integrated and comprehensive approach
to women’s health in order to ensure that women are
adequately served throughout the life cycle; the special
burdens on women and their health caused by gender

55

discrimination and poverty; and the importance of
recognizing and promoting women, as individuals and in
groups, as responsible partners in the health enterprise and
as consumers and providers of health information, care
and service.
Despite the fact that considerable progress has
been made towards realizing women’s rights and social
needs in countries of the Region, national policies and
programmes on women’s health need to be reinforced.
Among the main directions that would be required to
promote women’s health in the Region are preparation
of appropriate documents and reports that address the
need for protection and promotion of women’s health
throughout the life cycle, in order to advocate the
specials health needs of women and gain the support of
decision-makers at all levels; establishment of gender
disaggregated national surveillance systems in order to
specify morbidity patterns among women, and prepare
evidence-based national strategies that meet with the
health needs of women, according to size and severity of
the problem and resources available at the country level;
training of primary health care workers on management
of common women’s health problems, throughout the
life cycle; setting up of mechanisms for monitoring and
evaluation of the existing services for women’s health in
the community; and collaboration with all partners through
national councils and bodies in order to coordinate efforts
aimed at promoting the status and health of women in
countries.

Protection and promotion of
health of the elderly
Strategic issues
Development of national capacity to address the health and
social needs of the elderly population is one of the most
important strategic directions of the Regional Office in
relation to strengthening integrated care of older persons.
Other important strategic areas are: establishment of
national monitoring systems on ageing and health; further
development of evidence-based national strategies and
plans of action; development of training and advocacy
materials; and development of closer partnership with
international, regional and local organizations.
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Action taken and results achieved in 2003
An in-depth study of the status of community care for
elderly people in four countries (Bahrain, Egypt, Islamic
Republic of Iran and Lebanon) was conducted in order to
develop comprehensive country profiles on elderly issues.
The lack of such comprehensive profiles inversely affects
the cost–effectiveness of any service development for
older people.
The Regional Office continued to be involved in the
project on developing integrated response of health care
systems to rapid population ageing (INTRA) in Lebanon,
developed by WHO with a grant from the Government
of the Netherlands. The next step will be to involve other
countries in the project.
The Regional Committee adopted a resolution
(EM/RC50/R.10) on health care of the elderly, thereby
emphasizing the need to establish, develop and improve
the integration and coordination of the health, welfare
and other concerned sectors to develop comprehensive
programmes and services that address effectively the
various needs of older persons. Technical support was
provided to the Fourth Pan Arab Conference on Elderly
Care held in Egypt, which focused on elderly women.

Future directions
As older people in the Eastern Mediterranean Region
become a larger and more visible proportion of the general
population, better statistical information on demographic
ageing and its causes, consequences and specific
regional aspects is urgently needed to guide policies and
programmes. The lack of information on the health and
social needs of the elderly is an obstacle to development
of effective interventions at national and regional levels.
WHO will continue to support development of country
profiles on health and social issues relating to the elderly.

Protection and promotion of
occupational health
Strategic issues
Development of regional and country profiles, strategies
and plans of action continue to be important aspects of the
regional strategic directions for developing occupational
health in the Region. Strengthening of existing
collaborative programmes on occupational health and
safety and establishment of new ones in other countries
is of great importance. WHO support is provided in
the fields of capacity-building, establishment and
strengthening of surveillance systems, encouraging active
occupational health and safety institutions and centres
to be WHO collaborating centres, and improvement in
quality and coverage of promotive, preventive, curative
and rehabilitative occupational health services in health
systems.

Action taken and results achieved in 2003
A workshop on the national occupational health and safety
profile in Egypt was organized as part of the WHO/ILO
Joint Efforts on Occupational Health and Safety in Africa.
This workshop will be used as a model for other countries
in avoiding duplication and reaching consensus on the
main structure and content of the national profile on
occupational health and safety. Eleven countries have
also developed national profiles on occupational health
and safety according to a WHO regional questionnaire.
A regional consultative meeting on development
trends of occupational health and safety in the Eastern
Mediterranean Region, held in Damascus, Syrian Arab
Republic, discussed those country profiles and provided
participants with a good opportunity to share knowledge
and experiences. A set of action-oriented recommendations
was developed and the general framework of a regional
strategy was also discussed.
Technical support was provided to Saudi Arabia
to organize a training workshop on environmental/
occupational hazards and ways of protecting the work
environment from occupational health hazards. Close
technical collaboration was maintained with the Arab
Institute for Occupational Health and Safety (an affiliate

Promotion and protection of health

of the Arab Labour Organization and the League of Arab
States). Technical support was also provided to the expert
meeting organized by the Institute on principles and
methods of evaluation and measurement of occupational
pollutants and hazards in the work environment, held in
Damascus, Syrian Arab Republic.
Fruitful collaboration was initiated with the Egyptian
Society of Infection Control by the technical support
provided to the 12th annual conference of this society, in
October 2003, in Egypt. The theme of the conference was
prevention and control of occupational infections.

Future directions
A regional strategy outline and a plan of action for
developing occupational health in the next decade, 20042013, will be prepared. The integration of occupational
health into the primary health care system in order to
provide appropriate care to workers in the community will
continue to be a focus of attention. Success stories will
be shared and a website will be created. Country profiles
on occupational health and safety will be published.
Interactive sharing of information will be encouraged.
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Action taken and results achieved in 2003
The Regional Office provided support for strengthening
and expanding school health services and promoting
collaboration between the health and educational sectors
in many countries. Bahrain established a Supreme
Committee for School Health. Other member countries
of the Gulf Cooperation Council adopted initiatives to
establish health-promoting schools networks.
Eight countries (Bahrain, Egypt, Islamic Republic
of Iran, Jordan, Lebanon, Oman, Saudi Arabia and
Syrian Arab Republic) completed their country profiles
and identified priority areas for national school health
programmes. Several countries have included in their
joint collaborative programmes with WHO targets aimed
at establishing health-promoting schools networks. The
second conference on school health, organized in Beirut,
Lebanon, by the Arab Organization for School Health and
Environment and supported by the Regional Office, was
a good opportunity for experience sharing regarding the
best approaches for developing health-promoting schools
in the Region.

Future directions

Protection and promotion of
school health
Strategic issues
Development of regional and country profiles, strategies
and plans of action is one of the most important aspects
of the strategic directions for enhancing school health
programmes and services in the countries of the Region.
Promotion and expansion of healthy schools, healthpromoting schools, environment-friendly and healthfriendly schools and community schools is also an
important strategic area. Capacity-building, developing
of standards and performance indicators and closer
partnership and networking are of great importance for
strengthening school health at regional and national
levels.

Cooperation between the health and education sectors
is crucial and must be encouraged and ensured. Despite
the fact that the potential of the school health programme
is very promising, community schools and other healthpromoting schools must be evaluated. National standards
for such schools should also be developed. Development
of regional and country databases in order to support
evidence-based decision-making will be promoted.

4.2 Healthy behaviour and
mental health
Mental health promotion
Strategic issues
The regional challenge in the field of mental health is
the wide gap between the availability of mental health
interventions and their application for the benefit of
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Table 4.1 Prevalance of mental health disorders
in countries of the Eastern Mediterranean Region,
2003

Sample size

Egypt

Islamic Republic
of Iran

Lebanon

(%)

(%)

(%)

14 962

35 014

2 856

17

21

16.9

Males

10.7

15

–

Females

21.2

29

–

Urban

16.6

21.3

–

Rural

17.4

20.9

–

0.2

0.6

–

Total prevalence

Psychoses
Mood disorders

12.8

21

6.6

Anxiety

12.8

20.8

11.2

the population. The available human resources for
mental health care are uniformly low in all countries of
the Region, including the countries with well developed
general health services. This means the governments are
not giving adequate importance to mental health in relation
to other health issues. Care is still largely institution-based
with little movement towards care in the community. For
example, the majority of psychiatric beds are in mental
hospitals rather than in general hospitals and community
care facilities. The public understanding of mental health
is very limited, resulting in low priority being given to
mental health by people, both in their values as well as
in their demand for services. This means that pressure
is not placed on the governments to invest adequately
in mental health programmes. The populations of the
Region are experiencing massive social changes, such
as urbanization, migration, conflict and loss of traditional
family and community structures. All of these changes
have the potential to de-stabilize mental health and to
manifest in mental disorders, substance abuse, increased
rates of suicide, and violence and injuries. The strategic
issues are: to enhance the importance of mental health
among populations and planners; to create appropriate
community-based mental health interventions; and to
minimize the negative effects of rapid social change on
the population.

Action taken and results achieved in 2003
Five countries in the Region, (Afghanistan, Egypt, Islamic
Republic of Iran, Lebanon and Morocco) conducted
epidemiological studies of mental disorders among the
general population. These have, for the first time, provided
information about the magnitude of mental disorders and
their relationship to the social and economic variables.
The finding that over 10% of the adult population have
an identifiable mental disorder is an important one,
supporting the call for greater public health action to
address the problem. Women were found to have up to
twice as much depression as men (Table 4.1).
Studies of children in Palestine and the United Arab
Emirates found high rates (around 20%–50%) of mental
disorders. Two striking findings concern the very high
proportion of children in Palestine with severe mental
disorder, and the very poor level of services reaching
the children who are ill. For example in the United Arab
Emirates none of the children identified in the survey as
needing mental health care had received any.
The regional consultation on psychiatric services in
the countries in conflict (Afghanistan, Iraq, Palestine,
Somalia and Sudan) in July 2003 was a major effort
to understand the needs and to develop interventions.
Following the consultation, interventions in the respective
countries have been initiated along with development
of appropriate materials. The intercountry meeting on
epilepsy as a public health concern, held in March 2003,
identified a wide gap in the availability of care for persons
with epilepsy in all countries of the Region. Two countries,
Pakistan and Saudi Arabia, have developed a community
approach to care of persons suffering from epilepsy. There
is need for similar national initiatives in other countries.
The programme of integrating mental health with
primary health care is progressing well. Pakistan selected
five districts for extension of the model pilot programmes,
while the programme in the Islamic Republic of Iran
continued to extend its coverage. A number of countries of
the Region have developed training materials and trained
primary health care personnel.
Other initiatives undertaken in countries to address
mental health needs included suicide prevention, school
mental health programmes with special emphasis on life
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skills, revision of the mental health legislation in some
countries, and celebration of mental health week with
focus on child mental health. A regional consultation
on health and behaviour provided an opportunity to
understand the linkages between health and behaviour
and to bring the best of the knowledge of mental health to
other areas of health.

Future directions
The growing recognition of the importance of the mental
health needs of the community requires more focused
efforts in a number of areas. Important among these is
human resources development. There is an urgent need
to create both specialist mental health professionals as
well as to develop alternative and appropriate types of
non-specialist mental health care personnel. The need
to develop mental health programmes in countries with
very weak infrastructure for general health services
is a continuing challenge. Similarly, efforts will have
to be made in economically rich countries to develop
comprehensive mental health programmes, commensurate
with the general health care goals in these countries.
Greater efforts will need to be directed to understanding
the linkages between social, economic and political
changes with mental health impact. Development of
social and community interventions will be a long-term
need.

Disability prevention and
rehabilitation
Strategic issues
The care of people with disabilities is undergoing major
changes in the world. The World Health Assembly’s
adoption of the International Classification of
Impairments, Disabilities and Handicaps (ICIDH) in 1980
have influenced the way impairments and disabilities are
perceived and the way medical rehabilitation services
have been planned and implemented during the past
two decades. In May 2001, the World Health Assembly
approved a new system of classification to replace ICIDH,
the International Classification of Functioning, Disability
and Health (ICF) which reflects the changes taking place
in rehabilitation.
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Important among the developments of the past 20
years are: a move away from a biomedical emphasis to
a model based on social determinants of disability; and
the implementation of the United Nations Standard Rules
on the Equalization of Opportunities for People with
Disabilities as guidelines in health, education, work and
social participation; increased participation of people
with disabilities in service organization, programme
development and policy initiatives. There is increased
social awareness of the rights of people with disabilities
and of the need to reduce stigma and discrimination and
promote greater inclusion in social life. There has been
a shift in organization of services from a charity-based
model to rights-based model. In addition, there has been
a clear statement from the United Nations agencies that
disability is a human rights issue in the establishment of
a United Nations Special Report on Disability. In January
2004, a new convention on disability was discussed at the
United Nations. One of the most striking changes in the
care of people with disabilities has been the shift in the
paradigm of care, from institutional settings to care in
the community. This shift is not simply about location
of care but a recognition of the importance of the total
needs of persons with disabilities. In the Region, lack of
legislation to empower the rights of the disabled is an
important barrier. In most countries, relevant legislation,
programmes and policies are absent, and when they are
present they do not cover all the relevant aspects.

Action taken in 2003 and results achieved
The number of people with disabilities continues to
be estimated at about 10% of the population, although
individual countries have given numbers that vary
from approximately 4% to 20%. The variation can be
partially explained by the low life expectancy and by
the categorization of people with disabilities in some
countries. It is notable that those countries that have census
questions that enable them to identify the population
of people with disabilities generally find a percentage
greater than 10%. These figures provide a rough idea
of the unmet needs in terms of rehabilitation and full
participation. The first Pan Arab African Conference for
Care and Rehabilitation of Handicapped was organized
in Cairo, Egypt, in October 2003, followed by the first
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Festival for the Care of the Handicapped, in Saudi Arabia
in December 2003. Other activities in the Region included
a collective wedding for couples with special needs in
the Syrian Arab Republic and launch of a hot line for
children with special needs in Egypt. The Regional Office
started to collect comprehensive data on the rehabilitation
activities of countries.

Future directions
The first task is the prevention of disabilities. A number
of avenues are open for prevention of disabilities in the
Region. These include adequate antenatal, natal and
postnatal services, universal immunization coverage,
iodization of salt, vitamin A supplementation and
prevention of injuries in childhood. Public health
personnel working at the primary health care should be
fully trained to implement these preventive measures.
The second task is early recognition and intervention of
corrective measures. The third task is support to families.
The majority of persons with disabilities are living with
their families. Too often families are not provided with
the skills for caring for the disabled. Family support in
the form of skills for caring, periodic home visits by
support staff and, where needed, financial support will
decrease the burden of families as well as provide a better
quality of life to those with disabilities and to other family
members. The fourth task is to develop communitybased rehabilitation. It is important that all the countries
develop community-based rehabilitation programmes
in phases to cover the total population. The fifth task
is human resources development. Each of the countries
should develop programmes to address this need. In many
situations, it may be more appropriate to think of regional
training programmes for human resources development.
The sixth task is to develop a wide range of care services,
including self-care, family care and community-based
rehabilitation, which form the foundation, and referral
support from specialized centres which is important for
care of persons who need specialist interventions. The
seventh task is to ensure availability of assistive devices
to decrease the disability, in forms that are affordable and
acceptable to the population. The last of the measures is at
the level of the community. It is too often the experience
that stigma and discrimination within the community is the
biggest barrier to a full life for persons with disabilities.

Prevention and control of
substance abuse (including
tobacco)
Strategic issues
Substance abuse is more than a health problem; it is a
formidable moral, social and economic challenge with
pandemic dimensions. Not a single country in the world
can be called “drug free”. The Eastern Mediterranean
Region is an important centre for both the production
and transit of illicit drugs with more than 75% of the
world’s opium grown in Afghanistan. The people of the
Region are increasingly vulnerable to drug-related health,
social and economic problems. Drug abuse in general is
not decreasing, but rather shows an increasing trend. The
mode of use of such drugs is shifting from oral use and
inhalation to the injection route, which is more harmful.
Younger and younger age groups are falling victim to
drug dependence. The increasing numbers of women who
abuse drugs is likely to cause even greater harm to the
families and community. There is a need for a strategic
plan to address the issues of drug abuse from a multisectoral and multi-pronged manner.
Although tobacco control is one of the main
challenges of public health in the Region, there are some
positive signs that the efforts of tobacco control advocates
in the Region are effective. Still, more efforts are needed to
lower the prevalence of tobacco use among all population
groups. The national plans of action that were developed
and adopted during the past two years need to be followed
up and implemented in order to reach the expected targets
and achievements. Such steps should consider taking
evidence-based approaches based on results of the studies
and the surveys that were conducted during the past two
years at the national level. The adoption of the Framework
Convention on Tobacco Control presents the Regional
Office with a great challenge. Although the Regional
Office has an important role in mobilizing governments in
this area, the greatest role has to be taken by the ministries
of health, they being involved in implementation of the
Framework Convention at the national level.
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Figure 4.4 Substance abuse problems in the Eastern Mediterranean Region, 2003

Action taken and results achieved in 2003
Through a survey questionnaire distributed to all
countries of the Region, information on the drug abuse
situation, current policies and interventions, and treatment
and rehabilitation was collected for 18 countries (Figure
4.4). The positive aspect of the current situation is the
high recognition given by most countries to the problem,
evident in the creation of professional units, passing of
legislation, and development of different interventions.
However, there is very little factual information available
about the nature, magnitude, consequences and cost of the
problem, or of outcome of interventions in the countries.
The general approach to problems of substance abuse
is more legal and penal than medical. The preventive
programmes in the countries are few and limited to
pilot programmes. Only the Islamic Republic of Iran
has conducted pilot studies to develop harm reduction
methods, especially for the prevention of the spread of
HIV/AIDS. The second meeting of the Regional Advisory
Panel on the Impact of Drug Abuse (RAPID) was held in

December to review the developments in the countries.
The regional strategic planning document on substance
abuse was finalized by the Panel and specific research
initiatives were identified for the coming years.
Recognizing the importance of the mass media in
promoting tobacco use and their potential in supporting
tobacco control, World No Tobacco Day 2003 concentrated
on freeing the entertainment industry, in particular cinema,
from tobacco. Under the theme of “Tobacco-free films,
tobacco-free entertainment”, the Regional Office and the
countries celebrated World No Tobacco Day throughout
the Region in collaboration with popular stars, actors and
actresses. A study was released on the use of tobacco in
Egyptian films over a 10 year period, its effects on youth
and magnitude in films and the images projected by and
associated with smoking in films (Figure 4.5).
Enhancing regional understanding of the tobacco
epidemic and raising social awareness is a main target
of the Regional Office. In line with this, the Regional
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shows the level of commitment of national governments
to tobacco control.
Five publications were issued: Tobacco control
country profiles for the Eastern Mediterranean Region,
The cigarette “transit” road to the Islamic Republic of
Iran and Iraq: Illicit tobacco trade in the Middle East; The
tobacco industry’s tactics and plans to undermine tobacco
control efforts in Egypt and North Africa; Analysis of the
economics of tobacco in Morocco; and The economics of
tobacco in Egypt: A new analysis of demand (the latter
two in collaboration with the World Bank).

Figure 4.5 Images associated with tobacco use in
100 Egyptian films,1950s–present day

Office provided technical as well as financial support
to 11 projects in seven Member States under the first
phase of its advocacy-based project “Channelling the
Outrage”, which was successfully completed in 2003.
The first phase concluded with a workshop in September
2003 in which all the nongovernmental organizations
that were involved in this phase participated as well as
other potential nongovernmental organizations that were
likely to be part of the second phase. The workshop was
aimed at enhancing understanding of the Framework
Convention on Tobacco Control and at the same time
evaluating the final outcomes of the first phase. WHO
is now implementing the second phase of the project in
which the involvement of civil society in tobacco control
will be further supported.
Improved surveillance and research in the areas of
health economics, legislation and behaviour in support
of tobacco control is another important objective. In
accordance with this, a workshop on the Global Youth
Tobacco Survey was held in collaboration with the
Centers for Disease Control and Prevention, Atlanta, to
analyse the data of those countries that had completed the
survey and to enable seven more countries to conduct the
survey. By the end of 2003, all countries were involved in
the survey, including Afghanistan and Iraq and despite the
very difficult circumstances in both those countries; this

The Regional Office supported national workshops
to develop national plans of action for tobacco control
in Djibouti, Pakistan and Yemen, as well as national
capacity-building projects in Djibouti, Morocco, Pakistan,
Somalia and Yemen.
The challenge facing the Region with regard to the
ratification, accession and acceptance of the Framework
Convention on Tobacco Control was addressed in detail
in a sub-regional workshop held jointly with the League
of Arab States and the Health Minister’s Council for the
Gulf Cooperation Council States with participants from
ministries of health, justice and foreign affairs. Briefing
letters were then sent from the Regional Director to all
Member States on the Framework Convention and the
regional situation with a view to enhancing action at
national level in this area. Having proved very effective
in the past, and in collaboration with the Ministry of
Health and Population in Egypt, the poster of the Islamic
Ruling on Smoking was redistributed to more than 53 000
mosques in Egypt for the second time in two years in line
with the Regional Office’s efforts to promote the role of
religion in supporting public health.

Future directions
The Regional Office will continue to work on substance
abuse in a realistic way and in active coordination with
other concerned programmes, such as HIV/AIDS and
healthy lifestyles. Specific areas for action are to: improve
knowledge about the regional drug abuse situation and
related services; identify measures to support Member
States in comprehensive country planning of substance
abuse activities which in the health and social sectors
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would be capable of addressing primary prevention,
demand reduction and harm reduction; create and/or
support centres for longitudinal study of drug abuse in
the countries; and collect evidence-based, region-specific
models of effective drug abuse prevention, treatment and
rehabilitation and encourage collaboration and intersectoral coordination of activities
The Regional Office, with the support of WHO
Representatives’ Offices will continue to lobby and work
with the media and civil society groups to activate the
process of ratification, accession and acceptance of the
Framework Convention at the national level, through
regional events and meetings, such as the annual meeting
of the Arab Ministers of Health. Ministries of Health
are the main supporters of the Convention, having
been involved in the negotiations from the start of the
process in 1999, and their ability to move the process of
implementing the Convention forward will be crucial
The involvement of all of society and a multisectoral
approach in dealing with the tobacco epidemic is vital in
order to change social beliefs that accept tobacco use as
the norm. By the end of 2004, each country in the Region
should have an updated national plan of action that
addresses the different aspects of the tobacco epidemic.
The second Global Youth Tobacco Survey will start in
those countries that completed the survey 2001/2002,
while studies clarifying the economic side of the tobacco
epidemic will be conducted in more countries. Efforts
will continue in monitoring the strategies and tactics of
the tobacco industry in the Region. Collaboration with
the media will continue, this being the most effective
means of changing social beliefs, raising awareness and
on occasion even in redirecting national policies.

Health education (including
school health curriculum)
Strategic issues
Many countries of the Region have not yet developed
comprehensive
multisectoral
health
promotion
frameworks. Health education is still given low
priority in many countries of the Region. Moreover,
close coordination and cooperation with the different
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departments and programmes need further strengthening
and consolidation on an institutional basis.
Many health education interventions still lack
theory-based grounding and do not draw systematically
on research findings. Pre-testing of health education
materials is not carried out systematically and target
groups are not adequately involved in the different phases
of programme development. Health education research
capabilities are still weak in a number of countries and
there is a need for national capacity-building in this area.
Regular follow-up and evaluation of health information,
education and communications interventions are not
ensured systematically.
Health education has progressed in health-promoting
schools, nonetheless school-based health education needs
to further consolidate its partnership with school health
programs. Greater attention should be given to developing
health-based life skills and to adopting participatory
learning approaches, including developing interpersonal
communication and counselling skills of both school and
health staff.

Action taken and results achieved in 2003
Technical guidance was provided to the League of Arab
States through contribution to the capacity-building of
representatives from 11 Arab countries at an intercountry
meeting on integrating reproductive health into school
curricula, held in Sharm El Sheikh, Egypt. A joint regional
workshop on enabling the school to plan and implement
health education programmes in its environment was
conducted in collaboration with ISESCO in Beirut,
Lebanon. School health officials from 10 Arab countries
benefited from this training. Experiences and best
practices in health promotion in the Eastern Mediterranean
Region were exchanged with other WHO regions at an
intercountry workshop on capacity-building for health
promotion and an intercountry workshop on integrating
health promotion into health systems held in Bangkok,
Thailand in February and November 2003, respectively.
The Regional Office organized and hosted an intercountry
meeting of health education and information directors in
Cairo, Egypt which provided health education officials
from 15 countries with an excellent forum to exchange
successful experiences, specify country programme
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needs and expectations from the Regional Office, and
learn about recent developments and emerging issues.
Technical support was provided to the Arab Organization
for School Health and Environment through active
participation in the second Arab Conference on School
Health held in Lebanon in 2003.
Actions were initiated, in close collaboration with
the Health and Biomedical Information unit and the
WHO Arabic Programme, to produce an electronic
version on CD-ROM of the action-oriented school health
curriculum, which is currently under revision. Action was
also initiated to collect, and compile on CD-ROM, health
education and communication materials produced by the
national programmes, with a view to strengthening the
sharing of experiences among countries of the Region.
Technical comments, guidance and inputs on health
education materials and documents were provided to
countries on request.
Technical support was provided to Oman in the
elaboration of a multisectoral adolescent health and
development communication strategy using the WHO
grid approach. WHO contributed, jointly with UNICEF,
to the capacity-building of Omani media professionals
on health issues. National capacity-building in health
communication strategic planning, using a computer
software package developed by CDC, Atlanta, was
strengthened in Pakistan. Technical support was provided
to Kuwait in the training of medical officers on health
education as a medical skill, as part of their continuing
medical education.
Technical support was also provided to the
Adolescent Health Committee in Bahrain, at a national
training workshop on counselling skills in adolescent
sexual and reproductive health for health providers and
school social counsellors. A participatory workshop on
the elaboration of the narrative research questionnaire
was conducted in close collaboration with the Women’s
and Reproductive Health unit and a questionnaire was
prepared, pre-tested and revised by the participants at the
end of the workshop.

Future directions
Priority will be given to the elaboration of a regional
framework for health promotion in the Eastern
Mediterranean Region, drawing on best practices in the
Region and the conclusions and recommendations of
the different technical consultations. National capacitybuilding will continue to receive priority through
the elaboration of reference materials and training
on health education and communication strategic
planning, interpersonal communication and counselling
skills development, as well as health education and
communication-related qualitative research. Capacitybuilding in health communication strategic planning
using the CDC package will be strengthened in member
countries of the Gulf Cooperation Council as well as other
countries of the Region.
The dissemination of experiences and lessons learnt
among countries of the Region will be strengthened
through the production and dissemination of a CDROM on information, education and communication
and audiovisual health education and communication
materials produced in the countries of the Region, as
well as the establishment of a health education and
communication web page on the Regional Office web site
which will provide a forum for discussion, exchange of
ideas and feedback as appropriate.
Cooperation with United Nations agencies, ISESCO
and institutional partners will be strengthened, including
strengthening health education in health-promoting
schools in collaboration with the Arab Organization for
School Health and Environment, as well as the elaboration
of health education training packages in collaboration
with the UNESCO Chair for Health Education and AlSibai Institute.
Countries of the Region will be encouraged and
supported, as appropriate, to implement the Global
School-based Health Survey, particularly those who have
declared their interest and readiness to do so.
The action-oriented school health curriculum will be
broadened to cover basic education and will incorporate
recent developments as well as appropriate sample
materials from countries (up to grade 10), including the
new elements introduced in the FRESH initiative and the
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Health Information Series elaborated by headquarters.
The draft experimental electronic Arabic version will be
ready in 2004. The electronic version on CD-ROM will
provide the possibility of periodic on-line updates.

Health information for the public
Strategic issues
The main strategies in 2003 were to: reinforce relations
with the media and with governmental and public
institutions; ensure coverage of Regional Office events
at country, regional and global levels; ensure monitoring
of press and media; raise the health awareness of people
through media products; and raise the profile of WHO
as the leading United Nations organization in the health
field. In addition to this the Regional Office took steps
to improve communication with headquarters and other
regional communication units. The boom in the number
of satellite channels and internet users poses challenges
with regard to how to make use of these media and the
production of high quality and attractive material that will
reach the target audience.
The diversity of political, economic, demographic,
epidemiological and environmental situations are some of
the most challenging for developing and communicating
health messages in the Region. Some have very advanced
systems and media networks with up-to-date computer
technology, whereas others rely on basic means of
communication, such as radio programmes. Another
challenge is the issue of language diversity, especially in
densely populated countries such as the Islamic Republic
of Iran and Pakistan.
Meanwhile, the unprecedented growth in the
activities and influence of civil society actors in the
area of public health within the Region has created a
complex environment but has also contributed positively
to improving human health and development. There is a
vital need to expand collaboration with nongovernmental
organizations and to work more closely with other United
Nations agencies in the field.
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Action taken in 2003 and results achieved
Although all the preparations were made for World Health
Day 7th April under the theme “Healthy Environments for
Children”, the celebration itself was suspended due to the
war in Iraq. The Regional Director’s message on World
Health Day was produced in the form of a documentary
film, which was shown on many occasions and almost
all the major local, national and regional television
stations showed all or part of it. The regional annual art
competition for schools attracted over 2000 paintings
from the Region and 48 were selected as winners. Among
those who sponsored national events were the regional
Centre for Environmental Health Activities in Jordan and
various nongovernmental organizations in Egypt, Islamic
Republic of Iran and Pakistan. Government-sponsored
events were held in many countries, reflecting the high
profile of the topic. Daily briefings were issued by the
Regional Office on the situation in Iraq before, during and
after the war. This helped in responding to the queries of
the media and helped create better understanding of the
role of WHO in providing relief and rehabilitating the
health system in Iraq.
To mark the 50th anniversary of the Regional
Committee for the Eastern Mediterranean a pictorial book
In pursuit of health was published highlighting WHO’s
work in the Region The pictorial was also issued on CD,
Betacam and digital Betacam format. The 160 pictures
were selected from around 4000 photos specially taken for
the occasion throughout the Region and which now form
a valuable archive for the Region as well as for WHO.
Publication of the book was accompanied by an exhibition
entitled “50 years of devotion to health”.
The year saw an increase in activity in terms of the
number of press releases issued (37 compared to 22
in 2002) in Arabic and English, and in the number of
regional and national television interviews. Considerable
efforts were also made to widen the scope of activities
outside the Office, with the primary aim of strengthening
collaboration with private and governmental institutions
to enable further dissemination of health information,
including the Rotary Club, the Institute of Higher
Technology, in 10th of Ramadan City, Egypt, newspapers
such as Al-Ahram, the Scouts Federation and various
schools. An “on air contest” during the month of
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Ramadan, was aired on El Shabab wa El Riyada radio
station and raised public awareness of tobacco, nutrition
and environmental issues. Joint activities with Member
States also became more frequent. Workshops on the Iraq
health crisis, AIDS, sexual education and reproductive
health were held in Jordan, Saudi Arabia and Lebanon,
respectively.

Region, HRH Prince Talal Bin Abdul Aziz Al Saud,
who attended the launch of the report The Reality of the
Arab Child issued by the Arab Council for Children and
Development, and HRH Prince Abdulaziz Bin Ahmed
Al-Saud, President of IMPACT-EMR, who attended the
international meeting on Vision 2020.

The Regional Office also worked to maintain close
connections with local media and press agencies. An
internet-based system was acquired to help monitor news
coverage of WHO and the Regional Office in particular in
the local and international press. The media was briefed
on The World Health Report 2003: Shaping the future and
an Arabic version of the press kit was issued to reach as
many media people as possible.

Future directions

Cooperation was strengthened with the press centre
in WHO headquarters to ensure more orchestrated
efforts in the field of media and information. World No
Tobacco Day 2003, with the theme of tobacco-free media,
brought a unique opportunity to use the popularity of
the Region’s media personalities to promote the health
message. Television spots and posters in Arabic and
English featuring television presenter George Kordahi
were produced and the opening of the campaign saw the
arrival of actors and journalists at the Regional Office,
including actors Hisham Selim, Mohamed Nagaty and
Karima Mokhtar and singer Simone, as well as footballer
Captain Mahmoud Al-Khatib. The response in the local
press was very positive and, in general the local media
did a lot to publicize the campaign, including many
television interviews. Another illustrated message and
printed package were produced for World AIDS Day 2003
promoting the “3 by 5 Initiative” and stressing that AIDS
is treatable. A media day on mental health was held during
November 2003. Excerpts from different films on health
were shown and wide media coverage was provided.
The Regional Office celebrated a United Nations
day of solidarity with the Palestinian people on 1st of
December 2003. Palestinian officials and intellectuals
attended the event along with a wide range of regional
figures, and local and regional media covered the event.
December 2003 witnessed important visits from
HRH Princess Muna Al-Hussein of Jordan, WHO Patron
for Nursing and Midwifery in the Eastern Mediterranean

The Regional Office will collaborate with countries in
developing and implementing a regional plan of action
for health information of the public, as well as in working
to increase mutual understanding of the importance of
cooperation between the media and the health sector,
based on transparency, objectivity and credibility, and
capacity-building in this regard. The Regional Office will
continue to make the best use of regular health events
to promote health issues and to raise awareness of such
through the media and media personalities. It will work
with official media centres in countries to contribute to
the provision of good quality, low price regionalized
advocacy products, while maximizing the in-house
production of advocacy material. Planning meetings and
workshops will be held to train regional human resources
through exchange of experiences of experts, with a view
to developing suitable campaigns for the advancement of
health in the Region. Work will continue to establish the
regional photographic archive. The Regional Office will
continue to strengthen relations with the media, and other
public relations offices in health-oriented organizations,
and to produce media packages to raise awareness of
the work of WHO in the Region. An in-house media
production unit will be established.

Promotion of healthy lifestyles
(including oral health)
Strategic issues
The Region shares with the rest of the world in many of
the global changes taking place with regard to the burden
of risk factors and determinants contributing to the burden
of noncommunicable diseases and injuries. Sedentary
lifestyles, rapid urbanization, escalation in the social and
environmental determinants, globalization and poverty
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together contribute to making the populations of the
Region susceptible to the same challenges as those faced
by industrialized countries. Although data are scarce on
the prevailing risk factors in the Region, the available data
suggest that a variety of risk factors are equally dispersed
in almost all the countries of the Region. The prevalence
of smoking ranges from 15% to 75% in males and from
2% to 29% in females. Lack of physical activity is taking
a heavy toll, with the prevalence of sedentary lifestyles
as high as 75% in some countries of the Region. Obesity
ranges from 10% to 63% among adult females in some
countries. Dental caries and periodontal diseases are also
caused by unhealthy lifestyle, especially high intake of
sugar, lack of fluoride in the environment and negligence
of oral hygiene. The latest surveys in countries show the
index for decayed, missing and filled teeth (DMFT) among
12 year-olds has improved in very few and deteriorated
in many other countries. This explains why most of the
efforts made in the countries have been focused on clinical
rather than preventive oral health.
The technical expertise and infrastructure for
promoting healthy lifestyles in the Region is weak and
there is a need to reorient health services from the clinical
and curative to the preventive and community-based. The
Region, however, has now gained considerable experience
in putting in place effective interventions, such as healthy
settings and community-based initiatives, aimed at
addressing the social and environmental determinants of
health. The World Health Report 2002 identified critical
risk factors and determinants of health, and emphasized
the relevance and importance of adopting a multisectoral
approach if major risks to health are to be curtailed before
they make individuals sick.

Action taken and results achieved in 2003
New experiences and interventions were tried for healthy
lifestyle promotion in different countries. A notable
intervention was the link-up with community-based
initiatives in Afghanistan and Oman. The healthy settings
approach (e.g. health-promoting schools) was used
effectively to build up skills and knowledge in communities
on addressing the determinants of, and reducing risks to,
health. Health education and risk communication were
used as an effective tool for enhancing these skills. School
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health interventions were a particular focus with a major
thrust on health-promoting schools. Evaluation of school
health programmes in Jordan, Oman, Pakistan and United
Arab Emirates, led to the formulation of a comprehensive
strategy aimed at strengthening the existing school health
programmes. Capacity-building at the national and subnational level through training courses, consultancies
and designing protocols and guidelines were among the
major achievements. Sudan and United Arab Emirates
conducted surveys to assess the types of risk behaviour
inducing ill health, which led to the formulation of plans
of action for the population to adopt healthy lifestyles to
control smoking and obesity and to increase the level of
physical activity with a view to reducing the burden of
cardiovascular diseases.
The Regional Committee adopted a resolution on
promoting healthy lifestyles (EM/RC50/R.6) which
urged Member States inter alia: to formulate policies,
strategies and plans of action aimed at risk prevention and
management and develop systems for surveillance of risks
to health; to strengthen their coordination with different
governmental sectors and nongovernmental organizations
for the adoption of health-sensitive policies; and to
encourage investment of additional resources in promotion
of healthy lifestyle activities through collaboration with
multilateral and bilateral donors.
Many countries consolidated their existing oral health
programmes. Four countries (Cyprus, Islamic Republic of
Iran, Jordan, Syrian Arab Republic) established training
centres to train dental health care providers both from
within and outside the country. The Islamic Republic of
Iran, in particular, established a centre of excellence in
collaboration with the Government of Finland to offer
doctoral degrees in oral health disciplines. Fluoridation
of salt and water was carried out in a number of countries
(Bahrain, Islamic Republic of Iran, Jordan, Lebanon,
Syrian Arab Republic, United Arab Emirates) in order to
decrease levels of tooth decay. The oral health departments
of hospitals in several countries were strengthened by
providing state-of-the art equipment and technology.
The Regional Office supported capacity-building among
the national programme managers in different countries
through the fellowships programme.
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Various regional consultations and intercountry
expert meetings provided impetus to such activities. Of
particular importance were the meeting to discuss regional
input to the global strategy on diet, physical activity and
health, a regional consultation on health and behaviour,
and an intercountry meeting on oral health.
There is growing interest and awareness in the
countries of the Region with regard to investing in
comprehensive policies and interventions for healthy
lifestyle promotion. WHO is initiating action to
highlight the importance of this change and the need for
reorientation of health systems towards risk reduction
approaches and comprehensive prevention strategies. A
regional framework for integrated action between healthy
lifestyle promotion and community-based initiatives was
drafted. The added value of both the areas in relation to
each other will serve to couple resources and initiatives
to address the social and environmental determinants of
ill-health and disease.

Future directions
The Regional Office will continue its efforts to promote
healthy lifestyles through expanding and strengthening
community-based initiatives as well as healthy settings,
such as healthy schools and healthy workplaces. The
ongoing healthy lifestyles projects in countries will
provide useful and practical examples and models and
may be visited by other countries of the Region. The
regional framework for integrated action will be finalized
in 2004 and will provide a tool to the countries for
building their capacities in promoting healthy lifestyles.
A major emphasis in the near future will be placed on the
implementation of the global strategy on diet, physical
activity and health. Health systems need to respond to the
healthy population in addition to taking care of disease
and illnesses. Capacity-building in health promotion will
be essential at the country level in order to respond to the
growing needs and demands. A major focus, therefore,
will be placed on risk surveillance and risk reduction.

Safety promotion
Strategic issues
Every year over half a million reported deaths in the
Region are due to injuries and this number is increasing.
Injuries are becoming a major burden on health and they
occur at any age. However, except for a few countries,
they account for more deaths in people below 45 years of
age than all other causes of death combined. One in nine
premature deaths are injury-related and for every person
that dies, many more are left with permanent disabilities.
The leading injury-related causes of death in the
Region are war, road traffic accidents and interpersonal
violence. The magnitude of injuries is more serious when
disaggregated by age.
Violence in all its forms is increasingly affecting
countries of the Region and political unrest, rapid
urbanization and poverty contribute to this negative trend.
In addition to death and disability, violence contributes
to a variety of other health consequences. These include
depression, alcohol and substance abuse, smoking, eating
and sleeping disorders, and HIV and other sexually
transmitted diseases.

Action taken and results achieved in 2003
There is growing attention among nongovernmental
organizations, women’s organizations and health providers
towards different forms of injuries and violence. For some
countries awareness of the problem is still emerging.
A few are beginning to take action. With the increasing
incidence of unintentional injuries (including road traffic
accidents) some of the countries have responded well and
have put in place programmes to address the issue. Egypt
and Islamic Republic of Iran are two such examples in
the Region. Capacity-building among health personnel,
advocacy through the media and training of health care
providers in the ‘safe community’ concept are the main
features of the injury prevention programme in the Islamic
Republic of Iran. Egypt established an injury prevention
surveillance database at the national and governorate
level aimed at integrating the information available with
the health information system. Several countries initiated
intersectoral approaches. Elsewhere, major focus has been
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placed on the prevention of injuries in industrial settings
(Lebanon, Syrian Arab Republic) where development of
educational materials and advocacy through the mass
media was initiated for industrial workers.
There is increasing recognition among countries
that injuries and violence are a public health issue and
require public health approaches to prevention. This has
contributed to a more multisectoral approach to addressing
the problem of injuries and violence. Countries in the
Region are at different stages of devising mechanisms
for involving other sectors/ministries in combating the
burden of death and disabilities caused by injuries and
violence. At the regional level, the World Report on
Violence and Health was launched in Jordan, an important
event in the efforts for primary prevention of violence in
the Region. The report was translated into Arabic and
widely distributed among the countries. An inter-regional
consultative meeting provided input to the World Report
on Road Traffic Injury Prevention.

Future directions
The issue of injury prevention, and to a greater extent
violence, has not been studied sufficiently in the
Region. Countries are at different stages of addressing
the problem, however very few have a systematic and
strategic approach for formulating and implementing their
plans. There is a need to assist countries to implement
surveillance programmes and to conduct research to
understand the root causes, in order to evaluate preventive
measures and develop effective interventions. The theme
of World Health Day 2004 will be ‘Safe Roads’. Political
commitment from the highest level is important to devise
strategies and create multisectoral approaches. The
Regional Office will endeavour, together with partners
and country offices, to muster that commitment.
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4.3 Nutrition, food security and
safety
Nutrition
Strategic issues
Under-nutrition in the form of wasting (2%–21%) and
stunting (2.4%–over 50%) affected children below the
age of 5 years in several countries, while iron deficiency
and its anaemia continued to affect an estimated 323
million people, mostly women, children and adolescent
females. At the same time, several countries reported high
prevalence of overweight and obesity, in many instances
as high as over 50%.

Action taken and results achieved in 2003
The Regional Office supported the development
and implementation of national nutrition policies
and promotive and protective nutrition programmes.
The regional consultation for preparing the regional
contribution to the preparation of the global strategy
on diet, physical activity and health recommended that
countries develop comprehensive national strategies for
the control and prevention of overweight/obesity through
a combination of diet, physical activity and lifestyle. The
Regional Office supported the participation of national
nutrition focal points from several countries (Bahrain,
Egypt, Islamic Republic of Iran, Iraq, Jordan, Morocco,
Pakistan, Palestine and Syrian Arab Republic) at the ninth
Asian Congress of Nutrition. A bi-regional technical
consultation for sustaining the control and prevention
of iodine deficiency disorders (IDD) was organized in
collaboration with WHO’s Regional Office for SouthEast Asia. The national IDD programme managers
from four countries of the Region with successful
national IDD programmes attended the consultation.
A regional workshop on infant and young child feeding
was organized with the objective of reviewing national
activities in relation to the global strategy on infant
and young child feeding. Participants recommended
that national strategies on feeding children should be
developed immediately and be comprehensive and multisectoral in nature. The Regional Office is coordinating
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with collaborating international organizations in assessing
the national IDD control and prevention programmes of
seven countries where IDD has been eliminated as a
public health problem.
The Regional Office continued to support the
development of nutrition standards, guidelines, training
manuals, methodologies, and criteria for the detection,
prevention and management of all forms of under and
over-nutrition in the Region. Two national training
workshops on improving communication strategies for
the prevention and control of micronutrient deficiencies
and utilizing a computer-based training module were
conducted in Egypt and Pakistan. Formulation of national
communication strategies for the control and prevention
of micronutrient deficiencies are expected as an outcome
of this workshop. The Regional Office commissioned
external experts to develop regional field guides on the
monitoring and assessment of iron deficiency anaemia
and IDD. The preliminary draft of the IDD field guide
has been forwarded to a select group of experts for critical
review. Preparations for the national micronutrient
survey in Oman with technical and financial support
from the Regional Office were finalized. The survey
will be completed by early 2004. All three activities
received technical and financial support from the Centers
for Disease Control and Prevention, Atlanta, through a
cooperative agreement. A training module for improving
the managerial skills and technical knowledge of national
nutrition programme managers is under preparation. The
module includes key nutrition issues to be considered
in every national situation as principles of nutrition
programme management, monitoring and evaluation.
The Regional Office continued to provide support to
ensure that food consumed by vulnerable population groups
is adequate and effective in both complex emergencies
and stable environments, through food fortification and
equitable food distribution. As part of a multi-disciplinary
team, a mission was undertaken to Somalia to assess the
status of the national nutrition programmes. Missions
were also undertaken to Sudan and Palestine to assess the
status of the nutrition programme and to identify areas
for technical support. In Sudan, the mission focused on
reviving the national IDD control/prevention programme
and the need to address the persistence of high rates of

chronic malnutrition in children. In Palestine, the rapid
rise of acute malnutrition among children was reviewed
with the national authority and international organizations.
Two staff members from the nutrition department were
granted fellowships for training in the management of
common nutritional problems.
The first phase of the project to promote national
flour fortification activities in countries of the Region
ended in early 2003. The Regional Office is discussing
with Micronutrient Initiative of Canada the next phase
of activities. Seven countries (Bahrain, Jordan, Kuwait,
Oman, Qatar, Saudi Arabia and United Arab Emirates)
currently fortify flour with iron and folic acid on a national
basis; fortification projects exist in Afghanistan, Egypt,
Islamic Republic of Iran and Syrian Arab Republic.

Future directions
A regional and a national training workshop will be
held to further promote improved communication
strategies for the control and prevention of micronutrient
deficiencies, and a regional training workshop will be
held on a standardized nutrition surveillance system
with focus on micronutrient deficiencies. Technical and
financial support will continue for the completion of
the proposed Oman national micronutrient survey. The
Regional Office will continue to support the development
of national strategies for diet, physical activity and health,
and to support assessments of national IDD control and
prevention programmes.

Food safety
Strategic issues
Responsibilities for food safety are complex and usually
shared across several different ministries and departments
with weak coordination and little clarity on roles. There
is a growing demand in the Region for safe and nutritious
food. Harmonization of food policies, regulations and
standards has received attention in member countries
of the Gulf Cooperation Council, which have drafted
a common food export procedure that allows for shared
inspection policy and standards, and for food produced
in or imported into any of the member countries to enjoy
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circulation throughout the GCC countries. In general,
food policies, standards, regulation and food inspection
activities vary greatly throughout the Region. There is a
growing trend for eating outside the home and for eating
ready-to-eat food, particularly among young people.
Regional activities are targeted at addressing the need for
improvement of food control systems, appropriate food
inspection, food laboratory analysis, food legislation,
consumer awareness and protection, and developing a
regional food safety network.

Action taken and results achieved in 2003
Throughout the Region, efforts to improve food safety
have been carried out in continuous communication with
the Regional Office. Morocco and Tunisia developed
a national strategy for food control. Several countries
drafted new food legislation in line with international
requirements (Egypt, Jordan, Lebanon, Morocco, Oman,
Pakistan, Sudan and United Arab Emirates). The Islamic
Republic of Iran, Sudan, and Syrian Arab Republic
reviewed and updated their food standards and regulations.
Yemen finalized its food safety country profile and Egypt,
Jordan, Morocco and Tunisia harmonized their food safety
standards with the Codex Alimentarius and are moving
towards an approach based on risk management. Jordan
established a food and drug administration unit where all
stakeholders in food safety coordinate their efforts. The
United Arab Emirates adopted the use of customized software for food inspection to monitor and control the safety
of food, whether domestically produced or imported.
A manual on the development of food legislation was
developed and finalized in collaboration with the Pan
American Institute for Food Protection and Zoonoses. The
manual will assist authorities in development of legislation
that incorporates the health aspect of food safety and
in accordance with accepted international regulations.
The Regional Office continued working towards putting
food safety firmly on the national public health agenda
by addressing the issues with different authorities. The
Ministry of Health of Jordan, in collaboration with CDC,
Atlanta, and Health Canada, is conducting a special study
on the burden of foodborne disease to enable it to identify
and address gaps in disease surveillance and, in particular,
foodborne disease surveillance, based on laboratory
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surveillance. Regional training courses were conducted
on salmonella surveillance (levels 1 and 2) microbial
risk analysis management, and the Codex Alimentarius
Commission. Regional Codex Alimentarius meetings
were held.

Future directions
Implementation of resolution EM/RC46/R.6 will
continue to guide food safety strategy in the Region.
Foodborne disease surveillance and risk assessment
will be strengthened and countries will be encouraged
to initiate and implement risk assessment. National food
safety control systems will be strengthened in countries
that have completed their national food safety profiles
and developed food safety strategy and other countries
will receive support to initiate and implement these
activities. The guideline for developing food legislation
for food control systems will be distributed to all
countries. Countries will be encouraged to participate
in the Codex Alimentarius Commission, and the Codex
Committee for the Near East to ensure a supply of safe
food, whether imported or domestically produced, that
follows international food safety requirements.
Capacity-building of national food safety staff will
continue in the areas of radiation detection in food, food
risk analysis and foodborne disease surveillance. The
Regional Office will conduct regional training workshops
on food risk assessment and prevention and control
of food-borne disease. The global salmonella survey
will continue. The food inspection techniques initiated
and implemented by the United Arab Emirates will be
studied, validated and customized for other countries of
the Region.

4.4 Environmental health
Environmental health policy,
including core functions of CEHA
Strategic issues
One-third of the global disease burden can be attributed
to environmental risk factors; this figure may be higher
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in the Region due to the double burden of disease
resulting from the transitional stages of development of
several countries. Therefore, there is an ever-growing
need to identify and analyse health problems related
to environmental conditions, and to devise appropriate
solutions for environmental health problems. The
lessons learned from major disasters in the Region have
emphasized that environmental health conditions during
emergencies need sustained attention. Availability of
and accessibility to environmental health information
continues to represent a major problem and the large gap
in access to information through the internet and e-mail
is worth emphasizing. Lack of regular budget resources
to cover the cost of core functions, which are usually not
covered by donors, continues to be a major problem for
the Regional Centre for Environmental Health Activities
(CEHA).

Action taken and results achieved in 2003
The Regional Office continues its direct support to
environmental health activities in some countries through
the presence of international environmental health staff
(Afghanistan and Iraq) or national staff (Afghanistan,
Iraq, Lebanon, Pakistan and Somalia). It also continued
its support to the school of health inspectors in Lebanon.
The environmental health situation was assessed in two
countries (Afghanistan and Pakistan) and a course of
action proposed in consultation with environmental health
stakeholders at central, provincial and district levels. In
Pakistan, a national meeting on development of a national
environmental health profile was sponsored.
Promotion of environmental health activities in
refugee camps and during emergencies involved technical
support to the concerned agencies in Afghanistan,
Djibouti, Iraq, Islamic Republic of Iran, Jordan, Somalia,
Sudan and Syrian Arab Republic. Activities included
development of 2000 water and hygiene kits for field
testing in emergencies; arabization and dissemination of
resource materials on environmental preparedness during
disasters; and fund-raising to strengthen the emergency
preparedness capacity and improve environmental health
conditions in refugee camps in Iraq, Jordan, Somalia and
Sudan.

CEHA conducted four training courses for the
Public Water and Sanitation Authority and Mayoralty of
Baghdad. The UNOPS-supported project for Northern
Iraq on drinking water quality control and source
protection was completed.
One of the milestones in the development of the
initiative on Healthy Environments for Children was that of
the ministerial roundtables at the World Health Assembly.
The Minister of Health of Jordan chaired one of the four
roundtables. The delegates of eight Member States from
the Region addressed the ministerial roundtables (Cyprus,
Egypt, Jordan, Morocco, Qatar, Pakistan, Saudi Arabia,
United Arab Emirates) and expressed, inter alia, their
commitment to the initiative. The initiative was further
promoted before different bodies, including the WHO
Regional Consultative Committee and the Executive
Council of the Council of the Arab Ministers in Charge of
Environment, which adopted a resolution welcoming the
initiative and expressing willingness to contribute to its
implementation in the Arab region.
Pilot applications of the Global Initiative on
Children’s Environmental Health Indicators have started
in Islamic Republic of Iran, Oman and Tunisia. An
assessment of Environmental Health risk factors affecting
children’s health will be conducted in Pakistan and
Yemen with AGFUND support. Assessment and survey
tools have been developed for finalization and application
in 2004. Funding was also granted by AGFUND to
CEHA for demonstration projects designed to establish
healthy settings for children in Pakistan and Yemen.
Technical support was extended to Lebanon and Yemen
for the development of healthy and safe school physical
environments.
Remarkable celebrations marked the occasion of
World Health Day 2003, which was dedicated to healthy
environments for children, throughout the Region
including in Afghanistan, Bahrain, Djibouti, Egypt,
Islamic Republic of Iran, Lebanon, Morocco, Pakistan,
Tunisia and Yemen. The President of Afghanistan lent
his personal support in celebrating the event. In Jordan, a
national conference on healthy environments for children
was convened in July 2003 under the patronage of the Her
Majesty Queen Rania. The Regional Director addressed
the conference, and support was granted to the Queen
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Alia competition on the subject. The Regional Committee
adopted a resolution on the subject calling on Member
States to, inter alia, develop and implement strategies that
will result in increased support from donors, involvement
of communities and nongovernmental organizations,
and mobilization of traditional social security nets such
as awqaf and zakat. It is also worth mentioning that the
Regional Office added children’s environmental health to
its research priorities.
With the financial support of AGFUND, electronic
access to environmental health information was assessed
in Egypt, Lebanon, Islamic Republic of Iran, Pakistan,
Syrian Arab Republic and Yemen. Provision of electronic
information services by CEHA via the internet and email continued, with such services now being offered
to more than 1800 users; CEHA’s website was enriched
with several on-line databases including directories of
professionals and institutions and bibliographies on
children’s environmental health. Traditional information
services continued to be provided to users where access
to electronic information is not reliable. More than 6500
documents were disseminated, and some 200 information
requests were handled to support several environmental
health projects in countries.
CEHA continued its efforts to raise extrabudgetary
resources for intercountry as well as country projects,
with project proposals submitted to AGFUND, European
Union, Japan International Cooperation Agency, the
Government of Norway and UNICEF. Staff costs
excluded, more than 90% of CEHA activities continued
to be funded by resources from international and regional
donors.

Future directions
The Regional Office will continue to promote national
policies and actions that protect health against
environmental risks and to advocate for well staffed and
operational environmental health units in the ministries of
health. It is planned that the Regional Advisory Committee
on Health and Environment in the Eastern Mediterranean
Region will have its first meeting in September 2004.
Demonstration projects for creating healthy settings for
children will be implemented in Lebanon, Pakistan and
Yemen. The Healthy Environments for Children web
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pages will be developed and maintained at CEHA. Efforts
will continue to build an electronic environmental health
information network in the Region. This will include
human resources development; development of national
websites; and provision of equipment. Production of
training and learning materials in Arabic and other local
languages will continue.

Water supply and sanitation
Strategic issues
In 2002 the World Summit for Sustainable Development
called on countries to halve the proportion of people
without access to safe drinking water and sanitation by
2015. These targets represent monumental challenges
to many countries in the Region because of severe
water scarcity, rapid population growth, accelerating
urbanization, paucity of funds and economic downturn,
and the disruptive effect of international instability. Based
on year 2000 figures, 85 million people in the Region do
not have access to improved water supply and 154 million
are without access to adequate sanitation. Experience in
several countries indicates that while access to water
services may be granted, optimum water availability to
the households for effective health gains may not always
be secured. The main challenges include inadequate and
intermittent supply, and poor drinking water quality.
The efficiency of wastewater treatment plants remains
questionable and pollution of freshwater by urban
wastewater is a persistent problem. The reuse of the
effluents of such treatment plants and raw sewage is still
being practised in some countries of the Region, placing
the public at serious health risk. In many countries,
particularly in the lower income cities, there are serious
shortcomings in collection, transportation and disposal of
solid waste. There is a fast growing need in most countries
to develop health care waste management plans at national
and health care facility levels, and to establish legal and
institutional frameworks for implementation.

Action taken and results achieved in 2003
Support to Afghanistan continued, including technical
support to the Ministry of Health on health aspects of
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rehabilitation of the water supply and sanitation system;
training on water and health; rehabilitation of Kunduz
and Faizabad water supply systems; and reinforcement
of environmental health aspects of the sustainable
development projects. In Somalia, a national sanitary
engineer in the WHO sub-office in Hargeisa continued
the work on supervision and monitoring activities and
support to water quality testing in critical areas. In the
Islamic Republic of Iran support was provided to carry
out a situation and management assessment in regard to
water supply and sanitation and to address water quality
aspects of water harvesting.
In cooperation with UNRWA, technical support
was provided to Palestine to assess the water supply,
sanitation and drainage situation in Jenin camp and to
design facilities to correct the situation. Technical support
was also provided to promote job creation in all refugee
camps of the West Bank.
The Regional Office and UNEP Regional Office for
West Asia jointly organized the Regional Conference
for Water Supply and Sanitation in the 21st Century in
the Eastern Mediterranean Region of WHO in Rabat,
Morocco, in June 2003. The conference reviewed the
population coverage and health-related status of water
supply and sanitation in the Region, and proposed the
elements necessary for development of national policies,
strategies and plans for achieving the global targets set
for water supply and sanitation, including networking
and progress reporting. Representatives of 16 countries
of the Region, UNEP, FAO, World Bank, UNICEF
and WHO headquarters attended the conference. The
conference issued a declaration calling on countries and
international communities to reinforce their commitment
to the Millennium Development Goals by providing
adequate resources and political support for provision
of water supply and sanitation, health and quality of life
development.
A regional consultation on minimum household water
security requirements and health was held in Amman,
Jordan, in December 2003. The consultation reviewed
available evidence and called for data collection and
research to document the evidence linking household water
security and health, in order to support the development
of WHO guidance on minimum water requirements for

health. A preliminary survey tool for measuring household
water security and health was developed and a small-scale
pilot survey was conducted in Irbid, Jordan.
Needs assessment missions were undertaken to
develop modalities for WHO support to the development
of the sanitation programme at the Syrian Ministry of
Local Administration and Environmental Affairs.
A regional training course on sanitation and wastewater
management in small communities was convened with
participation from Lebanon, Jordan, Palestine and Syrian
Arab Republic. A training course handbook on design
of sanitation and wastewater management in small
communities was developed and used in three training
courses in Jordan and the Syrian Arab Republic.
In collaboration with the Arab Fund for Social and
Economic Development, health aspects of wastewater
treatment and reuse continued to receive CEHA’s
attention. Applied research was carried out on infestation
by intestinal nematode among populations of the Syrian
Arab Republic, Saudi Arabia and Tunisia. Research was
also conducted on the efficiency of wastewater treatment
in removing nematode eggs in Egypt, Iraq, Syrian Arab
Republic and Tunisia. Fourteen training courses for more
than 350 technicians were organized in nine countries and
11 national profiles on wastewater treatment and reuse
were reviewed by a regional consultation that was held in
Amman in October 2003.
A guide on sanitary parasitology was published in
Arabic and will be published in English in 2004. A desk
study on health aspects of grey water reuse was prepared,
and a regional guide for health aspects of grey water
reuse was proposed. Training materials for design and
operation of rainwater harvesting systems were compiled,
and systems were tested in Islamic Republic of Iran and
Somalia, and two training courses on safe recreational
water environments were organized, and training
materials to help in the development of national standards
were developed.
Health care waste management needs and priorities
were identified in many countries in the Region. Support
was provided for training of personnel in Egypt and
Libyan Arab Jamahiriya, and for printing of technical
guidelines in Egypt. In Tunisia, support was provided
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for preparation of a national strategy on the prevention of
legionellosis, for organization of a national public health
day on hospital hygiene and for fellowship for training
of four technical staff in nosocomial infection. Some
support was also provided for training activities on solid
waste management in Sudan and promotion of solid waste
recycling activities in Lebanon.

do not have procedures for assessing the impact of
development projects on human health and environment.
In the past three biennia, the Regional Office has assisted
several countries in development of environmental health
impact assessment of development projects. There is a
need to cover more countries.

In collaboration with AGFUND, a training
package on community-based solid waste management,
comprising a training manual and 13 posters, was
published and disseminated in the Region. A pilot project
on community-based solid waste management was also
started in Sana’a, Yemen.

Action taken and results achieved in 2003

Future directions
Ensuring the follow-up of the declaration issued by the
Regional Conference on Water Supply and Sanitation in
the 21st Century in the Eastern Mediterranean Region will
be a major endeavour in the coming years. Methodology
and tools for generating evidence on linkages between
household water security and health will be developed and
funding will be sought to carry out several population-based
surveys to generate the evidence required to support the
development of guidance on minimum water requirements
for health. Information exchange services on wastewater
projects in small communities, sanitary inspection of
water projects and formulation and adaptation of regional
guidelines on the use of recycled water and grey water
will be given high priority. Strengthening of health care
waste management at country level will require continued
advocacy to policy-makers and decision-makers and
collaboration and coordination of all stakeholders.

Environmental health risk
assessment

Training seminars on drinking-water quality and
management of intermittent water supplies were held
in Lebanon, Tunisia, Jordan, and Syrian Arab Republic.
In Jordan annual plans for surveillance of drinkingwater quality were developed, and pilot application of
the procedures for rapid assessment of drinking-water
quality was started in collaboration with headquarters. In
Lebanon, the drinking-water quality surveillance system
was designed. Technical assistance was also extended
to Qatar for refining Doha’s drinking-water quality
sampling programme. A proposal was developed by
CEHA and submitted to AGFUND seeking support for
establishment of a drinking-water quality surveillance
system in Khartoum.
WHO supported studies on health effects of
environmental conditions in the Syrian Arab Republic and
on noise and indoor air quality in Tunisia. Environmental
monitoring was supported in a number of ways in Egypt,
Lebanon and Pakistan. Following a request from Jordan, a
process for initiating dialogue on phasing out leaded fuel
has been developed.
A project for strengthening national capabilities
in the area of environmental health impact assessment
was co-sponsored by AGFUND and CEHA. Within the
framework of this project, Jordan, Tunisia and Morocco
drafted their environmental health impact assessment
guidelines for development projects.

Strategic issues

Future directions

Ensuring dissemination of the WHO guidelines related
to the protection of the human environment (water, air,
noise, recreational environments) and promoting the
development of national standards based on these continue
to be the main focus of this programme. Many countries

Methods for the effective control of quality of intermittent
water supplies will be developed and disseminated and
technical assistance and training will be extended to
countries to introduce the third edition of the WHO
guidelines for drinking-water quality, which were finalized
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in 2003. CEHA will facilitate the pilot application of the
rapid assessment of drinking-water quality in Jordan by
steering the process and providing technical assistance,
capacity-building and training to the participating national
authorities. There is an urgent need for environmental
health auditing of existing development projects in order
to mitigate existing environmental health hazards to the
extent possible.

Chemical safety
Strategic issues
The rapid globalization of chemical production and use has
increased the potential likelihood of chemical exposure
that could cause both acute and chronic poisoning. The use
of chemicals in the household, public health, agriculture
and industry has dramatically increased in the Region.
Exposure to toxic chemicals is an important public
health problem, especially where there are no systematic
poisoning prevention programmes, toxicovigilance, or
health sector contingency plans for chemical emergencies.
Chemical safety is an intersectoral issue in which the
health sector has important responsibilities. The concern
of Member States with regard to use of chemical and
biological weapons in 2002 contributed to raising the
awareness of decision-makers. Following the crisis in Iraq
many countries requested the assistance of the Regional
Office to establish a poison control centre and countries
accelerated in developing their national chemical safety
profiles.

Action taken and results achieved in 2003
National chemical safety profiles have been completed
so far in Cyprus, Egypt, Islamic Republic of Iran,
Jordan, Libyan Arab Jamahiriya, Pakistan and Syrian
Arab Republic. The Regional Office supported activities
relating to national policy and strategy development in
chemical safety in Egypt, Jordan and Pakistan; inventory
of toxic chemicals in Sudan; safe and judicious use of
chemicals in Egypt, Islamic Republic of Iran, Jordan and
Sudan; and chemical incident/exposure assessment in
Djibouti, Jordan and Somalia.

Egypt established functioning poison control and
information centres at Ain Shams University in Cairo
and in Alexandria. There are plans to establish further
centres in Minya, Dekahlia, Beheira, Ismailia and Sohag.
Jordan is in the process of establishing a poison centre at
the University Teaching Hospital in Amman, following
recently revised national chemical management profile.
Morocco and Tunisia have well established centres
providing a full range of poison control facilities. Centres
in Oman, Pakistan and Syrian Arab Republic provide
information and laboratory toxicological services. Saudi
Arabia has a network of 20 poison centres, seven of
which are well equipped regional centres, which include
analytical toxicological laboratory services. Lebanon,
Sudan and Yemen are in the process of establishing poison
control centres.

Future directions
Harmonization of classification and labelling of
chemicals; establishment of risk reduction programmes;
information exchange on chemicals and chemical risks;
and prevention of illegal international traffic in toxic and
dangerous products all require cooperation with other
international organizations to provide greater support to
countries for the preparation of their national chemical
safety profiles and programmes. The preparation of
inventories of chemicals, whether domestically produced
or imported, and establishment of a register of toxic
chemicals; establishing/strengthening of poison control
centres and dissemination of technical documents and
provision of teaching and learning materials and manuals
will continue.

5.1 Eradication/elimination of specific communicable
diseases
Dracunculiasis eradication
Strategic issues
Sudan accounts for the majority of world-wide reported dracunculiasis cases. The ongoing civil war was
the main obstacle to implementing surveillance and eradication activities in southern states of the country.
The principal issues for the national programme in the south have been achievement of early diagnosis and
high coverage of cases through containment actions, improving the village-based surveillance system,
strengthening coverage of endemic villages with vector control activities and provision of safe water
supply, enhancing supervision of activities, and increasing the awareness of the population with regard
to eradication of dracunculiasis. The drastic reduction in the number of indigenous dracunculiasis cases
in the northern states of Sudan was achieved as a result of improved surveillance, early diagnosis of cases
and implementation of a case-containment strategy. No new cases of dracunculiasis have been reported
in Yemen since 1997. The International Certification Team confirmed in December 2003 the absence of
dracunculiasis transmission in Yemen and recognized the ability of the public health system to diagnose,
contain and prevent re-introduction of dracunculiasis into areas that were free from transmission. The
report was submitted to the International Commission for the Certification of Dracunculiasis Eradication
with a view to granting Yemen the status of a country free of dracunculiasis transmission.

Action taken in 2003 and results achieved
In Sudan, technical support was provided to the national programme for implementation of the strategy
to strengthen surveillance in remaining areas of high transmission, and initiation of control measures
immediately after identification of new cases. In particular, assistance was provided in the organization
of social mobilization activities in four highly endemic states with the aim of increasing the knowledge
and participation of the target population in implementation of the eradication strategy, increasing the role
and involvement of local communities in rural and urban areas, and encouraging political commitment
of the state governments in eradication of dracunculiasis. Around 350 000 internally-displaced persons
throughout Sudan have been educated about protective measures against dracunculiasis, in order to
prevent possible infection when they return to their homelands. Training of village volunteers in
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diagnosis and treatment of dracunculiasis and distribution
of water filters to populations in endemic villages were
also supported. A total of 20 299 cases of dracunculiasis
were reported from 5160 endemic villages in Sudan. The
northern states reported only 29 imported cases. Health
education activities were conducted in 90% of endemic
villages. The coverage of households with water filters
was 66%. The positive impact of case containment
shelters in reducing new cases in the endemic areas was
assessed and this new approach in containment of cases
was applied to other areas. Fifty-two per cent (52%) of
new cases were contained or managed by the staff of the
national programme.

2004 and 2005 will be continued in all the endemic and
formerly endemic villages of the northern states.

In Yemen, the Regional Office continued to support
the national programme with surveillance activities,
investigation of rumours and supervision activities. As
a result, training of village health workers, surveillance
and health education activities have been strengthened.
All rumours of dracunculiasis were investigated by
qualified health personnel from governorate level or by a
team from the Ministry of Public Health and Population.
Supervisory visits were carried out to four formerly
endemic governorates to monitor the activities of health
workers at district and village levels.

Lymphatic filariasis is a public health problem in Egypt,
Sudan and Yemen. By the end of 2002–2003, Egypt had
completed four rounds of mass drug administration in
179 endemic areas. In Yemen, 11 endemic sub-districts
have been covered with mass drug administration, while
verification of the presence of lymphatic filariasis in
an additional 20 sub-districts is in progress. Mapping
exercises were initiated in Oman, Saudi Arabia and
Sudan. The main challenges for the national programme in
Egypt and Yemen continued to be the proper preparation,
implementation, monitoring and evaluation of massdrug administration campaigns in order to achieve high
coverage of the target population. Sudan experienced
difficulties in the mapping of lymphatic filariasisendemic areas owing to the lack of a sufficient number
of immunochromatographic test (ICT) cards. The main
challenge for the national programme continued to be
the full coverage of all endemic areas with antigenaemia
surveys, training of staff and provision of social
mobilization activities to the communities in some areas
that are difficult to access. The lymphatic filariasis status
in countries with a previous history of registered cases
was not verified owing to lack of ICT cards. The general
problem for all national programmes was the shortage of
financial support.

Future directions
The national programme in Sudan will prepare and
implement a revised strategy for dracunculiasis eradication
in the immediate post-war period throughout the country.
Great attention will be given to initiating control measures
in previously inaccessible endemic areas in the southern
states immediately after such areas become accessible.
The progress achieved in reduction of the number of cases
in the south and in interruption of transmission in some
northern states will be further consolidated. By the end of
2004–2005, the capability for surveillance and eradication
of dracunculiasis in Sudan will be sufficient in all endemic
areas through provision of training to health care personnel
and village volunteers. The coverage of endemic villages
with health education activities, distribution of water
filters and safe water supply will be further improved.
The number of cases under case containment will be
increased and almost all cases will be covered with case
management measures. Active surveillance throughout

By the end of 2005, the status of dracunculiasis in
Afghanistan will be assessed and the national report
submitted to the International Commission for the
Certification of Dracunculiasis Eradication. Yemen
will be certified as a country free from dracunculiasis
transmission.

Elimination of lymphatic filariasis
Strategic issues

Action taken in 2003 and results achieved
WHO supported Egypt in the implementation of training
and social mobilization activities, provision of drugs
for mass drug administration (MDA) campaigns, and
supervision and evaluation of the ongoing activities. The
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effect of the previous three rounds of MDA in Egypt on
transmission of lymphatic filariasis was evaluated in 50
sentinel sites with previous records of microfilaraemia.
A low prevalence of microfilaraemia (less than 1%) was
identified in only seven sentinel sites while prevalence
was negative in all other sentinel sites surveyed. Seventythree (73) training courses were organized with the
participation of 1758 doctors and nurses. The fourth
round of MDA was conducted in 179 endemic villages.
The reported coverage was 93.2% among a population of
2.7 million. Prior to MDA, social mobilization activities
were implemented; these included meetings with
health officials and community leaders, short radio and
television advertisements as well as distribution of posters
and pamphlets. Following the achievement in Egypt of
lymphatic filariasis elimination during the previous
biennium, WHO headquarters produced a publication
entitled “The global elimination of lymphatic filariasis.
The story of Egypt” which will be widely used in social
mobilization activities, and as advocacy and training
material for donors and other national programmes.
In Yemen, 286 districts in 20 governorates
were surveyed using ICT cards; 9 districts with 13
implementation units were identified as endemic. The
second round of MDA using a combination of ivermectin
and albendazole was completed during 2003. The
overall coverage rate accounted for 78.3% of the total
population of 105 000. Passive surveillance showed that
treated people tolerated the drugs with no serious adverse
reactions. Prior to MDA, social mobilization through
distribution of pamphlets and radio messages was carried
out. Ten training courses were held for 234 members of
drug distribution teams. In order to monitor the impact
of two rounds of MDA on the prevalence of lymphatic
filiariasis infection, surveys for detection of microfilaria
in thick blood smears collected by midnight were carried
out in 2 sentinel sites of each implementation unit. Results
showed that all areas were microfilaria-free except two
sentinel sites in Socotra where prevalence of microfilaria
was 5.8% and 1.6%. The programme initiated registration
for chronic cases of elephantiasis and lymphoedema and
started training of local health workers on methods of
treatment.
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In Sudan, five suspected states were surveyed, using
the questionnaire approach for rapid assessment of
lymphatic filariasis status. The surveys showed that 72%
of villages studied in the Blue Nile State, 27% in Sinnar,
47% in Bahr El Ghazal, 77% in Bahr El Gabal and 24%
in White Nile have chronic lymphatic filariasis cases. In
November–December 2003, the ICT card survey was
conducted in 12 administrative units in Blue Nile State
and all units were confirmed as endemic on LF endemic.
The ICT card survey is planned for other states.
The third regional programme review group meeting
on lymphatic filariasis elimination was hosted by the
Regional Office in December 2003 with the participation
of the group members and national managers from
endemic countries. The participants evaluated progress in
the elimination of lymphatic filariasis in the Region and
reviewed the recommendations of the fourth meeting of
the technical advisory group on elimination of lymphatic
filariasis, held in March 2003.

Future directions
During 2004–2005, the national lymphatic filiariasis
elimination programme in Egypt will complete MDA in
the majority of endemic areas and will start verification
of interruption of transmission. Mapping of lymphatic
filiariasis-endemic areas will be completed in Oman,
Saudi Arabia, Sudan and Yemen. MDA will be initiated in
endemic areas in Sudan.

Leprosy elimination
Strategic issues
Leprosy continues to have public health importance
in some countries of the Region at sub-national levels,
although the number of newly registered leprosy cases
has decreased significantly during the past several years.
Drugs for treatment of leprosy are available free in all
endemic countries, and diagnosis and treatment are
integrated in the majority of countries, either within the
primary health care system, or with other communicable
diseases programmes. The main challenges for the
endemic countries relate to reducing the backlog of
untreated cases through passive and active case detection,
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achieving full compliance of cases with multidrug
therapy (MDT), changing the negative image of leprosy
and eliminating stigma through increased community
awareness, preventing disabilities among cases, and
achieving sustainability in diagnosis and treatment of
cases in countries that have already eliminated leprosy.

Action taken in 2003 and results achieved
The Regional Office continued to support the activities of
the national programmes towards elimination of leprosy
through provision of drugs for MDT, strengthening
capabilities in diagnosis and treatment of leprosy among
primary health care personnel and provision of training
and advocacy materials. The Regional Office also assisted
countries to establish integrated surveillance and reporting
systems for leprosy, to train personnel of nongovernmental
organizations in diagnosis and treatment of cases, to
conduct special leprosy elimination campaigns in areas
that are difficult to access and to strengthen supervision
activities.
In 2003, a total of 3618 new cases of leprosy was
reported in the Region. The majority of cases was recorded
in Egypt, Sudan, Pakistan and Yemen. The increase in the
number of new cases in Somalia and southern Sudan was
recorded as a result of intensified surveillance activities.
The regional detection rate was 0.8 per 100 000. Thirtyeight per cent (38%) of new cases were registered among
females, and 6% of cases were children under 15 years
of age. Seventy-seven (77%) of new cases had multibacillary leprosy; 35 cases were registered as relapses. All
new cases of leprosy were treated with MDT.
The Regional Office continued to support training
activities. In total, 35 training courses for primary health
care personnel were organized with WHO assistance in
Egypt, Sudan and Yemen. A regional meeting of national
coordinators on leprosy elimination was organized in
May 2003 in Casablanca, Morocco to discuss operational
problems and prepare plans for 2004–2005.

Future directions
The national programmes will achieve the elimination of
leprosy as a public health problem at sub-national levels
by 2005. Focused leprosy elimination campaigns will be

conducted in pockets of high endemicity and in areas
with weak surveillance systems. The main challenge in
the coming biennium will be to achieve sustainability
in provision of diagnostic facilities and accessibility to
MDT services for leprosy cases in countries with low
prevalence of leprosy. Further efforts will be needed to
reduce the stigma associated with leprosy and to increase
rehabilitation activities among leprosy cases with
assistance from nongovernmental organizations.

Poliomyelitis eradication
Strategic issues
Significant progress has been made towards interrupting
transmission of wild poliovirus in the Region. The number
of polio-endemic countries fell from 22 in 1988 to only
3 at the end of 2003, with most of the cases coming from
a single country (Pakistan). Low routine immunization
coverage, high population density and inability to reach
each child during NIDs are the main reasons behind the
continued transmission in Pakistan and Afghanistan.
Supplementary immunization activities (SIAs) of the
highest quality possible are the only way to overcome this
challenging situation. Special efforts are made to avoid
any immunity gaps in children under 5 years.
Maintaining the quality of AFP surveillance in
polio-free countries and completing phase I of the
laboratory containment of wild poliovirus (survey and
inventory phase) together with preparedness to address
importations are top priorities for polio eradication in
the Region. The largest challenge for containment in the
Eastern Mediterranean Region is to obtain information
from the numerous unregistered biomedical laboratories
that operate in many of the countries.
With most of the countries of the Region now
polio-free, the Regional Office is preparing for the posteradication phase, particularly regarding vaccination
and specifically with respect to ending the use of oral
poliovirus (OPV) vaccine.
The regional strategic plan of action for poliomyelitis
eradication was updated and resource requirements
estimated for 2004–2005. The largest share of the costs of
poliomyelitis eradication in the Region has been provided
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by the Member States. External financial assistance is
needed to support supplementary immunization activities
and surveillance, and to ensure the availability of technical
support for countries in need.
As a reflection of the regional commitment to
poliomyelitis eradication, the Regional Committee passed
another resolution in 2003 endorsing the 2004–2005
regional plan and reaffirming its position with regard to
the importance of ensuring the availability of the financial
resources needed for the programme.
As of the end of 2003, poliovirus transmission had
been interrupted in 18 countries of the Region for more
than 3 years. In addition, Sudan has not reported a single
poliomyelitis case since April 2001, and Somalia has
not reported cases since October 2002. In Egypt, virus
transmission has become mostly localized with only one
case reported in June 2003. The number of confirmed
cases of poliomyelitis reported during 2003 was 113,
reported from only three countries (Afghanistan 8,
Egypt 1, Pakistan 103) and an importation in Lebanon.
In addition to this importation the year also witnessed the
re-introduction of the virus into areas that had been free
for some time (Minya in Egypt, Punjab in Pakistan). This
underlies the importance of maintaining very high levels
of immunization, vigilant surveillance and being prepared
for prompt and extensive response to these importations/
reintroductions.

Action taken in 2003 and results achieved
Starting from 2003 supplementary immunization
activities were concentrated in endemic, recently poliofree countries and areas at high risk of importation.
Each of the endemic countries conducted four rounds
of national immunization days in addition to up to four
in high-risk areas. These intensified supplementary
immunization activities were characterized by detailed
micro-planning, multisectoral involvement, intensified
supervision, greater focus on high-risk areas and, most
important, house-to-house vaccine delivery. Monitoring
and evaluation activities showed that these intensified
campaigns were very effective in further closing the
immunity gap among children under 5 years of age. All the
external resources provided by the international partners
were directed to these priority countries. In addition, the
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Regional Office ensured the availability of technical
assistance in all aspects of planning, implementation,
monitoring and evaluation of national immunization days.
The recruitment of more than 100 international experts
and 800 national staff was instrumental in supporting this
and other strategies of the programme.
Since it represents the gold standard for detection of
all cases in endemic countries and for proving continued
freedom from wild polio in polio-free countries, ensuring
certification-standard surveillance for acute flaccid
paralysis (AFP) is the other priority of the programme
throughout the Region. AFP surveillance continued to
improve throughout the Region. The required level of
sensitivity (non-polio AFP rate exceeding one case per
100 000 children under 15 years of age), which was
reached at the regional level for the first time in 1999,
continued to improve in 2003. The second key indicator
for quality of AFP surveillance is to have adequate stool
specimen collection from at least 80% of all AFP cases.
Region-wide, the percentage of AFP cases with adequate
stool specimens increased to 90% in 2003. Surveillance
is supported by a network of 12 laboratories all of which
were accredited by WHO during 2003. The Regional
Reference Laboratory in the National Institute of Health,
Islamabad, Pakistan has developed the capacity to
do genomic sequencing for isolated polioviruses and
is working towards joining the network of Global
Specialized Laboratories. This is testimony to the high
quality of work performed not only in that laboratory, but
also in all laboratories in the regional network.
Poliomyelitis eradication activities are very closely
monitored in the countries of the Region. Technical
advisory groups (TAG) for the priority countries
regularly review the epidemiological situation and
national plans, and provide technical advice. The Egypt
TAG met three times, the Pakistan TAG met twice, and
that of Afghanistan met once during 2003. Additionally
a Regional Technical Advisory Group (RTAG) was
established to advise Member States on other technical
issues as the Region approaches certification, including
those related to immunization policies after certification.
The RTAG conducted its first meeting in 2003.
The Regional Certification Commission (RCC)
held its tenth meeting during 2003 and reviewed the
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documentation from four more countries. So far the
RCC has reviewed and accepted documentation from 18
countries that have been polio-free for at least 3 years.
Annual updates are submitted for review by countries
after acceptance of the initial certification documentation
for review by the RCC.
High priority is given to securing laboratory
containment of wild polioviruses. As of end 2003,
the national task force/containment committees were
established and national containment coordinators
nominated in 18 countries. Three of the five remaining
countries have ongoing wild poliovirus transmission. Nine
countries have already completed the implementation
of phase I containment requirements. All national and
regional polio laboratories are implementing the Biosafety
Level 2/Polio (BSL-2/Polio).
In the continual effort to advocate for the polio
eradication initiative in the Region, the Regional Director
paid an important visit to Pakistan in September 2003.
During the visit the Regional Director met with President
Pervez Musharraf who promised to personally oversee
the final push to eradicate polio from Pakistan. President
Musharraf called for full commitment, appealing to
Governors, Chief Ministers, District Nazims and civil
servants across the country to make all efforts to ensure
the disease is eradicated from Pakistan and that every
child is protected against this crippling disease once and
for all. The Regional Director also met with the Governors
of Baluchistan and Sindh, both of whom reaffirmed the
full commitment of the provincial governments to polio
eradication.
The Ministerial Meeting held at WHO headquarters
Geneva, on 15 January 2004, for Ministers of Health of
endemic countries, was another effort to further enhance
political commitment from the remaining polio-endemic
countries. At the end of the meeting the WHO DirectorGeneral joined ministers, senior health officials and
partners (UNICEF, Rotary International and the Centers
for Disease Control and Prevention, Atlanta, USA) in
signing the Geneva Declaration for the Eradication of
Poliomyelitis, committing them to the necessary action to
eradicate the disease by end-2004.

Future directions
The top priority for the regional poliomyelitis eradication
initiative is interrupting poliovirus transmission during
2004. This can be achieved only through supplementary
immunization activities that are more intense in quantity
and the best possible in quality. In this respect, the Regional
Office is increasing its technical support to Pakistan to
ensure that every district has all the required expertise
whether from national or international consultants. Close
cooperation with UNICEF is being maintained in this
regard.
Certification-standard surveillance needs to be
maintained through global certification. Efforts will
continue to improve and sustain high quality AFP
surveillance in all countries of the Region.
With the regional eradication of poliomyelitis in
sight, preparedness for certification and post-certification
activities is becoming important. Completing the “survey
and inventory” phase of laboratory containment of wild
poliovirus in all countries is a prerequisite for the regional
certification of polio eradication. Additionally issues
related to the preparation for the eventual cessation of
OPV use after global eradication needs to be addressed.
Finally, the financial support required to implement
the regional plan for eradication through 2005 must
be made available in order to maintain the technical
and operational support needed to ensure high quality
eradication activities.

Maternal and neonatal tetanus
elimination
Strategic issues
The global target is to reduce the incidence of maternal
and neonatal tetanus (MNT) to less than 1 case per
1000 live births in each administrative district of every
country by 2005. To date, 16 countries in the Eastern
Mediterranean Region have achieved the target and
Egypt is close to achieving it. The high-risk approach
is being implemented. All seven countries that have
not yet achieved elimination (Afghanistan, Egypt, Iraq,
Pakistan, Somalia, Sudan and Yemen), have identified and
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revised their high-risk districts and are implementing their
strategic plans. Afghanistan, Egypt and Sudan made great
efforts to implement their plans of action in 2003, but the
remaining four countries (Iraq, Pakistan, Somalia and
Yemen) need to accelerate implementation of their plans.

Action taken in 2003 and results achieved
In collaboration with UNICEF, the Regional Office
continued to conduct activities in line with the regional
strategic plan for MNT elimination, focusing on the seven
remaining countries which have not achieved elimination
and targeting mainly: capacity development at all levels;
identification of high risk districts and developing and
implementing proper micro-plans; monitoring and
evaluation; promoting immunization safety; and health
education and social mobilization.
Sudan revised the number of high-risk districts from
553 to 134. This was adjusted and updated in the 2002–
2005 MNT plan of action. Three rounds of supplementary
immunization activities for MNT elimination were
conducted in 28 high-risk districts of four states, Gezira,
Sennar, North Kordofan and West Darfur, with a coverage
of 84%–97%.
Similarly, the high-risk districts were revised in Egypt
and three well-spaced supplementary immunization
activities were conducted in 2003 covering the 43 highrisk districts (14% of the total number of districts). The
coverage was high in some districts (98%) and around
80% in others. The surveillance system was improved in
the majority of districts and zero reporting has been put
in place.
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while a third round also was conducted in Taiz and
Hudeida Governorates.

Future directions
The Regional Office, in collaboration with UNICEF, will
continue to support Member States, especially the seven
countries that have not yet eliminated MNT, in revising
and updating their high-risk districts and areas, and in
developing and implementing micro-plans and the high
risk approach.
The Regional Office will also support Member States
in improving their MNT surveillance systems. Countries
that claim to have eliminated MNT will receive technical
support to confirm elimination through desk review
exercises or lot quality assurance (LQA).
Egypt is close to MNT elimination and may meet the
2005 goal with 23 high-risk districts still to be targeted with
district-wide tetanus toxoid supplementary immunization
(3 rounds) in 2004. WHO/UNICEF supported the
promotion of social mobilization to ensure attendance at
antenatal care services and TT immunization to improve
TT coverage in high risk districts as a priority.

Measles elimination
Strategic issues

MNT surveillance has been improving in Afghanistan
since its integration with the AFP surveillance; 120 cases
of neonatal tetanus were reported in 2003. The plan of
action for MNT elimination covers the period 2003–2005
and targets all districts, all districts being considered at
high risk. Three rounds of supplementary immunization
activities were implemented in four districts covering
94% with TT1, 81% with TT2 and 59% with TT3. Uniject
technology was used throughout the campaign.

The regional target, endorsed by the Regional Committee
in 1997, is to eliminate measles virus transmission by 2010
through implementation of four strategies: achieving and
maintaining high routine measles vaccination coverage
(>95%) among children aged 1 year; conducting a onetime, nationwide, mass immunization campaign (catch-up
campaign) targeting all children (usually those 9 months
to 15 years of age); providing a second opportunity for
measles immunization either through periodic follow-up
campaigns every 3–5 years targeting all children born
since the last campaign, or by achieving > 95% routine
coverage with a second dose of measles vaccine; and
strengthening measles surveillance.

Yemen identified 47 high-risk districts out of a total of
324 (15%). Two rounds of supplementary immunization
activities were implemented in all the districts identified,

The regional strategy and five-year plan for measles
elimination is in operation. Countries of the Region
are classified into two groups: those targeting measles
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elimination, and those with a focus on measles control
and mortality reduction. At the end of 2003, 18 countries
were in the elimination phase and five countries in
the control phase. The five countries in the control
phase (Afghanistan, Djibouti, Pakistan, Somalia and
Sudan) face considerable challenges in achieving high
routine coverage and are routinely providing a second
opportunity for measles immunization. In addition,
surveillance systems are weak and programme managers
are faced with a number of competing priorities, such as
polio eradication and MNT elimination. In the elimination
group, 13 of the 18 have successfully implemented all
aspects of the elimination strategy. The remaining five
countries (Egypt, Iraq, Libyan Arab Jamahiriya, Morocco
and Yemen) are expected to complete their supplementary
immunization activities in the coming year.
Measles elimination in the Region is part of a global
effort to achieve measles mortality reduction. In 2001,
WHO and UNICEF published a strategic plan to reduce
measles mortality by 50% (relative to 1999) by 2005.
In 1999, WHO estimated that there were approximately
104 000 deaths each year due to measles in the Eastern
Mediterranean Region. Since that time a number of
countries have implemented measles elimination activities
leading to a 32% reduction in the number of deaths due to
measles in the Region.

Action taken in 2003 and results achieved
The Regional Office continues to support programme
activities according to the overall strategy for measles
elimination and accelerated control, and Member States
continue to make good progress in achieving measles
elimination. All of the countries eligible for support
from the Global Alliance for Vaccines and Immunization
(GAVI) are receiving funds and considerable technical
support to improve routine coverage with measles
vaccine, focusing on micro-planning at the district level
using the Reach Every District (RED) approach.
Several successful supplementary immunization
activities were conducted in 2003. The Islamic Republic
of Iran conducted a nationwide activity targeting 5 to 25
year-olds with a combined measles and rubella vaccine,
achieving a coverage of 98%. Catch-up campaigns were
also conducted for 3 to 5 year-old children in Egypt. In

response to an outbreak in older age groups, the Syrian
Arab Republic conducted supplementary immunization
activities targeting older age groups. Morocco and Yemen
experienced financial constraints to completing their
catch-up campaigns in 2003 and plan to do this in 2004.
Similarly, plans for a national campaign were developed
for Sudan and a pilot campaign was launched with great
success in four states in January 2004.
WHO continues to support measles surveillance with
support for laboratory infrastructure and the provision
of critical supplies and reagents. All countries are
encouraged to fully investigate all measles outbreaks,
including confirmation by laboratory testing. Many
countries maintain high quality fever and rash surveillance
activities including several countries that have linked
measles reporting to surveillance for AFP. A regional
strategy to strengthen surveillance for measles in Eastern
Mediterranean Region was developed. It calls for linking
of measles surveillance with AFP surveillance with more
timely collection of surveillance data coupled with regular
analysis and feedback at the country and regional level.
This strategy was discussed at an intercountry meeting
on measles elimination held in Tunisia and consensus
was reached on reporting elements and timelines for
reporting.

Future directions
In 2004, the Regional Office will continue to support
countries to improve coverage with the first dose
of measles vaccine using the resources available
through GAVI and the RED approach. Support will
be given to conduct planning and mobilize resources
for supplementary immunization activities including
planned campaigns for Egypt, Libyan Arab Jamahiriya,
Morocco, Sudan and Yemen. Djibouti, Pakistan and
Somalia will receive support to develop long-term plans
for measles mortality reduction and eventual elimination.
The Regional Office will continue to strengthen measles
surveillance. In 2004, countries will be asked to report
measles on a monthly basis according to the agreed
upon data elements. A software package to support the
collection, analysis and reporting of data at country level
will be developed in early 2004. Additional support staff
will be recruited to assist with programme activities in the
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countries with a high measles burden. WHO collaboration
with UNICEF and other partners to achieve the goal of
measles elimination by 2010 will continue.

5.2 Control of other
communicable diseases
Vaccine-preventable diseases
control and elimination

Strategic Issues
Around 3.5 million infants miss routine immunization
every year in the Eastern Mediterranean Region, mainly
in six countries (Afghanistan, Djibouti, Pakistan,
Somalia, Sudan and Yemen). Strengthening the routine
immunization system in these countries therefore remains
the highest priority, both to increase coverage and ensure
better uniformity throughout the Region. One of the most
important WHO milestones is to reach, by the end of 2005,
at least 80% DPT3 coverage in 80% of districts in the
six priority countries. Information provided through the
WHO/UNICEF country joint reporting forms 2003 shows
that considerable efforts are needed in these countries to
achieve the milestone (see Table 5.1).
The main strategy to achieve this milestone is to
ensure that adequate technical and policy support is

Table 5.1 Reported DPT routine coverage at
district level in priority countries, 2003
Total
districts

Districts with DPT3 coverage
<50%

50–79%

>80%

Proportion (%)
with
DPT3 <80%

Afghanistan

332

175

89

63

5

nd

nd

nd

nd

Pakistan

120

21

80

19

78.6

74

59

4

2

97

Sudan

134

30

26

55

73

Yemen

332

122

131

79

64

nd: no data

With Regional Office support, all of the six priority
countries have conducted an in-depth review of their
national immunization programmes, developed five-year
plans accordingly and succeeded in getting GAVI support
for routine immunization improvement. All except
Somalia have started implementation of the five-year plan
using GAVI funds. Afghanistan and Pakistan successfully
passed the data quality audits (DQA) in late 2003,
confirming the good progress made in these countries in
improving their reporting system and implementing the
GAVI process.
To strengthen the national capacity for reaching the
goals of the five-year plans on time, particularly through
proper use of GAVI funds, GAVI advisers were recruited
for Djibouti, Pakistan, Somalia, Sudan and Yemen. An
intercountry workshop on district micro-planning was
held in May 2003 in which participants from the six
priority countries received training on the RED approach,
drafted one model district micro-plan for each country
and developed a national action plan for district microplanning. District micro-plans are now available in all
priority countries except Somalia. A joint WHO/UNICEF
team visited Pakistan (one of the seven priority countries
at global level) in October 2003 and a joint workplan
for district teams training on the RED approach was
developed and coordinated support agreed upon.
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Djibouti
Somalia

provided to priority countries in order to strengthen
key immunization functions and managerial capacity in
public health at national and district level. The “Reach
Every District” initiative launched jointly by WHO and
UNICEF is a new approach to assist countries to improve
district-level planning, implementation and monitoring
of immunization services through development of model
district plans and strengthening of district immunization
management.

Action taken in 2003 and results achieved

Routine coverage

Countries

91

Future directions
During 2004, EMRO will continue providing necessary
technical support to the six countries eligible for GAVI
support in order to ensure optimal use of GAVI funds
to improve routine immunization coverage and proper
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implementation of the RED approach. This support will
focus on re-establishment of regular outreach services,
mainly for communities with poor access; supportive
supervision; community links with service delivery;
monitoring and use of data for action; and better planning
and management of human and financial resources. An
international short-term professional will be appointed in
Pakistan to assist with proper implementation of the RED
approach. A computer application for monitoring district
level progress and performance at regional, national and
district levels and surveillance of EPI target diseases will
be developed early in 2004.

of Hib vaccine introduction. Sudan received assistance
to apply for GAVI support for Hib vaccine introduction
and received approval for a phased introduction starting
in 2006. Technical support was also provided to Syrian
Arab Republic and Tunisia to review, strengthen and
expand their surveillance system for paediatric bacterial
meningitis, and logistical support was provided to nine
countries (Egypt, Islamic Republic of Iran, Jordan,
Morocco, Pakistan, Sudan, Syrian Arab Republic, Tunisia,
and Yemen) to strengthen their laboratory capacity for
bacterial meningitis surveillance.

Future directions

Introduction of new vaccines
Strategic issues
During the past three years, Regional Office efforts
were particularly successful with hepatitis B (HepB)
vaccine introduction which is now a part of the national
immunization programme in 19 countries including
Pakistan. Up to December 2003, Haemophilus influenzae
b (Hib) vaccine had been introduced into routine
immunization in 11 countries (Bahrain, Cyprus, Jordan,
Kuwait, Lebanon, Oman, Qatar, Saudi Arabia, Syrian
Arab Republic, Tunisia and United Arab Emirates).
Despite the fact that all these countries have reported Hib3
coverage of more than 90%, the regional Hib3 coverage is
less that 12% as these countries represent just 13% of the
total number of infants in the Region.

Action taken in 2003 and results achieved
2003 witnessed the nationwide expansion of HepB
vaccination in Pakistan, through GAVI support, raising
the proportion of infants living in countries where HepB
vaccine is provided through the national routine EPI from
53% in 2001 to 91.2% in 2003. The Regional Office
played a major role in assisting Sudan to apply for GAVI
support. Sudan received GAVI approval for a phased
introduction of HepB vaccine, starting in early 2004 with
introduction of the vaccine into four states.
Technical support was provided to Libyan Arab
Jamahiriya, Morocco, Pakistan and Sudan to assess the Hib
disease burden and to initiate a cost–effectiveness study

In 2004, Regional Office efforts will focus on supporting:
Sudan in its introduction of HepB and Libyan Arab
Jamahiriya in its introduction of Hib vaccine; Egypt
and Morocco in obtaining financial resources for Hib
vaccine introduction; Yemen in proper planning for
pentavalent vaccine introduction, expected in early
2005, through GAVI support; Pakistan in obtaining more
reliable information on the Hib disease burden; Djibouti
in applying for GAVI support for HepB and Hib vaccine
introduction (routine DPT3 coverage being expected to
exceed the 50% eligibility level for new vaccines support);
and on improving monitoring and evaluation of impact of
the new vaccines. The Regional Office will establish a
regional network for bacterial meningitis surveillance and
control and will continue supporting population-based
surveillance in some countries, to help evaluate the impact
of Hib vaccine introduction and support decision-making
regarding introduction of conjugate pneumococcal and
meningococcal vaccines which are expected to become
available soon.

Vaccine quality, safety and
availability
Strategic issues
Vaccine management is still an important issue in the
Region. The global shortage of some combination
vaccines and the drastic reduction in production of some
traditional vaccines has resulted in frequent shortages in
DPT, measles and BCG vaccines, especially in countries
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suffering from poor managerial capacities for vaccine
procurement, delivery, stock management and cold chain
management. The GAVI Independent Review Committee
reported its strong concern regarding the weak overall
management of immunization programmes in most
countries of the Region, and particularly the six priority
countries.

Oman in collaboration with WHO headquarters and
the first vaccine store management training workshop
was conducted at the Centre in which 10 countries
participated, including three countries from the Region. A
sub-regional vaccine management training workshop was
conducted in Amman, Jordan in which nine countries of
the Region participated.

In terms of safety of injection in routine immunization,
available information shows that there is a high risk to
patients from non-sterile injections, coupled with a serious
risk to health care workers from needle-stick injuries and
a major risk to the communities resulting from the unsafe
disposal of sharps and infectious waste.

To ensure injection safety in immunization
services, baseline assessments were completed in
2003 in Afghanistan, Islamic Republic of Iran and
Jordan. Technical support was successfully provided to
Afghanistan and Somalia in their applications for GAVI
support to improve injection safety. An intercountry
workshop was held in December 2003 in which all
countries were assisted in drafting, reviewing and
finalizing their national action plans to improve injection
safety in immunization services. A successful pilot
project was launched in the Syrian Arab Republic in
collaboration with the Ministry of Health and the “Focus
Project” located in the WHO Mediterranean Centre for
Vulnerability Reduction, Tunisia, with the development of
valuable educational material that can be used throughout
the Region (available also in French and Arabic) and
the testing of several methods and procedures for future
expansion in the Region

Action taken in 2003 and results achieved
In order to develop regional self-sufficiency in EPI
vaccines, the Regional Office has in recent years provided
technical assistance to the vaccine-producing countries
(Egypt, Islamic Republic of Iran, Pakistan and Tunisia)
in the field of assessment, identification of problems, and
preparation of action plans and proposals for financial
support. Assessment of the national regulatory authorities
in these countries has shown that none of them is complying
with the six regulatory functions and that none of the
vaccines they produce meet the vaccine pre-qualification
criteria (at present only 18% of the vaccines used in the
Region are manufactured locally). The Regional Office
has also been coordinating contacts between vaccine
producing countries and Bio-Pharma of Indonesia for
training and transfer of technology. Technical assistance
was also provided to Pakistan to prepare a proposal for
financial support for vaccine production to donors and to
the Ministry of Finance in Pakistan.
The Regional Office has particularly focused
on assessing the vaccine management system in
some countries and building up national capacities
in this important area. An assessment of the vaccine
management system was conducted in Morocco, Oman,
Pakistan, Somalia, Sudan and Yemen in 2003 and a plan
of action drawn up to rectify the problems. A study tour
and training was organized for 13 Afghan EPI staff in
the Islamic Republic of Iran. The first Global Vaccine
Management Training Centre was established in Muscat,

Future directions
The Regional Office will continue building country
capacities for proper vaccine management through
conducting training workshops in different areas,
assessment of EPI management capacity and provision of
supplies. The Regional Office will also continue its efforts
towards ensuring vaccine self-sufficiency in the Region.
A detailed study to assess current and future vaccine
demand and supply should be conducted, and based on
requirements, a regional plan should be developed to
support the local manufacturers, first, to get the national
regulatory authority of their host country to meet the
functional requirements and second, to encourage the
manufacturers to meet the vaccine pre-qualification
criteria through financial, resource and technical
support. The Regional Office will continue to mobilize
commitment, resources and technical assistance to ensure
the safety of all immunization injections in all countries
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and to extend successful injection safety strategies and
activities to other parts of the health care services.

Tuberculosis control
Strategic issues
Tuberculosis continues to rank high on the global health
agenda and the Regional Office and the Member States
continue to work together towards the global targets of
being able to detect 70% of all estimated tuberculosis
cases, and treat successfully 85% of new positive cases
under treatment by 2005. Reaching these targets will be
a step towards the targets set for achievement of the UN
Millennium Development Goals.
By the end of 2003, the overall coverage with the WHO
recommended strategy of directly observed therapy, short
course, known as DOTS, in the Region was 87%, with an
82% treatment success rate. Eighteen (18) countries in the
Eastern Mediterranean Region have achieved DOTS ALL
OVER. The remaining four countries are either facing
complex emergency situations (Somalia and Iraq), or are
still in the expansion phase with Pakistan having a 52%
and Afghanistan a 54% DOTS coverage rate.
In spite of the progress achieved, the main challenge
in the Region is the low case detection rate (32%) in
many countries. The Regional Office in its strategic
plan 2002–2005, identified the key strategic goals for
attaining the global targets as: Afghanistan and Pakistan
to complete DOTS expansion to reach DOTS ALL
OVER in 2005; and all the other countries to ensure
the provision of high quality and comprehensive DOTS
(DOTS comprehensiveness) to all tuberculosis patients
in their countries by 2005. This is necessary to ensure
sustainability and maintenance of the success achieved
so far.

The Regional Office intensified its country support
through in-depth review missions to Pakistan and Yemen
and technical support to the countries concerned in their
proposals and follow-up to the Global Drug Facility
(GDF), Green Light Committee (GLC), Fund for
Innovative DOTS Expansion through Local Initiatives
to Stop Tuberculosis (FIDELIS), and the Global Fund to
Fight AIDS, Tuberculosis and Malaria.
In close collaboration with WHO headquarters
the Regional Office revised the tuberculosis incidence
estimates in six countries, Egypt, Islamic Republic of
Iran, Jordan, Lebanon, Syrian Arab Republic and Tunisia.
This revision was possible in these countries because of
their strong tuberculosis surveillance system, including
the recording and reporting component of the tuberculosis
control programme. The revision led to a considerable
improvement in the estimation of case detection rates in
these countries (Figure 5.1).The Practical Approach to
Lung Health (PAL) was introduced in the Region. It is
a WHO initiative that aims to improve care provided to
people with lung disease including tuberculosis, based on
a symptomatic approach. It is now being implemented in
Morocco and Tunisia, while Jordan is in the pilot phase.
Egypt and Syrian Arab Republic will join the initiative
in 2004.

Action taken in 2003 and results achieved
Activities were carried out in 2003 to address the
challenges described, the strategic directions set and
the recommendations of the regional Stop Tuberculosis
Technical Advisory Group, which resulted from the
meeting of the managers of national tuberculosis
programmes in 2002.

Figure 5.1 Case detection rate of smear-positive
cases before and after revision of estimates
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To improve reporting and recording, an electronic
system for the district level was developed and is currently
being tested in Pakistan and Yemen.
In line with promoting DOTS comprehensiveness in
the Region, the Regional Office provided technical and
financial support for the study of tuberculosis teaching
in medical schools in Egypt, Jordan, Kuwait, Lebanon,
Pakistan and Tunisia and by the International Federation
of Medical Students Associations.
A laboratory network survey was conducted during
2003 in 11 countries and its results will be used to
strengthen the laboratory component of the guidelines
for quality assurance of tuberculosis services, currently
in preparation.
A survey on health sector involvement in tuberculosis
control was conducted during 2003 in 12 countries in the
Region, in addition to a review of the public–public,
public–private mix in Egypt which was conducted in
collaboration with the Royal Tropical Institute, The
Netherlands, and the national tuberculosis programme of
Egypt. The results of these activities will be used to develop
the regional framework of DOTS comprehensiveness.
Drug resistance surveys were completed in Egypt, and in
some countries of the Gulf Cooperation Council, and were
initiated in Jordan, Lebanon and Syrian Arab Republic.

Future directions
DOTS expansion in Afghanistan and Pakistan will
be accelerated using the existing health structure and
promoting community participation. In order to ensure
high quality DOTS activities, regional standards will
be developed for quality assurance of services, including
laboratory, surveillance and logistics systems. The
epidemiological situation will be reviewed in some
countries in order to accurately estimate the tuberculosis
burden. DOTS comprehensiveness, which is measured
by the involvement of different health care providers in
DOTS, will be promoted through the development of a
regional framework that involves all health care providers,
in addition to the ministries of health, in DOTS activities,
particularly the private health sector, sister organizations
and other ministries. A set of “Beyond DOTS” strategies
will be established for countries that have achieved DOTS
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ALL OVER in order to further enhance tuberculosis
control. The Beyond DOTS strategy package will include
the PAL initiative, management of contacts, active case
detection among high-risk groups, and chronic (drugresistant) tuberculosis case management.

Strengthening communicable
diseases surveillance and
response
Strategic issues
The purpose of the communicable disease surveillance
and response programme is to ensure use of appropriate,
consistent and timely surveillance data for: the design
and targeting of interventions to contain communicable
diseases; the identification of, and rapid and effective
response to, threats from new or re-emerging diseases;
and improving national preparedness for epidemics.
The main strategic directions are: development and
strengthening of national disease surveillance systems;
development and strengthening of national human
resources; development of national preparedness plans to
respond to possible emergence of epidemics; continuous
monitoring of occurrence of and response to outbreaks of
communicable diseases at national, regional and global
levels; strengthening the role of the regional WHO
collaborating centres in supporting surveillance activities;
and supporting applied research.

Action taken in 2003 and results achieved
In-depth reviews of the national communicable disease
surveillance systems were conducted in the Islamic
Republic of Iran and Libyan Arab Jamahiriya. Strengths
and weaknesses of the existing system were identified
as well as opportunities for and threats to effective
and efficient surveillance and control, and national
plans of action were prepared to strengthen disease
surveillance. Other activities to strengthen national
communicable disease surveillance systems in the
Region included: review and successful implementation
of an integrated communicable disease surveillance and
health information system in Somalia; implementation of

96

Annual report of the Regional Director, 2003

integrated communicable disease surveillance in most of
Sudan; contribution in provision of support to re-establish
the communicable disease surveillance system in Iraq and
to prevent, detect early and control rapidly all outbreaks
during the crisis; and establishment of a sentinel influenza
surveillance system in the holy cities of Saudi Arabia to
study influenza activities during the pilgrimage season.
The Regional Office and the United Nations Fund for
International Partnerships (UNFIP) supported a project
that was implemented between May 2000 and February
2004 to strengthen surveillance and response for epidemicprone and vaccine-preventable diseases in southern Sudan
using the integrated disease surveillance strategy. Despite
the complex situation of southern Sudan, the early warning
and response network (EWARN) has succeeded in
bringing together various local and international partners
to detect and respond to epidemics, despite the enormous
challenges involved, and has strengthened local capacity
for preparedness, early detection, investigation and rapid
response to outbreaks. The Regional Office renewed the
contracts for the surveillance officers in order to retain
trained capacity.
Of the 8422 cases of severe acute respiratory syndrome
(SARS) that occurred in 29 different countries in the
world, only one probable case of SARS was identified
and reported in the Eastern Mediterranean Region, from
Kuwait. Information, including recommended strategies
for prevention and control, about diseases of public health
importance was quickly distributed to all Member States
during the SARS outbreak. Epidemiologists from the
Regional Office, Oman, Saudi Arabia and Syrian Arab
Republic attended the global SARS meeting in Kuala
Lumpur, Malaysia. Information was also disseminated
to Member States on the plague outbreak in Algeria, and
Ebola outbreaks in several African countries through
direct correspondence and through the DCD newsletter.
The Regional Office contributed to capacitybuilding in the Region by organizing a course on Global
Salmonella Surveillance Pre-level 3. The Lyon project on
strengthening national laboratory surveillance capacity for
epidemic-prone diseases continued to provide its support
to seven countries of the Region. A computer application
for a disease early warning system was established in
Lebanon.

In May 2003, a yellow fever outbreak was confirmed
in the Eastern Equatoria region of southern Sudan. A total
of 222 cases was reported with 70 deaths (case fatality
rate 31.5%). With assistance from WHO headquarters, the
Regional Office supported the WHO offices in Nairobi
and Khartoum to procure yellow fever vaccines, and to
support community-based activities despite difficulties in
finding the affected population, the mountainous terrain,
the rainy season and the poor roads. A mass vaccination
campaign was conducted. Vector control activities
included health education and clearing of standing water
bodies and other breeding sites for mosquitoes. More
than 2700 bednets were distributed. No new cases were
reported after 15 July, 2003. In order to maintain active
surveillance for yellow fever in the affected areas, 38
healthcare facilities were identified as sentinel sites and
more than 250 staff, counterparts, health care workers,
community leaders were trained.
An outbreak of dengue fever occurred in Shabwa
province, Yemen, in the second week of July 2003.
Using a clinical case definition, 210 suspected cases
were identified. About 50% of the specimens tested at
NAMRU-3, Cairo, Egypt, a WHO collaborating centre,
were serologically confirmed. Unlike the outbreak in
2002, which affected six villages in the Shabwa region,
this outbreak occurred mainly in the provincial capital,
Ataq. There were no reported deaths from dengue fever
during the outbreak, which was over by the end of August
2003.
The Ministry of Health and Population, Egypt,
notified the Regional Office on August 21, 2003, of the
appearance of 45 cases of Rift Valley fever, including 17
deaths. Patients presented with encephalitis rather than
haemorrhagic manifestations. Cases were serologically
confirmed at NAMRU-3, Cairo, Egypt. The Rift Valley
fever virus was isolated. Cases were mostly confined to
the Nile delta area. A WHO team assisted the Egyptian
health authorities in the outbreak investigation and in
enhancing surveillance activities. The WHO office,
Egypt, and the Regional Office provided pesticides for
vector control as well as technical assistance. A strategy
for surveillance and control of Rift Valley fever in animals
was developed.
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The Regional Office strengthened its long-standing
relationship with NAMRU-3. During 2003, NAMRU-3
supported an in-depth review mission and surveillance
activities in Iraq, establishment of an influenza surveillance
system in Saudi Arabia, and laboratory investigations of
many outbreaks in the Region.

Future directions
The Regional Office will continue to provide training on
specific aspects of communicable disease surveillance
and response, in-depth review missions and technical
support during outbreaks. Efforts will be made to increase
transparency in reporting outbreaks in countries. Two
regional meetings will be held to increase awareness
of and abidance with the proposed revision of the
International Health Regulations in all Member States,
and to achieve adoption of the proposed revision at the
World Health Assembly, 2005. The Regional Office will
assist countries to develop plans for attaining national
consensus on the proposed revised regulations prior to
submission to the Inter-Governmental Working Group on
the International Health Regulations.

Zoonoses
Strategic issues
Brucellosis, rabies and hydatidosis continue to be the
major zoonotic diseases in the Region with considerable
economic impact on human and veterinary health.
Brucellosis is the most important zoonotic disease in
the Region, with more than 50 000 reported cases and
200 000 estimated cases per year. Control programmes
in most countries suffer from structural weaknesses and
economic deficiencies that do not allow sufficient levels
of vaccination of the susceptible animal populations or
efficient diagnostic laboratory support. Poor societal
awareness, in association with the lack of coordinated
activities in public health education, contribute to the lack
of progress in reducing incidence of the disease. A few
countries have reduced the prevalence of the disease in
cattle by vaccination of susceptible animals, but there
has been little progress in reducing prevalence in sheep
and goats. The importation of a large number of sheep
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and goats from endemic countries adversely affects
the situation and facilitates the spread of the disease to
previously unaffected areas.
Rabies continues to constitute a major threat in
Pakistan and Yemen, and in parts of the Islamic Republic
of Iran and Morocco, with 240 0000 reported dog bites
and an estimated 5000 deaths (mostly in Pakistan) in the
Region each year. In the absence of effective prevention
against animal bites, considerable funds are spent by most
countries on post-exposure treatment of humans.
Hydatidosis is a problem in the Maghreb,
particularly, with an average prevalence of 2.5% in some
rural areas and more than 6000 cases operated on every
year. Programmes in endemic countries are limited to the
management (through surgery) of diagnosed cases and no
prevention programmes have been developed.

Action taken in 2003 and results achieved
The Regional Office continued to support the national
programmes in strengthening surveillance and control
capabilities through provision of technical advice,
expert consultations, training courses and provision
of supplies and equipment for laboratory diagnosis.
The Regional Office supported Pakistan in developing
a national plan for rabies control at the provincial level,
and also supported the consensus meetings of potential
stakeholders from different sectors including the Ministry
of Agriculture. The reporting system was considerably
improved, and guidelines and education materials were
provided to the health centres. Training was supported
on clinical management of animal bites/rabies and on
creating awareness among the general public through the
media.
In the Syrian Arab Republic, WHO, in collaboration
with the Mediterranean Zoonoses Control Programme,
supported the establishment of a multisectoral control
programme, involving all concerned sectors, focusing
on brucellosis and rabies. This may have contributed to
the fall in rabies cases to just three in 2003. In Oman, the
brucellosis endemic focus of Dhofar was investigated in
depth and a detailed multisectoral workplan to control
the disease was finalized. WHO and FAO supported a
campaign to reduce the dog population in Afghanistan,
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involving the Ministries of Public Health, Agriculture
and Livestock and the Municipality of Kabul and other
major cities. Support continued for strengthening of the
reporting system for animal bites/rabies, treatment of
cases exposed to suspect rabid animals and investigation
of reported deaths. No rabies cases were reported in
Afghanistan in 2003.
During an intercountry meeting organized by the
Regional Office in Tunis, March 2003, and attended by
participants from both the health and veterinary sectors,
the current situation of zoonosis control programmes
in the Region was reviewed and country workplans for
2004–2005 were developed. The challenges identified
in establishing prevention and control programmes stem
mainly from the absence of or the weak collaboration
between the medical, veterinary, food safety and animal
trade sectors at all levels (international, regional and
country). These issues and challenges were also raised
by the Regional Committee at its 50th session, and a
resolution on zoonoses (resolution EM/RC50/R.11) was
adopted which recognized the public health importance of
zoonoses in the Region and emphasized the need for the
adoption of multisectoral approaches involving both the
public health and veterinary sectors for the surveillance
and control of these diseases.

Future directions
In 2004–2005 efforts will be focused on translating the
Regional Committee resolution on zoonoses into action,
in particular strengthening partnership with concerned
regional and international organizations. Efforts will
also be made to study the economic burden of zoonoses,
including cost–benefit and cost–effectiveness analyses
of zoonosis control intervention, to develop regional
control plans; to raise public awareness of and political
commitment to prevention and control, to promote the
development of regional self-sufficiency in vaccines for
zoonotic diseases and to support countries in applying and
following up on the resolution.

Control of tropical diseases of
regional specificity
Schistosomiasis and soiltransmitted helminthiasis
Strategic issues
During the past 20 years, schistosomiasis was eliminated
in Islamic Republic of Iran, Lebanon and Tunisia and
mortality, morbidity and transmission of the disease
were greatly reduced in Egypt, Iraq, Jordan, Morocco,
Saudi Arabia and Syrian Arab Republic. In Morocco
however, a resurgence was observed in 2003 in foci
in four provinces where transmission was supposed to
have been interrupted, mostly due to demobilization
of the control programmes. Schistosomiasis and soiltransmitted helminthiasis infections remain a major
problem in Sudan, Yemen and some areas of Somalia.
Eight million people are infected by schistosomiasis in
Yemen (3 million) and Sudan (5 million) with prevalences
of up to 70%–90% in some areas of both countries. The
main reasons for the continued high prevalence appears
to be the adoption of a strategy based on case detection
and treatment rather than of expanding community-based
mass chemotherapy, insufficient coverage due to a lack of
resources and weak integration with school programmes
and with other partners working on the same targets.
In Egypt the control programme continues to progress
satisfactorily with prevalence now below 5% in most of
the transmission areas.
The WHO global strategy focuses on evidence-based
treatment with single-dose anthelminthics of the high-risk
group through the primary school health system or other
ongoing health or education programmes. A single dose
of praziquantel can reverse 90% of urinary tract lesions in
schoolchildren infected with S. haematobium, after only
6 months. In addition, deworming is safe and effective as
treatment once a year is sufficient even in the most infected
communities. WHO has developed new partnerships with
other organizations, nongovernmental organizations and
the private sector to reduce costs and expand coverage.
The Partnership for Parasite Control (PPC), launched in
Geneva in 2001, has had a great impact, and the World
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Food Programme has agreed to integrate deworming
in the ongoing school feeding programmes in many
countries.

Action taken in 2003 and results achieved
WHO provided technical support and on-the-job
training to Afghanistan, Oman, Sudan and Yemen.
This has contributed to launching new programmes in
Afghanistan, and to expansion of the coverage of the
programme in Sudan and Yemen. In collaboration with
WHO headquarters and the World Food Programme,
a programme to control soil-transmitted helminthiasis
was launched in Afghanistan. A prevalence survey for
schistosomiasis was conducted in five governorates in
Yemen and showed prevalences of S. mansoni up to 90%
in parts of Taiz and Ibb and of S. haematobium up to
80% in Sa’ada governorate. Similar surveys were carried
out in Sudan in some irrigation schemes and revealed a
prevalence up to 80% in some parts.
With WHO support, Oman investigated the ecological
situation of the emerging focus of S. mansoni in Dhofar
and undertook on-the-job training of local staff and
research personnel and finalized an operational workplan
to control the disease. An intercountry meeting was
organized to review the situation in endemic countries
and to finalize with the programme managers the national
workplans to control the disease in countries with high
endemicity and to eliminate it in countries with low
endemicity by 2010.

Future directions
During the next biennium the countries with high
endemicity (Somalia, Sudan, Yemen) will be particularly
supported to adopt and properly implement the WHO
global strategy for the control of schistosomiasis and
soil-transmitted helminthiasis, building on the smallscale initiatives and starting with primary school children.
The lack of transportation facilities for field supervision
is a problem in these three countries and requires
extrabudgetary funds. In countries with low endemicity for
S. haematobium (Jordan, Libyan Arab Jamahiriya,
Morocco and Syrian Arab Republic), the implementation
of specific adapted strategies will be supported to
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maintain the efficient surveillance and control system.
WHO will support rehabilitation of the schistosomiasis/
soil-transmitted helminthiasis control programme in Iraq,
in collaboration with the World Food Programme, and
development of the soil-transmitted helminthiasis control
programme in Pakistan. The long-term sustainability of
the control programme in the Region and securing of
the resources needed to cover regular mass treatment
campaigns in primary schools will remain a challenge.

Leishmaniasis
Strategic issues
A number of different Leishmania parasite species are
present in the Region, causing distinct leishmaniasis
entities, each requiring a specific prevention strategy.
Severe seasonal (November–February) outbreaks
of anthroponotic visceral leishmaniais (AVL) due to
L. donovani are registered every year in Sudan (15 000
reported cases in six states in 2003), especially following
mass displacements of non-immune populations to
transmission areas. AVL also affects communities living
in 10 regions of Somalia populated by at least 65% of the
total Somali population, where transmission is maintained
by the presence of post-kala-azar dermal leishmaniasis
(PKDL) cases. A zoonotic transmission cycle is suspected
to exist but the animal reservoir (probably a wild rodent
or a mustellidae) has not yet been identified. The disease
is fatal in the absence of treatment.
In both countries, implementing an AVL prevention
and control programme to cover all the affected areas
is a real challenge, given the prevailing situation and
the weakness and low coverage of the health system,
and the limited accessibility to these areas. The difficult
diagnostic and treatment procedures involved add to the
challenge. A few health facilities, run by nongovernmental
organizations, are equipped, and have trained staff, to
deliver diagnostic and treatment services in both countries.
However, their coverage is still very limited, leaving a
large proportion of undiagnosed AVL cases and untreated
PKDL that maintains the transmission. Better coverage
may be expected if integrated approaches, targeting all
diseases, and health and development in general, and not
specifically AVL, are implemented in these areas.
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Anthroponotic cutaneous leishmaniasis (ACL)
caused by L. tropica is a major problem, particularly in
the Syrian Arab Republic (more than 20 000 cases in
2003), in some urban foci in Afghanistan and in North
Pakistan. Outbreaks of zoonotic cutaneous leishmaniasis
(ZCL), caused by L. major, continue to appear in desert
zones in Islamic Republic of Iran, Morocco, Pakistan and
Tunisia. The outbreaks usually result from population
explosions among the rodent reservoir which follow rainy
years or water resource development projects. It has been
shown (in Jordan Saudi Arabia and Tunisia) that ZCL
can be effectively eliminated by ecologically friendly
modifications of the biotope of the rodent reservoirs,
which requires the intervention of other sectors.

Action taken in 2003 and results achieved
Technical support, including detailed protocols on how
to develop community-based approaches to the use of
insecticide-treated nets and how to validate the feasibility
of such approaches was provided to Sudan and the national
plan was revised and updated. WHO also supported the
development of guidelines for AVL management, and
drugs were provided to assist timely response to outbreaks
in some accessible areas of the country. WHO also
supported the production of Leishmania antigen for use
in the direct agglutination test (DAT) in 2003. To improve
coverage, four regional coordinators were recruited by the
programme for the most affected areas.
In the Syrian Arab Republic, the surveillance system
for ACL was reviewed and precise mapping of the active
transmission sites and a better follow-up of the dynamics
(emergence and extinction) of the foci was performed.
Several training activities were supported by WHO, to
maintain adequate early detection and treatment activities
in 15 main centres and 200 district centres for leishmaniasis
control. This better performance in surveillance and
reporting may explain the apparent increase in reported
cases of ACL in 2003. Unfortunately, the communitybased approach proposed by the Regional Office in 2002
for Afghanistan and the Syrian Arab Republic has only
been implemented in Aleppo Governorate in the Syrian
Arab Republic and needs to be expanded.

Future directions
Somalia and Sudan will receive support to better evaluate
the magnitude and the eco-epidemiology of AVL/PKDL
and to improve the coverage of the affected areas with
adequate and appropriate diagnosis and treatment facilities,
in partnership with nongovernmental organizations. There
is a need to make anti-leishmaniasis drugs available to
ensure timely response to expected outbreaks of AVL. In
Morocco, it is planned to strengthen the capacities for the
implementation of a multisectoral early warning system
to prevent rodent population explosions and outbreaks of
ZCL.

Trypanosomiasis
Strategic issues
Sudan, especially the southern areas, is the third most
endemic country in Africa for trypanosomiasis (sleeping
sickness), a fatal disease if untreated. Several major
outbreaks occurred in Western Equatoria Region in the
20th century. The disease was brought under control
during the 1980s as the result of an active SudaneseBelgian control programme, but since 1990, the prevailing
conflict and the resulting collapse of the health system and
discontinuation of control activities with large population
displacement, has resulted in re-emergence of the disease
as a major public health problem. Diagnosis and treatment
of trypanosomiasis requires an invasive technique and
skilled personnel. In the affected areas, only highly toxic
injectable drugs, which require a long period for treatment,
are available. The existence of more than 20% resistance
to melarsoprol in some areas of southern Sudan adds to
the difficulties. Since 1999, various nongovernmental
organizations have started control programmes, and
activities were considerably boosted in 2001 in four out
of the five major foci by the WHO/AVENTIS partnership
initiative.

Action taken in 2003 and results achieved
The WHO/AVENTIS partnership initiative was
consolidated and developed with nongovernmental
organizations in Sudan. Full logistic (provision of field
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cars, supply of drugs and diagnostic tools) and technical
support (including on-the-job and training for local
staff) was provided to strengthen national capacities
for control of trypanosomiasis foci in Juba. This led to
a better mapping of the affected areas in that region.
The programme continues to be well implemented,
in a difficult and underserved area and is achieving
remarkable progress in four out of the five foci. In Kiri
(Maridi county) for example, the prevalence was reduced
from more than 25% to less than 1% in 2003. During
2002 and part of 2003, 138 800 people were screened
and the lives of 6849 new cases were saved by adequate
timely diagnosis and treatment. However, in Tambura
and Ezo counties, no active case detection surveys have
been conducted since the departure of the International
Medical Corps in 2000 and, according to Médecins Sans
Frontières and the local authorities, trypanosomiasis is
again becoming a major public health problem, mainly
because of the unavailability of both tools for diagnosis
and drugs for treatment.

Future directions
During 2004–2005, the extension of the service coverage
will remain the priority. Some nongovernmental
organizations in Sudan have already planned to extend
the coverage to some uncontrolled pockets in their areas.
Emergency action will be undertaken in Tambura and Ezo
counties and the possibility of coordinating with control
teams operating in Arua, Uganda, near the Tambura
area, will be investigated. The increasing resistance
to melarsoprol in southern Sudan is a real challenge,
particularly as the only alternative is eflornithine, which
requires 56 perfusions within 2 weeks for each patient.
A coordination meeting was held in early 2004 to assess
the situation; to reinforce coordination and standardize
activities between all actors involved in trypanosomiasis
control in southern Sudan; to stimulate extension of
activities to the most affected areas and the uncovered
areas; and to prepare a joint WHO/FAO proposal to
add vector control and animal trypanosomiasis control
components to the programme in Sudan.
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Control of sexually transmitted
diseases (including AIDS)
Strategic issues
The total number of people living with HIV/AIDS in the
Region is still estimated to be around 700 000. More than
55 000 people are estimated to have acquired the infection
and more than 45 000 to have died of AIDS during 2003.
Infections linked to injecting drug use are reported in
many countries but there is particular concern about the
rise in HIV transmission among injecting drug users
in Bahrain, Islamic Republic of Iran and Libyan Arab
Jamahiriya.
Regional programme activities are guided by
the regional strategic plan to strengthen health sector
response to HIV/AIDS and sexually transmitted diseases
(STD) for the period 2002–2005. However, the WHO 3
by 5 Initiative, launched in 2003, which aims to provide
antiretroviral therapy to 3 million people in need in
developing countries by the end of 2005, as a WHO
priority, is now an additional guiding strategy.

Action taken in 2003 and results achieved
To ensure political commitment and sustained public
information about HIV/AIDS and STD the thirteenth
intercountry meeting of the national AIDS programme
managers, held in Abu Dhabi in July 2003, reviewed the
status of implementation of the regional strategic plan
and identified country needs for the next biennium. The
AIDS Information Exchange Centre (AIEC) continued
to provide countries with information materials and
publications, and printed and distributed the Arabic
translation of the executive summary of the WHO
document Scaling up antiretroviral therapy in resourcelimited settings: guidelines for a public health approach.
For the second year consecutively, the theme of the World
AIDS Day Campaign was stigma and discrimination
related to HIV/AIDS, with the global slogan ‘Live and
let live’, which was complemented by a regional slogan
‘AIDS is treatable. For a better future act now!’ All
countries of the Region celebrated World AIDS Day with
high media coverage in line with the global media interest
and coverage of the 3 by 5 initiative.
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The Regional Office assisted countries in mobilizing
resources providing technical support for the development
of proposals to the Global Fund to Fight AIDS,
Tuberculosis and Malaria and for implementation of
approved proposals. Two countries (Islamic Republic
of Iran and Sudan) received approval for support in
the third round of applications. In collaboration with
the Global Fund, a joint meeting was organized in the
Regional Office in June 2003 in order to brief countries
on operational policies and procedures of the Global Fund
including the role of recipients in implementation, and to
facilitate the development of country-specific plans.
Human resources development and capacity-building
were a priority. A course on hot line counselling was
organized in cooperation with UNICEF, UNAIDS and the
National AIDS Programme in Egypt, and was attended
by counselling and health education specialists from
Oman, Palestine, and Syrian Arab Republic. Workshops
were held in Cyprus for school health personnel and
members of youth organizations, to improve knowledge
and negotiation and interpersonal communication skills
in HIV/AIDS peer education and prevention, and in Saudi
Arabia on AIDS health education for AIDS coordinators
and primary health care physicians. Funds provided by
Deutsche Gesellschaft für Technische Zusammenarbeit
(GTZ) to establish a ‘Knowledge hub’ in Sudan for
capacity-building on HIV/AIDS were used to assess
capacity-building needs in Sudan. The Knowledge hub is
planned to be launched in the first half of 2004.
A regional meeting on expanded access to HIV/AIDS
treatment in the countries of the Eastern Mediterranean
Region, was organized in Cairo, Egypt, in February 2003.
The progress in access to HIV/AIDS treatment in the
Region was reviewed, key steps for scaling up access
to care and HIV treatment in the countries of the Region
were identified, and action plans for national planning
and implementation were drafted. A regional consultation
meeting on voluntary counselling and testing (VCT) for
HIV/AIDS in the Region was held in Cairo, Egypt in
July 2003. Existing counselling services and practices,
the linkages to prevention and care programmes, and
opportunities in setting up and maintaining VCT services
were discussed. A strategic framework for VCT was
developed for different levels of the epidemic in countries

of the Region. Three sub-regional meetings were held
to help countries develop and implement their plans for
assessment, monitoring and control of STDs. Technical
support was provided to Djibouti and Sudan to develop
care guidelines and interventions, and to Libyan Arab
Jamahariya and Oman to assess the HIV problem with
special consideration to the aspect of injecting drug use.
A regional meeting on HIV/AIDS/STD surveillance
and monitoring was held in Abu Dhabi, United Arab
Emirates in July 2003. HIV/AIDS and STD surveillance
systems in the countries were reviewed and strategies
to strengthen them were developed. In order to increase
national capacities to use methods for estimations and
projections, and to revise their national HIV estimates,
the Regional Office in collaboration with UNAIDS and
WHO headquarters organized a training workshop on
methods for HIV/AIDS estimations and projections for
the countries of the Middle East and North Africa in Cairo,
Egypt, in September 2003. National epidemiologists and
data analysts involved in producing HIV/AIDS estimates
were trained on the use of methods and software for
estimations and projections.
Staff from the Regional Office attended a meeting held
in Montreux, Switzerland, in October, 2003 on regional
involvement and planning for the 3 by 5 Initiative. The
regional work-plan for 2004–2005 was established as well
as a regional taskforce to follow up on implementation
of the plan and advise on different activities. A briefing
and advocacy meeting on the 3 by 5 Initiative was held
in February 2004 and was attended by representatives of
priority countries.

Future directions
The Regional Office will continue to work on supporting
the implementation of both the regional strategic plan
2002–2005 for improving health sector response to
HIV/AIDS and STD, and the 3 by 5 Initiative, at regional
and country levels. In 2004–2005, these efforts will be
concentrated on the following areas: supporting the
development of care services for HIV/AIDS/STD in
the national health systems and scaling up delivery of
antiretroviral therapy; strengthening HIV/AIDS/STD
surveillance; establishing STD services and control

Integrated control of disease

programmes; supporting countries to develop proposals
to the GFATM, and to implement the approved proposals;
and supporting HIV/AIDS/STD operational research.

Malaria control
Strategic issues
The global target of halving the malaria burden by 2010
has been adopted by the malaria-endemic countries in
the Region, which include five countries with a severe
malaria problem (Afghanistan, Djibouti, Somalia, Sudan
and Yemen). More than 90% of the malaria cases in
the Region occur in these five countries and control of
malaria remains a challenge because of limited human
and financial resources, and weak health and surveillance
systems. Among the countries with moderate endemicity,
the Islamic Republic of Iran and Saudi Arabia have
achieved great reduction in the number of malaria cases,
while Pakistan has been slow in deploying a malaria
control plan. The main strategic directions in malariaendemic countries are: ensuring prompt access to
effective case management; use of multiple prevention
measures including indoor residual spraying, insecticidetreated materials, and intermittent preventive treatment in
pregnancy; and epidemic prevention and control.
The Regional Office is also supporting countries
with limited malaria foci (Egypt, Morocco, Oman,
Syrian Arab Republic) to achieve the elimination target,
and malaria-free countries to prevent reintroduction
of malaria transmission. The key strategies are
strengthening epidemiological and entomological
surveillance and awareness and protection of travellers,
and assuring rational use of vector control measures. The
current situation is summarized in Tables 5.2 and 5.3
respectively.

Action taken in 2003 and results achieved
In order to strengthen capacity at the national level,
technical staff were recruited in Pakistan, Somalia and
south Sudan, while similar support to Afghanistan,
Sudan and Yemen was maintained. National capacitybuilding and technology transfer was supported in several
countries in key areas, including: malaria planning and
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control; case management; vector control; communication
and health awareness; medical entomology; monitoring
of therapeutic drug efficacy; and improving diagnosis.
Islamic Republic of Iran, Somalia, Sudan and Yemen now
have functional sentinel monitoring sites and the results
are influencing drug policies.
Significant progress was made in 2003 with the
development of appropriate technical guidelines for
the improvement of key strategies for the control of
malaria and other vector-borne diseases. These included
the regional strategic framework for integrated vector
management, guidelines on monitoring insecticide
resistance, regional guidelines on the management of
public health pesticides, including country profiles, and
guidelines on malaria microscopy and quality assurance.
The WHO publications Instructions for treatment and use
of insecticide-treated mosquito nets and Basic malaria
microscopy were translated into Arabic. National strategic
plans on use of insecticide-treated nets were finalized for
Afghanistan, Djibouti, Saudi Arabia, Sudan and Yemen.
A regional network for monitoring vector resistance
was initiated and country-level partnership was fostered
at the annual meeting of national malaria programme
managers held in Lahore, Pakistan in June 2003. The
meeting brought together experts, partners from private
and public sectors, nongovernmental organizations and
participants from the WHO Regional Office for Africa. A
cross-border coordination meeting was held in the Islamic
Republic of Iran for Afghanistan, Islamic Republic of
Iran and Pakistan. Africa Malaria Day was celebrated
in Khartoum, Sudan, in April 2003 with country
representatives and partners from Djibouti, Somalia and
Sudan. The Africa Malaria Report was launched and
marked by a number of events and high media coverage. A
national symposium on malaria was organized in Yemen
in October 2003 in which the Regional Director and senior
government officials participated. The Regional Office
also assisted countries in developing implementation
plans for the resources approved by the Global Fund to
Fight AIDS, Tuberculosis and Malaria.
Malaria outbreaks were reported in some countries,
to which, with the support of the Regional Office, they
were able to respond and control. The Regional Office
supported a field trial on a financing and distribution
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Table 5.2 Number of parasitologically confirmed cases in countries with no or sporadic
transmission and countries with low–moderate malaria endemicity
Countries

Cases in 2001
Total

Cases in 2002

Autochthonous

Total

Bahrain

54

0

45

Cyprus

0

0

NA

Egypt

Total

0

Autochthonous

Species
transmitted locally

87

0

nil

2

0

nil

11

0

10

0

45

0

1 265

most

952

most

347

most

19 274

most

15 558

9 122

23 562

17 060

Iraq
Iran, Islamic Republic of a

Cases in 2003

Autochthonous

nil
P. vivax
P. vivax>
P. falciparum

Jordan

124

0

159

0

163

0

nil

Kuwait

233

0

222

0

229

0

nil

41

0

59

0

58

0

nil

N/A

N/A

16

0

47

5

nil
P. vivax

Lebanon
Libyan Arab Jamahiriya

59

0

104

19b

73

4

635

2c

590

6c

740

6c

79 437

most

101 761

most

104 603

102 011

Morocco
Oman
Pakistan

nil
P. vivax
P. falciparum

Palestine

2

0

1

0

1

0

nil

114

0

138

0

93

0

nil

3 074

1 614

2 612

1 226

1 724

700

Syrian Arab Republice

79

63

27

15

24

2

P. vivax

Tunisia

30

0

NA

NA

–

nil

1 322

0

1 418

1796

0

nil

Qatar
Saudi

Arabiad

P. falciparum
> P. vivax

United Arab Emirates

0

No transmission: Bahrain, Cyprus, Jordan, Kuwait, Lebanon, Palestine, Qatar, Tunisia, Libyan Arab Jamahiriya, United Arab Emirates
Sporadic transmission: Egypt, Morocco, Oman, Syrian Arab Republic
Low to moderate endemicity: Islamic Republic of Iran, Iraq, Pakistan, Saudi Arabia
NA not available
> Predominance of one species
a Endemic areas mostly in the south-east
b In Chefchaouen (17)
c Introduced cases Khenifra (1) and Taounate (1) provinces
d Endemic areas only in the south-west
e Transmission only in Hassaka Province

Table 5.3 Number of recorded and estimated cases of malaria in
countries with a severe malaria problem
Countries

Year

Total cases
reported

Cases
confirmed

Cases
estimated

Species transmitted

Afghanistan

2003

591 441

348 158

–

P. vivax > P. falciparum

Djibouti

2003

5 036

5 036

80 000

P. falciparum > P. vivax

Somalia

2003

23 349

757

2 000 000

P. falciparum > P. vivax

255 303

7 500 000

P. falciparum > P. vivax

50 404

3 000 000

P. falciparum > P. vivax

Sudan

2003

Yemen

2003

1 827 961a
162 164

a Including 631 004 from southern Sudan
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mechanism for insecticide-treated nets in Yemen, and
in collaboration with nongovernmental organizations in
Afghanistan supported studies on malaria in pregnancy
and drug resistance.
The Regional Office continues to support the
implementation of the two pilot anti-malaria projects, in
Yemen and Sudan, which have produced positive results
in terms of reduction of the malaria burden. The response
of Roll Back Malaria to country needs in the Region was
evaluated in 2003. The evaluation report showed that
the results achieved so far are promising and will lead
towards the achievement of the WHO objectives in the
Region, if support continues. Adoption of a sub-regional
initiative, such as a malaria-free Arabian Peninsula, was
recommended and is being promoted.

Future directions
The Regional Office will continue its comprehensive
support to and cooperation with the countries to scale
up malaria control interventions. Specifically, countries
will be supported in: utilizing data from the sentinel sites
for monitoring of antimalarial drug efficacy to update
national treatment guidelines; strengthening of laboratory
diagnosis for case management; developing national plans
for implementation of integrated vector management;
scaling up the use of insecticide treated nets for multidisease control, especially malaria, in key countries;
strengthening of monitoring and mapping of insecticide
resistance and the subsequent management of public
health pesticides in general; and mobilizing additional
resources for malaria and vector-borne disease control.
Countries with a high malaria burden will be supported
in the implementation of their Roll Back Malaria plans of
action, including institutional strengthening for malaria
control and planning as well as for integrated vector
management. Intercountry and interregional coordination
will be promoted. Annual meetings with programme
managers will be conducted with representatives
from other WHO regions that border with the Eastern
Mediterranean Region. Coordination meetings between
Iraq, Syrian Arab Republic and Turkey are planned for
2004.
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5.3 Control of noncommunicable
diseases
Integrated approach to
noncommunicable disease
prevention and control
Strategic issues
Noncommunicable diseases are the primary cause of
mortality and morbidity in the countries of the Eastern
Mediterranean Region: annually, diseases such as
hypertension, cardiovascular diseases, diabetes, and
cancer result in over two million fatalities and over 51
million disability-adjusted life years (DALYs). Most
of these diseases are the result of social, economic
and lifestyle choices that are easily preventable and
manageable. Modifiable risk factors, which express
themselves in diabetes, obesity and high lipids, are the root
causes of the global noncommunicable disease epidemic.
Although the relative importance of these may vary in
different populations, these conventional risk factors may
explain 75% of such chronic conditions. Two major health
problems face the Region: the incidence of hypertension
(26%) and that of diabetes (7%–25%). This means setting
priorities for screening, early detection and management
to be applied and followed through community-based
programmes. In terms of primary prevention, the
prevention or reduction of risk factors deserves priority.
This is an especially important concept for populations of
the Region, which is experiencing a rise in risk factors due
to the socioeconomic and epidemiological transition from
communicable diseases. Building national and regional
information systems is an important step to assess the
magnitude and for proper planning. Surveillance is the
basis for measuring preventive efforts and for monitoring
risk factors through standardized strategies.
Cardiovascular diseases and stroke are becoming the
major cause of illness and death in the Region, accounting
for 31% of mortality. Ageing populations, high rates of
smoking, changing nutritional and behavioural habits and
sedentary lifestyles are among the contributing factors.
With the adoption of so-called modern lifestyles, there is
likely to be ever greater exposure to risk factors such as
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high blood pressure, diets high in saturated fat and physical
inactivity. Cancer is and will become an increasingly
important factor in the burden of disease in the decades to
come. The regional incidence of cancer is soaring due to
rapidly ageing populations and high rates of smoking in
most countries with regional mortality currently estimated
at 8%. The regional challenges are to determine risk
factors, promote public awareness and support palliative
care. Many countries are now reporting the onset of type 2
diabetes mellitus at an increasingly young age, including
in the third decade and, in some countries, in children.
This pattern of younger age of onset extends the potential
burden of therapy to an even younger age group for an
even longer period of time. An estimated 17 million
people in the Region (out of the total adult population of
220 million) have diabetes, with increasingly sedentary
lifestyles and higher life expectancy, obesity, high
blood pressure and cardiovascular disease among the
contributing factors. The link between obesity and type 2
diabetes mellitus is especially noted in the countries of the
Gulf Cooperation Council. The health burden of genetic
disorders in the Region is currently underestimated, with
haemoglobinopathies particularly common.

Action taken in 2003 and results achieved
Ten countries are now enrolled in the Eastern
Mediterranean Approach to Noncommunicable Diseases
(EMAN) network, established to promote collaborative
linking and capacity-building in relation to prevention
and control of noncommunicable diseases. The
EMAN network is intended to foster joint action on
noncommunicable diseases risk factors as an efficient
way to reduce the incidence of these diseases, stressing
the need to integrate and strengthen preventive practices
to various health care settings.
A follow-up consultation for EMAN was held in
Lebanon in July 2003 with a view to supporting and
strengthening evidence-based prevention and care. The
meeting recommended that, in order to stem the rising tide
of noncommunicable diseases, public health policies need
to move up-stream towards prevention, and encouraged
countries to consider the development of communitybased programmes and demonstration projects in health
promotion and primary prevention of noncommunicable
disease.

Reliable data collection on noncommunicable
diseases and noncommunicable disease risk factors was
established from 12 countries. This was achieved through
two consultative workshops, held in Tunisia for Libyan
Arab Jamahiriya, Morocco and Tunisia, and in Egypt
for Egypt, Sudan and Yemen, at which the countries
agreed to adopt the STEPWISE surveillance system
for noncommunicable diseases and noncommunicable
disease risk factors. Technical support was provided
to seven countries (Bahrain, Islamic Republic of Iran,
Kuwait, Lebanon, Saudi Arabia, Tunisia and United
Arab Emirates) to assess noncommunicable disease
programmes with a view to strengthening and enhancing
implementation rates. The Regional Office collaborated
with them to develop national programmes for
cardiovascular disease control, with focus on identifying
risk factors, establishing surveillance programmes and
strengthening integrated community-based programmes.
The first course in a rotating visitor training programme
for noncommunicable disease prevention and care
was held at the WHO collaborating centre in Isfahan,
Islamic Republic of Iran, for six regional focal points
for cardiovascular disease. Practical recommendations
were the outcome and included strengthening national
smoking control programmes, primary cardiovascular
disease prevention, and collaboration between countries
to analyse the epidemiological situation, develop health
information networks and foster stronger linkages, such
as through the EMAN network.
Eighteen countries made significant progress in
developing their national plans on hypertension prevention,
as well as in identifying risk factors, to improve skills
and knowledge in epidemiology, prevention and control
of cardiovascular disease. Twelve countries are running
activities for promotion of healthy lifestyles which were
supported and strengthened through national workshops,
meetings and publications and are in the process of
analysing national data on noncommunicable disease risk
factors. The Regional Office supported the development
of national clinical guidelines for cost-effective screening,
diagnosis and management of hypertension with emphasis
on primary care in those countries, and the regional
guidelines on prevention and management of hypertension
were reviewed and updated at a regional consultation held
in the United Arab Emirates. The challenge is to deliver
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interventions that will promote behavioural changes in the
population, and to disseminate such change nationally.
Breast cancer is the most common cancer and
leading cause of death among women in the Region.
A consultation on early detection and screening of breast
cancer was held in Cairo to promote early screening
and detection in the Region and to review the regional
guidelines for management of breast cancer. The
Regional Office together with the International Agency
for Research on Cancer provided technical support to set
priorities and strategies for establishing national cancer
control programmes in the member countries of the Gulf
Cooperation Council. Two committees were established
to develop guidelines on breast cancer detection in the
Region and breast cancer management. The Regional
Office supported countries in implementation of national
smoking control programmes, primary prevention and
early detection, cancer registry and surveillance, cancer
treatment, palliative and terminal care, and establishment
of national cancer control programmes.
The Regional Office continued its collaboration
with Member States to integrate cancer detection
programmes into primary health care. More efforts were
made to develop national community-based programmes
and public oriented educational programmes for early
detection of cancer, particularly cervical and breast
cancer, in 11 countries (Egypt, Islamic Republic of Iran,
Jordan, Kuwait, Lebanon, Morocco, Pakistan, Qatar,
Saudi Arabia, Syrian Arab Republic and Tunisia). The
majority of countries in the Region have assessed the
magnitude and impact of cancer, and priority has been
given to building effective national surveillance systems.
Population-based cancer registries have been established
in many countries. Thirteen countries (Bahrain, Egypt,
Jordan, Kuwait, Lebanon, Morocco, Oman, Pakistan,
Qatar, Saudi Arabia, Syrian Arab Republic, Tunisia and
United Arab Emirates) have implemented measures and
activities for the four major components of a national
cancer control programme (prevention, early detection,
treatment and palliative care). Member countries of the
Gulf Cooperation Council established unified strategies
for cancer control and care. King Faisal Hospital and
Research Centre was designated as a WHO collaborating
centre for cancer prevention and care.
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A regional consultation on diabetes prevention
and care was held in the Islamic Republic of Iran and a
regional diabetes prevention and care strategy was agreed
on. The main components of this strategy are promoting
healthy lifestyles, raising community awareness, primary
prevention and screening of type 2 diabetes mellitus,
and establishing a regional training course for diabetes
educators. The regional guidelines on management
of diabetes mellitus were reviewed and updated and
guidelines for education are being developed. The
Regional Office designated Kuwait as a demonstration
area for the above strategy and for diabetes activities
through the EMAN network. Efforts were made to
raise community awareness about the complications
of chronic diabetes. Surveillance for chronic diabetes
complications has been established in Kuwait, Oman and
Saudi Arabia, and has started in Egypt. Several countries
have established national plans for an integrated approach
and are building up services to reduce noncommunicable
disease risk factors, such as smoking, hyperlipidaemia,
obesity and physical inactivity, at the primary health
care level. Nineteen countries are integrating diabetes
into the primary health care service and six countries
(Egypt, Kuwait, Lebanon, Oman, Pakistan and Saudi
Arabia) have established national diabetes guidelines. The
Endocrine Research Centre, Shaheed Beheshti University
for Medical Science, Islamic Republic of Iran, was
designated as a WHO collaborating centre for diabetes
prevention and care.
Several countries have conducted an initial review
of the epidemiological situation of hereditary disorders.
Specific priorities for prevention of genetic diseases
based on the needs of countries have been identified for
the Region.
Because of the high incidence of thalassaemia in
Bahrain, Jordan and Saudi Arabia, and sickle cell anaemia
in Saudi Arabia and Sudan several national thalassaemia
workshops were held to raise community awareness.
National thalassaemia meetings were held in eight
countries, and the Regional Office supported, technically
and financially, the development of genetic control
programmes in the Region. The thalassaemia management
guideline and other educational materials on thalassaemia
treatment developed in Cyprus were distributed among
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countries as a model of a successful control programme.
Technical support was provided to Bahrain, Egypt,
Islamic Republic of Iran, Jordan and Kuwait to assess and
plan national programmes on genetic disorders.

Future directions
The Regional Office will continue to support the
development of comprehensive national policies for
prevention and control of cardiovascular disease, and
to establish national community-based programmes to
integrate cardiovascular disease prevention and control
in primary health care, in particular hypertension.
Six countries will start implementing the STEPWISE
surveillance system.
More efforts are needed to accord higher priority to
diabetes control, provide adequate budgetary resources
and conduct national community-based surveys with
emphasis also on complications of chronic diabetes and
treatment. Training for professionals and paramedicals
on diabetes prevention and control, the development of
diabetic educators and information on health care services
management for diabetes will be emphasized in 2004.
It is necessary to evaluate the present and future
magnitude of congenital and genetically determined
disorders within the Region, and to develop appropriate
structures for their prevention and control within the
health care systems. The importance of community
involvement and health education in the control of
genetic diseases is of prime importance. The Regional
Office will support development of national guidelines on
major genetic diseases and will organize a consultation
meeting to establish regional guidelines on management
of thalassaemia and sickle cell anaemia. An intercountry
meeting for prevention and control of genetic disorders
will be held in 2004 to set strategies and plans for
countries where genetic disorders are a priority.

Prevention of blindness
Strategic issues
There are around 6.3 million blind and around 22 million
people with visual impairment in the Region with around
60% of the blind population living in four countries,
Afghanistan, Islamic Republic of Iran, Iraq and Pakistan.

Cataract remains the main cause of blindness, followed by
complications of trachoma, glaucoma, refractive errors,
low vision and childhood blindness.

Action taken in 2003 and results achieved
WHO and the International Agency for Prevention of
Blindness (IAPB) collaborated in launching the global
initiative for elimination of avoidable blindness, Vision
2020: The Right to Sight in several countries, most
recently Egypt, Iraq and Palestine.
World Sight Day was celebrated on 10 October
in several countries with national media coverage,
indicating a growing awareness of the problem among the
population. World Sight Day was observed in Egypt in
the presence of the First Lady and the Minister of Health
and Population.
The Regional Office is actively collaborating with
Al Shifa Trust Hospital in Pakistan to develop human
resources for eye care in Afghanistan and expand district
eye care in Pakistan. Notable progress for the elimination
of blinding trachoma, through the SAFE strategy (surgery
for inturned eyelids, antibiotics use, facial cleanliness and
environmental improvement), has been achieved in Oman,
Morocco and Saudi Arabia. Morocco has put forward a
target date for elimination of blinding trachoma of 2005.
Necessary materials and supporting training programmes
were provided to Oman and Sudan. The Regional Office
continues to support the diploma course in ophthalmology
in Sudan and Yemen.
A regional workshop on childhood blindness was
held at the Al Shifa Trust Eye Hospital in Pakistan in
April 2003, with support from Lions Clubs International
Foundation. The Islamic Republic of Iran, Egypt,
Morocco, Pakistan and Sudan have been identified as
priority countries to develop national plans. The Regional
Office supplied cataract kits to Afghanistan, Sudan and
Yemen and basic eye care equipment to Afghanistan,
Libyan Arab Jamahiriya, Pakistan, Somalia, Sudan and
Yemen. In order to assess the present situation, strengthen
the prevention of blindness activities in the Region and
develop a regional strategy and a regional plan for Vision
2020, a planning workshop was held in the Regional
Office in Cairo in December 2003.
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Future directions
Several countries have been identified for urgent support
and intervention for the implementation of Vision 2020:
Afghanistan, Djibouti, Iraq, Palestine, Somalia, Sudan
and Yemen. The necessary support is expected to come
from a consortium of WHO, IAPB and other international,
bilateral and nongovernmental organizations.
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Chapter 6

Administrative services

6.1 Personnel
Strategic issues
The strategic issues for the 2002–2003 biennium were contractual reform to allow a better functioning
of the Organization, based on removing uncertainties in terms of hiring and termination of personnel,
and revision of the performance management and development system to be more outcome-oriented and
linked to the programme budget. Emphasis continues to be focused on the need to recruit well-qualified
staff from unrepresented and under-represented nationalities, as well as those below the mid-point of the
desirable range of adequate representation, and women The current target for representation of women
in the professional and higher categories of WHO is 50% by 2010 and, in order to achieve this target, a
female recruitment rate of 60% has been set. An organigram of the Regional Office is given in Annex 1.
Table 6.1 shows the distribution of professional posts by organizational level.

Action taken in 2003 and results achieved
Contractual reform to address the issue of long-term staff employed under repeated short-term
contracts resulting in inefficient and costly personnel management was for the most part resolved and
implemented and this has contributed to more efficient management. The Organization’s minimum target
for recruitment from unrepresented and under-represented nationalities is 60%. This target was closely
monitored during 2003 for recruitment where geographical distribution criteria were considered. The
distribution by nationality of professional staff in the Region is listed in Annex 2. Out of the 103 regional
professional staff 72 (70%) are nationals of countries of the Region.
Table 6.1 Professional posts as at 31 December 2003
(all sources of funds)
Organizational level
Regional
Intercountry
Country (including WHO Representatives’ offices)
Total

Number of professional
posts
74
8
55
137
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During 2003, 445 temporary professional staff and
short-term consultants were recruited, 85% of whom were
nationals from countries of the Region. The distribution by
major programme area is shown in Table 6.2. In addition
to regular staff members, 1393 (including those assigned
to poliomyelitis activities) persons were employed in their
country of nationality on special services agreements.
Efforts to recruit well qualified women in the
professional and higher levels continued with an
improvement in women’s representation to 24% as at
December 2003. The recruitment rate for women for
fixed-term positions increased to 50%, compared with
11% in 2002.
With regard to staff development and training, inhouse briefing for newly appointed professional staff,
language and computer courses for both professional
and general service staff, and training/briefing for the
field general service staff with various administrative
units continued as previously. Study leave requests for
two professional staff from the Regional Office and the
field to universities in the United States were processed.
WHO Representatives and Regional Office staff were
trained on the results-based management approach. Two
distance learning courses on writing effectively for WHO
took place in 2003, to help staff to improve their writing
skills in English.

The Regional Office will review staffing needs and focus
on planning to ensure human resource requirements
are appropriately met. This will involve streamlining
Table 6.2 Distribution of recruited temporary
professional staff by programme area, 2003
No.

Percentage

Health policy and management

56

12.58
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41

9.22

163

36.63

74

16.63

105

23.59

Poliomyelitis
Promotion and protection of health
Health services development
Others
Total

6.2 General administration
Strategic issues
Focus was placed on revising the controlled access
and monitoring system of the Regional Office in
order to comply with UN security requirements and
recommendations; improving security measures in all
WHO offices in the Region, in compliance with the
UN minimum operational security standards (MOSS);
evaluating the Electronic Management of Documents and
Archives system (EMDA) after the initial trial period;
ensuring completion of the upper floors of the Regional
Office to ensure optimal work space and working
conditions for staff; and renovation of the WHO offices in
Afghanistan, Iraq, Pakistan and Syrian Arab Republic.

Action taken in 2003 and results achieved

Future directions

Programme area

recruitment and selection procedures and enhancing staff
development and training. The Regional Office will also
focus on improving its management and administrative
support service to the technical units through provision of
sound advice on human resource practices and procedures
as well as implementation of and advice on policy. There
will be active searching for female professional staff
and staff from unrepresented and under-represented
nationalities.

6

1.35

445

100.0

Security was enhanced with the introduction of a new
security system for the Regional Office and improvements
to the security system of six WHO country offices in the
Region. Evaluation of the Electronic Management of
Documents and Archives system (EMDA) following a
trial period showed that staff members had some difficulty
in using the system for document circulation. The system
has been redirected to document archiving only.
The fifth floor of the Regional Office was completed
in mid 2003 as scheduled, and has been occupied by staff
since June 2003. An additional conference room was
completed in March 2004. A contract for completion
of the sixth and seventh floors was awarded and these
were completed in early 2004 on schedule, together with
installation of additional elevators. Two conference rooms,

Administrative services

a VIP lounge, video conference room and audiovisual
studio remain to be completed.
A total of 108 meetings were held in the Region with
3630 participants (Annex 3)

Future directions
The access control and monitoring system for the Regional
Office building and garage will be completed. Security
for all WHO country offices will continue to be improved
to meet MOSS requirements, and taking the escalating
security situation in the Region into consideration.
The sixth and seventh floors of the Regional Office
will be furnished and the remaining conference and
recording facilities will be completed.
An assessment and reorganization of the
Administrative Support Unit will be undertaken to ensure
efficient and effective delivery of support services to the
Regional Office. This will include staff development
training programmes; introduction of new tools and
appropriate automation to improve operations; and
hiring and/or re-assigning staff to the various tasks and
functions of the administrative sub-units. An appropriate
catering contract for the Regional Office cafeteria will be
finalized.

6.3 Budget and finance
Strategic issues
This is the third biennium in which the budget has been
cut as a result of resolution WHA51.31 applying the
Human Development Index (HDI) formula for regional
allocations. The reduced regular budget has been
supplemented through extrabudgetary contributions.

Action taken in 2003 and results achieved
The reporting period covers the financial period
of the 2002–2003 biennium. The total approved
regional regular budget after a reduction of 2.3% was
US$ 81 470 000. An additional US$ 994 000 was made
available to intercountry programmes from headquarters
making a total of US$ 82 464 000 available for
implementation.
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The final obligations incurred for the biennium
represented 100% of the total available funds under
the regular budget. In addition, obligations incurred
against extrabudgetary funds for 2002–2003 amounted
to US$ 143 928 648, significantly exceeding the regular
budget by almost 75%. Of this, US$ 61 217 587 were for
poliomyelitis eradication; US$ 26 205 827 for operations
under the Oil for Food Programme in accordance with
Security Council Resolution 986, US$ 6 985 215 for
malaria control and US$ 3 607 664 for tuberculosis
control.

Future directions
The Regional Office will continue to ensure prompt and
effective financial as well as programme implementation
and efficient distribution of resources. Fund-raising
efforts will continue with donors in order to supplement
resources and soften the impact of the regular budget
reduction in the Region.

Country statistical profiles

Y
a

22 140
689
751
67 981
65 540
26 340
5 480
2 484
4 314
5 484
30 088
2 538
149 030
3 738a
616
21 890
7 852
33 648
17 765
9 890
3 754
19 495

1 648 000
435 052
89 544
17 818
10 452

1 775 500
710 850
309 500
796 095
6 162
11 493
2 250 000
637 657
2 506 000

185 180
154 630

83 600

460 000

Total
(000)

27

79

50
68

85
57
75
34
59
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25
36

66
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25
100
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42

Urban
(%)

Population (2003)

652 225
710
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1 001 450

(km2)
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38.9

15.5
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16.7
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20.4
25.7
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27.2
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42.0
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3.5
8.0
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5.1
1.6
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Reference year for data provided
Under Palestinian National Authority; another 9.5 million reside in Arab countries, Israel and other non-Arab countries

Afghanistan
Bahrain
Djibouti
Egypt
Iran, Islamic
Republic of
Iraq
Jordan
Kuwait
Lebanon
Libyan Arab
Jamahiriya
Morocco
Oman
Pakistan
Palestine
Qatar
Saudi Arabia
Somalia
Sudan
Syrian Arab
Republic
Tunisia
United Arab
Emirates
Yemen,
Republic of

Country

Table 1. Demographic indicators

46.2

25.5

40.2
27.9

32.6
30.2
33.7
43.4
46.0
26.6
40.8
44.8
42.0

28.4
43.0
37.8
23.7
28.4

45.5
27.6
37.6
37.8

2.9

1.0

3.6
6.5

4.0
5.2
2.4
3.5
3.1
1.3
3.1
2.7
3.9

5.0
3.0
3.5
1.6
6.6

2.4
2.5
2.1
3.5

Population
<15
65+
years
years
(%)
(%)

99

36

78
53

58
62
57
88
97
39
80
116
87

60
85
70
34
59

92
44
66
70

(%)

02

02

02
02

02
99
02
01
03
02
00
00
01

00
03
03
03
00

00
02
96
03

Y

Dependency
ratio

6.2

4.9

3.8
2.0

4.2
3.1
3.6
4.3
3.9
3.4
4.8
7.0
5.9

2.0
4.9
3.7
2.3
3.2

6.9
2.5
5.8
3.2

03

95

03
02

01
97
02
03
03
02
03
03
99

00
02
03
02
00

03
03
02
03

Total
fertility
rate (R)
R
Y
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Y
…
GNP
a

27
93
62
71
85
68
95
92
93
91a
66
83
64
96
84
88
25
51
93
86
84a
27

16

88

49

61

79

56

90

91

88

82a

52

75

53

91

83

80

19
50

86

78

86a

47

67

91a

69

78

13
49

72

81

86

42

66

38

74a

84

89

85

43

73

50

38

83

5

03

02

03

03

02
00

99

97

02

01

00

02

96

00

02

03

00

02

96

02

01

97

Adult literacy rate
15+ years
T
M
F
(%)
(%)
(%)
Y

Reference year for data provided
Data not available
Gross national product
For population aged 10 + years

Afghanistan
Bahrain
Djibouti
Egypt
Iran, Islamic
Republic of
Iraq
Jordan
Kuwait
Lebanon
Libyan Arab
Jamahiriya
Morocco
Oman
Pakistan
Palestine
Qatar
Saudi Arabia
Somalia
Sudan
Syrian Arab
Republic
Tunisia
United Arab
Emirates
Yemen,
Republic of

Country

Table 2. Socioeconomic indicators

59

103

97

100

58
47

112

89

91

88

102

85

106

100

100

94

76

94

95

52

107

25

…

…

97

100

60
47

118

86

91

99

103

88

107

100

100

94

83

98

98

54

106

37

…

…

98

100

55
47

106

91

90

76

100

81

104

100

100

94

70

89

91

50

108

13

01

02

03

03

00
00

99

92

03

03

02

01

96

00

02

02

02

02

00

02

02

97

Gross primary school
enrolment ratio
T
M
F
(%)
(%)
(%)
Y

35

95

76

72

...
21

76

84

86

59

98

28

97

94

100

76

44

57

82

32

91

15

…

…

74

76

...
24

81

82

86

60

103

30

96

94

100

76

53

55

85

37

84

20

…

…

78

68

...
19

70

86

85

49

92

26

98

95

100

76

34

58

78

26

99

10

01

96

03

95

...
96

93

92

03

03

02

01

96

00

02

02

92

02

00

02

02

90

Gross secondary school
enrolment ratio
T
M
F
(%)
(%)
(%)
Y

473

19 800

2 075

1 170

168
282

8 485

28 270

1 020

492

7 637

1 310

8 220

4 000

17 031

1 656

1200

1140

1 258

805

12 564

160

(US$)

03

01

02

03

95
98

02

02

03

03

02

99

98

99

01

01

01

02

99

99

02

90

Y

Per capita
GNP

12

3

15

10

...
17

...

2

31

8

…

13

11

10

1

15

50

13

13

59

6

3

(%)

01

02

02

98

...
96

...

97

03

03

…

01

95

00

02

03

02

02

97

96

01

90

Y

Unemployed

24

13

25

26

...
15

20

25

24

23

4

18

...

41

19

30

...

12

19

12

11

...

35

18

46

43

...
24

38

37

36

36

9

35

...

46

30

51

...

24

32

23

18

...

13

1

4

8

...
6

2

1

1

9

0

2

...

35

2

8

...

2

7

2

4

...

03

96

01

01

...
00

99

99

02

00

00

00

...

98

00

02

...

01

00

02

01

...

Regular smokers
15+ years
T
M
F
(%)
(%)
(%)
Y
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Y
…
a
b
c

...
03
02
01
02
...
03
01
03
98
02
02
99
98
03
01
...
90
03
03
01
03

7.4

7.2
3.3

8.0
...
5.9

6.9
3.3

11.3c
5.4
5.8
3.5
5.0
7.0

7.1
...
4.8

3.8
8.1

7.7

5.2

Y

...

(%)

Ministry of Health
budget as % of
government budget

Reference year for data provided
Data not available
Estimated
Adjusted for purchasing power parity
Budget of health and social security

Afghanistan
Bahrain
Djibouti
Egypt
Iran, Islamic
Republic of
Iraq
Jordan
Kuwait
Lebanon
Libyan Arab
Jamahiriya
Morocco
Oman
Pakistan
Palestine
Qatar
Saudi Arabia
Somalia
Sudan
Syrian Arab
Republic
Tunisia
United Arab
Emirates
Yemen,
Republic of

Country

...

1.8

0.6

1.5
2.8

2.0
1.8
0.8

1.5
1.3
2.0
0.7
3.3
1.8

03

02

03
03

01
98
00

00
02
01
01
03
02

01
02

02
02
01

1.6b
1.0
2.8
3.1
1.1

99
00

03

1.7
1.0

2.2

...

Ministry of Health
expenditure
as % of
GDP
(%)
Y

Table 3. Health expenditure indicators

4.6

3.7

5.0
5.6

5.3
1.3
3.4

3.0
4.7
3.5
4.1
9.3
2.4

4.3
12.3

4.4b
3.7
9.6

5.1
4.8

3.3

5.0

00

00

03
03

00
00
00

00
00
98
00
00
02

01
00

02
02
01

02
00

02

00

Total health
expenditure
as % of
GDP
(%)
Y

7

656

27
45

354
3
3

119
...
184
4
...
549

505
476

91b
…
74

18
24

414

5

00

01

03
03

00
98
00

00
...
98
00
...
02

01
99

02
…
01

02
00

03

00

Health expenditure
from government
sources
(per capita)
(US$)
Y

21

767

59
132

448
4
13

246
56
218
18
138
672

630
12

259b
44
163

00

00

03
03

00
98
00

00
98
98
00
00
02

01
00

02
02
01

00
00

02

41
66

00

8
565a

Total
expenditure
on health
(per capita)
(US$)
Y
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Y
…
a

Y

01
03
02
03
01
03
03
02
02
02
02
02
03
03
02
01
97
02
03
02
02
01

R

1.9

18.5
1.6
22.2

11.9
6.3

22.6
16.0
28.1

12.1
5.2

13.9
7.3
8.3
23.5

15.3
0.4
1.7

14.3
8.1

16.9

2.2

Physicians

Reference year for data provided
Data not available
Ministry of Health

Afghanistan
Bahrain
Djibouti
Egypt
Iran, Islamic
Republic of
Iraq
Jordan
Kuwait
Lebanon
Libyan Arab
Jamahiriya
Morocco
Oman
Pakistan
Palestine
Qatar
Saudi Arabia
Somalia
Sudan
Syrian Arab
Republic
Tunisia
United Arab
Emirates
Yemen,
Republic of

Country

0.12

2.90

8.70
1.53

1.80
0.02
0.10

01

02

03
02

00
97
02

02
03
03
02

02
02

0.90a
0.95
1.30
0.40
0.80
3.60

03
02
02

01
03

03
02
03

99

Y

6.30
3.00
10.47

2.10
1.20

2.70
0.18
3.00

0.30

R

Dentists

Table 4. Human and material resources indicators

0.70

4.14

6.30
2.16

2.60
0.01
0.20

2.30
3.40
0.90
9.90

1.10
2.11

11.60
4.30
8.57

1.70
1.00

2.90
0.28
9.50

0.25

99

02

03
02

01
97
02

02
96
03
02

02
02

03
02
03

01
03

03
02
03

99

Rate per 10 000 population (R)
R
Y

Pharmacists

4.5

35.2

18.8
30.2

32.3
2.0
8.0

32.5
4.7
13.1
54.8

50.0
9.0

29.5
42.0
11.6

16.1
12.1

45.7
8.0
26.5

2.2

R

01

02

03
02

01
97
01

02
03
03
02

02
02

03
02
02

01
03

03
02
03

01

Y

Nursing and
midwifery
personnel

5.9

21.9

14.9
17.1

22.4
4.2
7.3

20.4
6.8
12.5
23.6

39.0
7.8

17.0
22.0
30.0

16.3
13.1

28.1
16.1
21.7

3.9

R

Y

01

02

03
02

01
97
02

02
03
03
02

02
02

03
02
02

01
03

03
00
03

01

Hospital beds

1.4

4.1

0.8
2.1

1.2
0.2
1.1

3.2
0.9
1.7
2.9

2.2
2.7

2.3
0.3
6.9

3.6
0.4

0.3
0.6
0.9

0.4

R

01

02

03
03

03
97
01

02
03
03
02

02
02

03
02
00

01
03

03
02
03

99

Y

Primary health care
units and centres
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100
100
100
100
99
100
100
100
100
100
100
100
95
84
100
...
100
80

94
98
98
100
98

100

85
97
81
100
100
99
72

66

95
95

100

50

Y
Reference year for data provided
…
Data not available
BCG Bacille Calmette-Guerin

55
100
...
100

35

25

100

90
...

58

65
90
72
100
100
95
61

100

86
96
96
0
97

100
...
100

25

Afghanistan
Bahrain
Djibouti
Egypt
Iran, Islamic
Republic of
Iraq
Jordan
Kuwait
Lebanon
Libyan Arab
Jamahiriya
Morocco
Oman
Pakistan
Palestine
Qatar
Saudi Arabia
Somalia
Sudan
Syrian Arab
Republic
Tunisia
United Arab
Emirates
Yemen,
Republic of

100
80
100

Population with access
to local health services
Total
Urban
Rural
(%)
(%)
(%)

Country

01

02

03
03

00

02
00
96
03
02
96
03

99

00
01
01
03
00

03
93
03

97

Y

67

98

100
98

73

92
98
82
100
100
94
65

99

100
66
67
ni
ni

ni
63
98

56

(%)

BCG

66

94

100
97

74

91
99
67
98
96
95
40

94

99
57
97
100
92

97
68
98

54

66

94

100
97

74

91
100
69
98
96
95
40

94

99
57
97
100
92

97
68
98

54

66

94

100
94

70

90
98
61
100
100
96
40

91

99
66
96
97
96

100
66
98

50

Infants fully immunized with
DPT
OPV
Measles
vaccine
(%)
(%)
(%)

DPT Diphtheria–pertussis–tetanus
ni = not included in national programme of immunization

Table 5. Indicators of coverage with primary health care

42

92

99
95

ni

90
100
63
98
98
95
ni

91

99
56
97
100
88

98
ni
98

ni

Hepatitis B
vaccine
(%)

03

03

03
03

03

03
03
03
03
03
03
03

01

03
03
03
02
03

03
03
03

03

Y

31

ni

42
...

36

26
53
57
50
ni
...
65

ni

76
38
24
70
ni

56
35
66

40

03

03

03
...

03

03
03
03
03
03
...
03

01

03
03
03
02
03

03
03
03

03

Pregnant
women given
TT2+
(%)
Y
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Y
…

99
03
02
03
00
02
01
03
00
99
99
95
02
02
02
00
99
00
03
03
02
01

93
85

98
100
94

98
77
88

86
94

100

98
23
60

82
94

100

36

Y

24
100
84
94

(%)

Population with
access to safe
drinking water

Reference year for data provided
Data not available

Afghanistan
Bahrain
Djibouti
Egypt
Iran, Islamic
Republic of
Iraq
Jordan
Kuwait
Lebanon
Libyan Arab
Jamahiriya
Morocco
Oman
Pakistan
Palestine
Qatar
Saudi Arabia
Somalia
Sudan
Syrian Arab
Republic
Tunisia
United Arab
Emirates
Yemen,
Republic of

Country

35

100

81
90

86
49
60

100

51
99

95
72
85

60
100
79

98
79

12
100
50
94

01

02

03
01

94
99
00

02

02
02

99
99
95

01
03
99

00
02

98
03
93
03

Population with
adequate excreta
disposal
facilities
(%)
Y

44

65

70
93

98
47
72

100

43
68

99
56
100

99
100
95

93
67

16
99
67
71

03

02

02
01

00
00
00

02

02
03

99
97
03

02
03
01

00
02

03
02
03
03

Pregnant women
attended by
trained
personnel
(%)
Y

Table 5. Indicators of coverage with primary health care (concluded)

23

100

87
90

91
34
57

100

24
95

99
46
95

100
100
93

88
55

14
99
61
69

03

02

00
01

02
99
99

02

02
03

99
97
03

02
03
01

00
03

03
02
03
03

Deliveries
attended by
trained
personnel
(%)
Y

...

99

100
96

96
...
30

100

...
100

100
62
99

99
100
96

62
74

...
98
61
98

(%)

...

02

02
95

96
...
91

02

...
03

99
92
03

98
03
99

00
01

...
02
03
03

Y

Infants attended
by trained
personnel

23

28

46
63

32
8
7

...

32
51

45
58
32

56
50
63

74
32

10
53
6
60

(%)

03

95

02
01

97
99
00

...

03
03

95
97
00

02
96
00

00
02

03
00
03
03

Y

Married women
(15–49) using
contraceptives

Country statistical profiles
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Y
…

Y

93
03
92
99
01
03
03
02
01
99
02
02
02
03
02
00
00
00
03
00
01
03

(%)

80.0
90
80

93

96
94
94
92
93

96
96
92
63
95
90

95

74
69

93
95

95

45

Newborns
with
birth weight
at least 2.5 kg

Reference year for data provided
Data not available

Afghanistan
Bahrain
Djibouti
Egypt
Iran, Islamic
Republic of
Iraq
Jordan
Kuwait
Lebanon
Libyan Arab
Jamahiriya
Morocco
Oman
Pakistan
Palestine
Qatar
Saudi Arabia
Somalia
Sudan
Syrian Arab
Republic
Tunisia
United Arab
Emirates
Yemen,
Republic of

Country

54

86

94
95

74
67

93

85
91
80
63
92
...

89
90
96
90
98

98

65
92
73

(%)

97

95

03
00

00
91

99

95
97
99
02
02
...

00
02
02
96
00

03

97
02
02

Y

Children
with
acceptable
weight for age

Table 6. Health status indicators

67.4

8.1

18.1
22.8

120.0
68.0

19.1

24.4
36.6
16.2
82.0
24.0
8.7

28.6
107.0
22.1
9.6
27.0

23.2

165.0
7.3
102.0

R

00

02

03
01

03
99

01

01
97
02
02
03
02

00
03
03
02
00

03

97
03
02

99.8

10.2

20.2
30.0

224.0
104.0

30.0

30.1
45.8
19.3
103.0
28.5
10.2

36.0
130.0
27.0
11.4
35.0

29.6

250.0
9.4
94.6

03

02

03
01

99
99

00

01
97
02
01
03
02

00
03
02
02
01

03

97
03
02

Y

Probability of
dying before
reaching 5th
birthday

Per 1000 live births (R)
Y
R

Infant
mortality
rate

36.6

0.0

6.5
4.5

160.0
50.9

1.8

4.0
22.8
3.8
35.0
2.1
0.0

3.7
29.4
4.1
0.7
10.4

6.8

160.0
2.0
54.6

02

02

03
03

00
99

00

01
97
02
01
03
02

96
03
03
02
96

03

03
03
02

Per 10 000 live births (R)
R
Y

Maternal mortality
ratio

62.9

72.6

71.5
73.0

47.0
56.6

71.4

69.5
69.5
73.8
63.6
72.3
74.7

69.0
63.2
71.5
78.4
71.3

70.1

44.7
73.8
44.1

T
Years

62.0

70.8

70.8
71.0

44.7
55.4

69.9

68.0
67.5
72.2
63.7
70.7
74.4

68.0
61.7
70.6
77.2
69.0

67.9

44.2
72.1
43.5

M
Years

63.0

75.8

72.8
75.1

47.9
57.8

73.4

71.0
71.5
75.5
63.4
73.8
74.9

70.0
64.7
72.4
79.9
72.0

72.3

45.1
76.3
44.7

F
Years

Life expectancy at birth

02

02

02
02

97
00

96

01
99
02
02
03
02

00
00
03
02
00

03

00
03
00

Y
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Y
...
a
b

03
03
03
03

03
03
02
02

0
0

3

117

03
...
03
03

24
...
1 796a
162 164b

03
03
03
03

03

0

47
73
740
104 603
03

02
02
03
00

0
0
3
0

03

58a

1

03

0

03
03
03
03

23 562
347
163a
229a

03
03
03
03

Y

02
93a
02
1 724
03
23 349b
02 1 827 961b

03
03
03
02

96
517
0
0

1
38
11 020
0

01
03
03
03

4 499
0
908
0

591 441
87a
5 036b
45

N

N

Y

Malaria

Cholera

0

0

0
0

0
0
0
0

0

0
0
0
101

1

0
0
0
0

11
0
0
1

03

03

03
03

03
03
03
03

03

02
03
03
03

03

03
01
03
02

03
03
03
03

Poliomyelitis
N
Y

890

42

801
22

24
1 208
8 257
4 381

0

3 890
10 841
1
4 740

526

11 644
433
76
9

798
12
0
164

N

02

03

03
03

03
03
03
03

03

02
03
03
03

03

03
03
03
02

03
03
03
03

Y

10 509

91

2 689
1 126

159
2 307
7 835
20 439

20

764
15 097
152
53 531

223

8 050
8 258
171
264

10 489
153
2 146
8 305

03

03

03
03

03
03
03
03

03

03
03
03
03

03

03
03
03
03

03
03
03
03

Pulmonary
tuberculosis
N
Y

3

0

0
0

0
2
21
156

0

2
0
0
26

0

24
16
0
0

79
0
0
0

N

99

03

03
03

03
03
99
03

03

02
03
03
03

03

03
03
03
02

03
03
03
03

Y

Diphtheria

Annual number (N) of reported cases of
Measles

Reference year for data provided
Data not available
Imported cases
Expected number of malaria cases for Djibouti 80 000, Somalia 2 000 000, Sudan 700 000, Yemen 3 000 000

Afghanistan
Bahrain
Djibouti
Egypt
Iran, Islamic
Republic of
Iraq
Jordan
Kuwait
Lebanon
Libyan Arab
Jamahiriya
Morocco
Oman
Pakistan
Palestine
Qatar
Saudi Arabia
Somalia
Sudan
Syrian Arab
Republic
Tunisia
United Arab
Emirates
Yemen,
Republic of

Country

Table 7. Selected morbidity indicators
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5

4
2

1
12
...
...

0

4
9
3
78

0

7
0
1
0

0
0
0
407

N

99

03

03
03

03
03
...
...

03

02
03
03
03

03

03
03
03
02

03
03
03
03

Y

Tetanus

122

0

11
0

0
31
112
112

0

0
5
0
812

1

2
8
4
0

121
1
0
116

02

03

03
03

03
03
03
03

03

02
03
03
03

03

03
03
03
03

03
03
03
03

Neonatal
tetanus
N
Y

57

14

16
31

6
19
73
354

1

789
150
86
8

20

5
4
20
17

0
11
381
44

N

AIDS

03

99

03
03

02
02
00
01

03

02
02
03
02

03

03
01
03
02

91
03
03
03

Y

2147

21

531
18

2
55
14
1 937

173

25
505
10
1 028

10

193
135
11
20

30
0
5
148

00

02

03
03

02
02
03
02

03

02
02
03
99

00

03
03
03
02

01
03
03
03

Meningococcal
meningitis
N
Y

Country statistical profiles
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Annex 1

a) By number and nationality as at 31 December 2003
Nationality
Egypt
United States of America
Jordan
Sudan
Tunisia
Iran, Islamic Republic of
Pakistan
Syrian Arab Republic
Somalia
Italy
Lebanon
Yemen
Afghanistan
Bahrain
Djibouti
France
Iraq
Saudi Arabia
United Kingdom
Austria
Canada
Denmark
Germany
India
Japan
Libyan Arab Jamahiriya
Mauritania
Morocco
Myanmar
Philippines
Rwanda
South Africa
Total

Regional/Intercountry
11
9
6
1
4
4
4
5
2
1
2
2
–
1
1
2
1
1
2
1
1
1
1
1
1
–
–
1
–
–
–
1
67

Country

Total

4
4
1
6
2
1
1
–
2
2
1
1
2
1
1
–
1
1
–
–
–
–
–
–
–
1
1
–
1
1
1
–
36

15
13
7
7
6
5
5
5
4
3
3
3
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
103

Note. The above figures a) do not include staff on leave-without-pay, nor interregional staff who are located in EMRO, b) are funded from all sources
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b) From Member States, by number and nationality as at
31 December 2003
Country

Global recruitment
priority list1

Global
range2

Total in
WHO

Of which in
EMR

Egypt
Jordan
Sudan
Tunisia

C
B2
B1
C

1–8
1–8
1–8
1–8

17
8
9
12

15
7
7
6

Iran, Islamic Republic of
Pakistan
Syrian Arab Republic
Somalia
Lebanon
Yemen
Afghanistan
Bahrain
Djibouti
Iraq
Saudi Arabia
Libyan Arab Jamahiriya
Morocco
Kuwait
Oman
Qatar
United Arab Emirates
Total of EMR nationalities
Total of other nationalities
Grand total

B2
B2
B2
B1
C
B1
B1
B1
B1
B1
A
B1
B1
B1
A
A
A

2–8
2–8
1–8
1–8
1–8
1–8
1–8
1–8
1–8
1–8
5–11
1–8
1–8
1–8
1–8
1–8
1–8

7
7
5
4
7
3
2
2
2
2
2
2
4
1
–
–
–
96
1428
1524

5
5
5
4
3
3
2
2
2
2
2
1
1
–
–
–
–
72
31
103

Note. The above figures a) do not include staff on leave-without-pay nor interregional staff who are located in EMRO, b) are funded from all sources
1A Countries from which recruitment of professional posts is to be encouraged as a first ranking priority
B1 Countries from which recruitment of professional posts is to be encouraged as a second ranking priority
B2 Countries from which recruitment for professional posts is permissible
C Countries from which recruitment for professional posts is restricted
2

Current range of recruitment permitted based on assessed contribution

between 1 January and 31 December 2003
Meeting title, location and date

No. of participants

Fifth meeting of the Regional Working Group on the Global Alliance for
Vaccines and Immunization (GAVI), Cairo, Egypt, 6–7 January 2003
First meeting of the Roll Back Malaria Review Committee, Cairo, Egypt, 13–14 January 2003

31
5

FAO/WHO regional workshop on food control systems—modern approaches in
the Near East Region, Cairo, Egypt, 19 January 2003

16

Intercountry workshop on developing a regional strategy for integrated
vector management for malaria and other vector-borne diseases, Khartoum,
Sudan, 21–23 January 2003

53

Meeting of the Selection Committee for Approval of Research Proposals
Submitted to EMRO, Cairo, Egypt, 22–23 January 2003

5

Third e-health regional symposium, Dubai, United Arab Emirates, 26–27 January 2003

9

Regional consultation on diabetes prevention and control, Teheran, Islamic
Republic of Iran, 2–5 February 2003

18

Third Technical Advisory Group Meeting on polio eradication in Egypt,
Cairo, Egypt, 3–4 February 2003

28

Regional meeting on expanded access to HIV/AIDS treatment in the countries
of the Eastern Mediterranean Region, Cairo, Egypt, 18–20 February 2003

62

Workshop on capacity building in national burden of disease estimation
and health system performance assessment, Muscat, Oman, 18–27 February 2003

28

Second intercountry workshop on planning and implementation of the
community component of the integrated child care strategy (IMCI)
Cairo, Egypt, 24–27 February 2003

19

Regional workshop to assess preliminary results of health research systems analysis and
tracking resource flows in health research, Cairo, Egypt, 25–27 February 2003

23

Malaria cross-border workshop between Syrian Arab Republic, Iraq and Turkey,
Aleppo, Syrian Arab Republic, 25–26 February 2003

14

Intercountry meeting on epilepsy as a public health concern in the Eastern
Mediterranean Region, Cairo, Egypt, 3–4 March 2003

34

Intercountry workshop on tuberculosis surveillance and epidemiology,
Cairo, Egypt, 3–5 March 2003

18

Sub-regional meeting for the Gulf Cooperation Council countries on
development of national sexually transmitted diseases (STD) assessment,
monitoring and control plans, Muscat, Oman, 10–13 March 2003

32

Regional seminar on prevention and control of zoonotic diseases,
Tunis, Tunisia, 11–13 March 2003

39
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WHO/EMRO meetings held in the Eastern Mediterranean Region between
1 January and 31 December 2003 (continued)
Meeting title, location and date

No. of participants

Regional breastfeeding counselling course,
Cairo, Egypt,15–27 March 2003

48

Regional planning meeting on childhood blindness,
Islamabad, Pakistan, 28 April–1 May 2003

21

Meeting of programme managers of communicable disease surveillance and
response, Cairo, Egypt, 29 April–1 May 2003

32

Regional consultation for preparing the global strategy on “Diet, Physical
Activity and Health”, Cairo, Egypt, 30 April–2 May 2003

24

WHO/IDRC consultation on trade in health services in Eastern Mediterranean Region:
challenges and planned response, Beirut, Lebanon, 4–6 May 2003

35

Intercountry workshop on management of chronic tuberculosis cases,
Cairo, Egypt, 6–8 May 2003

14

Twenty-seventh meeting of the Regional Consultative Committee (RCC),
Cairo, Egypt, 12–13 May 2003

8

Eleventh selection committee meeting of the Joint EMRO/DCD/TDR Small Grants
Scheme for Operational Research in Tropical and other Communicable
Diseases, Cairo, Egypt, 12–14 May 2003

12

Third intercountry meeting of national malaria programme managers,
Lahore, Pakistan, 12–15 May 2003

60

Regional meeting to discuss outlines for the World Report on Road Traffic Injury Prevention,
Cairo, Egypt, 14–15 May 2003

16

Fifth Technical Advisory Group meeting on polio eradication for Pakistan,
Islamabad, Pakistan, 15–16 May 2003

26

Regional meeting of national coordinators on leprosy elimination,
Casablanca, Morocco, 20–22 May 2003

14

Intercountry meeting of national programme managers for the prevention and control of
schistosomiasis and soil-transmitted helminthiasis,
Sana’a, Yemen, 26–28 May 2003

27

Second sub-regional meeting for development of national sexually transmitted
diseases (STD) assessment, monitoring and control plans,
Cairo, Egypt, 26–29 May 2003

37

Intercountry workshop on increasing routine immunization coverage at
district level, Sharm El Sheikh, Egypt, 26–29 May 2003

57

Sub-regional meeting for national sexually transmitted disease assessment,
monitoring and control plans in the Eastern Mediterranean Region African countries,
Cairo, Egypt, 1–4 June 2003

34

Biennial intercountry meeting for directors of central blood transfusion services
in Eastern Mediterranean Region Member States, Cairo, Egypt, 2–5 June 2003

48

Annex 3

WHO/EMRO meetings held in the Eastern Mediterranean Region between
1 January and 31 December 2003 (continued)
Meeting title, location and date

No. of participants

Regional workshop on utilization of biomedical databases (including Medline),
Cairo, Egypt, 6 June 2003

21

Second Eastern Mediterranean regional workshop on regulation of herbal medicine,
Abu Dhabi, United Arab Emirates, 7–9 June 2003

25

Expert consultation to discuss the regional strategy on sustainable health
development and poverty reduction, Fez, Morocco, 9–12 June 2003

31

Meeting for the principal recipients of the Global Fund to Fight AIDS, Tuberculosis
and Malaria (GFATM) in the Eastern Mediterranean Region,
Cairo, Egypt, 11–12 June 2003

63

Meeting to facilitate implementation of the recommendations of the
Commission on Macroeconomics and Health in the Eastern
Mediterranean Region, Fez, Morocco, 13–14 June 2003

31

Regional workshop on health research proposals development,
Cairo, Egypt, 15–19 June 2003

24

National tuberculosis programme managers meeting in the Eastern Mediterranean
Region, Rabat, Morocco, 17–19 June 2003

53

Joint WHO/UNEP conference for water supply and sanitation in the 21st
century in the Eastern Mediterranean Region, Rabat, Morocco, 23–27 June 2003

46

Fourth Technical Advisory Group meeting on polio eradication in Egypt,
Cairo, Egypt, 24–25 June 2003

27

First meeting of the Regional Technical Advisory Group on polio eradication, Damascus,
Syrian Arab Republic, 28–29 June 2003

34

Sixth meeting of the regional working group on GAVI, Damascus,
Syrian Arab Republic, 29 June 2003

40

National health accounts workshop, Cairo, Egypt, 29 June–3 July 2003

15

Twentieth intercountry meeting for national managers of the Expanded Programme
on Immunization, Damascus, Syrian Arab Republic, 30 June–3 July 2003

83

Sixteenth meeting of the EPI Regional Technical Advisory Group, Damascus, Syrian
Arab Republic, 30 June–3 July 2003

20

Global SALM Surv Pre-Level 3 epidemiology training course on foodborne disease
surveillance, Cairo, Egypt, 1–3 July 2003

22

Third AIDS Regional Advisory Group meeting,
Abu Dhabi, United Arab Emirates, 5–7 July 2003

16

Thirteenth intercountry meeting of national AIDS programme managers, 6–7 July 2003
and the regional meeting on HIV surveillance and monitoring of national AIDS
control programmes, 8–10 July 2003, Abu Dhabi, United Arab Emirates

62

Follow-up consultation on establishing the Eastern Mediterranean Approach to
Noncommunicable Diseases Network (EMAN) Beirut, Lebanon, 7–10 July 2003

15
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WHO/EMRO meetings held in the Eastern Mediterranean Region between
1 January and 31 December 2003 (continued)
Meeting title, location and date

No. of participants

Second meeting of the Roll Back Malaria evaluation team, Cairo, Egypt, 14–16 July 2003

8

Training workshop on microbiological risk assessment, Cairo, Egypt 23–25 July 2003

31

Consultation on mental health and rehabilitation of psychiatric services in
Iraq, Cairo, Egypt, 28–30 July 2003

23

Consultation meeting to develop HIV voluntary counselling and testing
in countries of the Eastern Mediterranean Region, Cairo, Egypt, 28–30 July 2003

43

Regional workshop on infant and young child feeding, Casablanca, Morocco,
28–31 July 2003

29

Training of master trainers for community-based initiatives,
Amman, Jordan, 5–12 August 2003

22

Workshop on the stepwise surveillance system (for Algeria, Libyan Arab Jamahiriya,
Morocco and Tunisia), Tunis, Tunisia, 17–19 August 2003

17

Seventh intercountry meeting of directors of poliovirus laboratories,
Amman, Jordan, 24–26 August 2003

30

Workshop for networking with translators, editors and proofreaders
in medical and health topics in the Eastern Mediterranean Region,
Cairo, Egypt, 27–28 August 2003

49

Third intercountry meeting of national containment coordinators for
laboratory containment of wild poliovirus and potentially infectious
materials, Amman, Jordan, 27–28 August 2003

17

Intercountry meeting on acceleration of measles control, 27–29 August 2003
and GAVI Core Group meeting, Nabeul, Tunisia, 30 August 2003

44

Intercountry meeting on scaling up the integrated management of child
health (IMCI) strategy in the countries implementing IMCI in the
Eastern Mediterranean Region, Hammamat, Tunisia, 1–4 September 2003

70

Intercountry meeting on measles elimination, Nabeul, Tunisia, 1–3 September 2003

78

Third regional conference on the Eastern Mediterranean Regional
health sciences virtual library: creating digital health science libraries
in the Region, Karachi, Pakistan, 3–6 September 2003

21

Workshop on the stepwise surveillance system (for Egypt, Sudan and Yemen),
EMRO, Cairo, Egypt, 4–6 September 2003

14

Eighth inter-regional meeting on the coordination of operation
MECACAR vision immunization programme, Budapest, Hungary, 8–10 September 2003

59

Training workshop on methods for HIV/AIDS estimates and projections for
the Eastern Mediterranean Region, Cairo, Egypt, 16–18 September 2003

32

Inter-regional meeting to enhance the role of nongovernmental organizations
in supporting the Framework Convention on Tobacco Control,
Cairo, Egypt, 16–18 September 2003

27
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WHO/EMRO meetings held in the Eastern Mediterranean Region between
1 January and 31 December 2003 (continued)
Meeting title, location and date

No. of participants

Executive course on genomics and public health policy,
Muscat, Oman, 20–23 September 2003
Fiftieth session of the Regional Committee for the Eastern Mediterranean,
Cairo, Egypt, 29 September–2 October 2003

56
148

First regional conference on medical journals in the Eastern Mediterranean Region
Cairo, Egypt, 6–9 October 2003

80

Second Roll Back Malaria Review Committee meeting, Cairo, Egypt, 6–7 October 200

37

Third regional training workshop on the management of data for the global
youth tobacco survey, Cairo, Egypt, 13–16 October 2003

23

Regional meeting of WHO collaborating centres, Cairo, Egypt, 13–15 October 2003

57

Tenth meeting of the Regional Commission for Certification of Poliomyelitis
Eradication, Cairo, Egypt, 14–15 October 2003

39

Intercountry workshop on scaling up implementation of insecticide-treated nets (ITN)
for control of malaria and other vector-borne diseases in countries of
the Eastern Mediterranean Region, Abha, Saudi Arabia, 18–20 October 2003

59

Regional consultative meeting on poison control centres: current situation
and perspectives in the Eastern Mediterranean Region, Cairo, Egypt, 19–20 October 2003

19

ILO/WHO joint effort on occupational health and safety in Africa
Workshop on national profile in Egypt, Cairo, Egypt, 20–22 October 2003

19

Intercountry meeting of health education and communication directors,
Cairo, Egypt, 20–22 October 2003

20

Medicine prices: a new approach to measurement, Cairo, Egypt, 20–22 October 2003

42

Regional workshop on chemical safety and risk analysis in the Eastern
Mediterranean Region, Cairo, Egypt, 21–23 October 2003

19

Global meeting of informatics management coordination committee,
Cairo, Egypt, 16–20 November 2003

27

WHO/EMRO/CEHA consultation on minimum household water security requirements and
health, Amman, Jordan, 1–3 December 2003

11

Second meeting of the Regional Advisory Panel on the Impact of Drug Abuse
(RAPID), Teheran, Islamic Republic of Iran, 1–4 December 2003

37

Consultation on health emergency preparedness mitigation and response,
in the region, Damascus, Syrian Arab Republic, 1–4 December 2003

28

Sub-regional workshop on vaccine management, Amman, Jordan, 2–4 December 2003

33

Review meeting of the UNFIP project on strengthening surveillance and control of vaccinepreventable and epidemic-prone diseases in Africa, Luxor, Egypt, 3–5 December 2003

32

Second regional breastfeeding counselling course, Cairo, Egypt, 6–11 December 2003

43
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WHO/EMRO meetings held in the Eastern Mediterranean Region between
1 January and 31 December 2002 (concluded)
Meeting title, location and date

No. of participants

National consultation on health and human rights “Supporting the
integration of human rights and health in national policy and health
development”, Cairo, Egypt, 7–8 December 2003

26

WHO/UNEP intercountry workshop on public health pesticides management
in the Eastern Mediterranean Region in the context of the Stockholm
convention on persistent organic pollutants, Amman, Jordan, 7–11 December 2003

61

National oral health programme managers meeting
Cairo, Egypt, 8–11 December 2003

34

Consultative meeting on TRIPS and public health, Amman, Jordan, 8–11 December 2003

29

Regional consultative meeting on promoting reproductive and sexual health
in the Eastern Mediterranean Region, Beirut, Lebanon, 8–11 December 2003

49

Regional retreat on gender mainstreaming in the Eastern Mediterranean Region
Alexandria, Egypt, 12–13 December 2003

70

WHO training workshop in intratypic methods for characterization of polioviruses using
molecular techniques of PCR and NAPH, Muscat, Oman, 13–18 December 2003

10

Intercountry workshop on immunization safety, Cairo, Egypt, 14–16 December 2003

58

Vision 2020 regional planning workshop, Cairo, Egypt, 14–17 December 2003

32

Fifth meeting of the Technical Advisory Group on polio eradication
in Egypt, Cairo, Egypt, 15–16 December 2003

33

Regional consultation on health and behaviour, Cairo, Egypt,
15–18 December 2003

19

Seventh intercountry meeting of the national officers responsible for health
research, Lahore, Pakistan, 15–17 December 2003

39

Intercountry training workshop on tuberculosis and children, Tunisia, Tunisia
15–19 December 2003

35

Post-adoption phase of the Framework Convention on Tobacco Control,
Dubai, United Arab Emirates, 15–17 December 2003

36

First sub-regional awareness-raising capacity-building workshop on the
Framework Convention on Tobacco Control, Cairo, Egypt, 16–18 December 2003

34

Regional consultative meeting on the development trends of occupational
health and safety in the Eastern Mediterranean Region: current status and
perspectives, Damascus, Syrian Arab Republic, 16–18 December 2003

22

Third regional programme review group meeting on lymphatic filariasis elimination
Cairo, Egypt, 18 December 2003

14

Consultation on accreditation of medical education in the Eastern Mediterranean Region,
Manama, Bahrain, 20–22 December 2003

24

Regional consultation on hypertension prevention and control, Abu Dhabi,
United Arab Emirates, 20–22 December 2003

19

Title

Publications

Originator

25 questions and answers on health and human rights
Language: Arabic

Headquarters

Basic histopathology and anatomical pathology services for developing
countries with variable resources
WHO Regional Publications, Eastern Mediterranean Series No. 23
Language: English

EMRO

Basic malaria microscopy
Language: Arabic

Headquarters

Commission on Macroeconomics and Health. Executive Summary
Language: Arabic

Headquarters

Genomics and world health. Summary
Language: Arabic

Headquarters

In pursuit of health
Language: Arabic/English/French

EMRO

Investing in health. A summary of the findings of the Commission on
Macroeconomics and Health
Language: Arabic

Headquarters

The right to health
Language: Arabic

Headquarters

The work of WHO in the Eastern Mediterranean Region.
Annual report of the Regional Director, 1 January-31 December 2002
Languages: Arabic/English

EMRO

The World Health Report 2003. Shaping the future
Language: Arabic

Headquarters

Towards the elimination of female genital mutilation
Language: Arabic

EMRO

Periodicals
Eastern Mediterranean health journal, Vol. 4/5
Language: Arabic/English/French

EMRO

Eastern Mediterranean health journal, Vol. 7 No. 6
Language: Arabic/English/French

EMRO

WHO Policy perspective No. 4
Language Arabic

Headquarters
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New publications and documents issued by WHO/EMRO in 2003 (continued)
Title

Originator

WHO Policy Perspective No. 5
Language: Arabic

Headquarters

Documents
8 steps for establishing model areas for community-based initiatives
Community-Based Initiatives Series No. 9
Language: English

EMRO

Community empowerment for health and development
Community-Based Initiatives Series No. 10
Language: English

EMRO

Concepts and methods of community-based initiatives
Community-Based Initiatives Series No. 7
Language: English

EMRO

DCD Division of Communicable Disease Control annual report 2002
Language: English

EMRO

Demographic and health indicators for countries of the
Eastern Mediterranean 2002/2003

EMRO

Female genital mutilation. A student’s manual
Language: Arabic

Headquarters

Female genital mutilation. A teacher’s guide
Language: Arabic

Headquarters

Female genital mutilation. Policy guidelines for nurses and midwives
Language: Arabic

Headquarters

Framework for planning, mobilization and implementation of healthy hospitals
Community-Based Initiatives Series No. 4
Language: English

EMRO

Framework for planning, mobilization and implementation of healthy schools
Community-Based Initiatives Series No. 5
Language: English

EMRO

Frequently asked questions about community-based initiatives
Community-Based Initiatives Series No. 8
Language: English

EMRO

Gender mainstreaming in development strategies
Community-Based Initiatives Series No. 6
Language: English

EMRO

Annex 4

New publications and documents issued by WHO/EMRO in 2003 (continued)
Title

Originator

Guidelines for developing women’s health and development country profiles
Community-Based Initiatives Series No. 3
Language: English

EMRO

Guidelines for evaluation of environmental health services
Language: Arabic

EURO

Health facility survey on outpatient child care (IMCI) services, Egypt, March 2002
Language: English

EMRO

Health under difficult circumstances
EMRO Technical Papers Series No. 9
Language: English/Arabic

EMRO

Healthy marketplaces. Working towards ensuring the supply of safer food
Language: English

EMRO

Instructions for treatment and use of insecticide-treated mosquito nets
Language: Arabic

Headquarters

Integrated vector management in the Eastern Mediterranean Region. A training manual
Language: Arabic

EMRO

Model list of essential medicines
Language: Arabic

Headquarters

Occupational health. A manual for primary health care workers
Language: Arabic

EMRO

Operational guidelines for ethics committees that review biological medical research
Language: Arabic

Headquarters

Operational research in tropical diseases. Final report summaries 1992-2000.
Results Portfolio Small Grants Scheme
Language: English

EMRO

Poliomyelitis eradication in the Eastern Mediterranean. Progress report 2002
Languages: English/Arabic

EMRO

Public information on biological and chemical threats
Language: Arabic

EMRO

Reuse of wastewater in agriculture. A guide for planners
Language: Arabic

World Bank

Sanitary parasitology: a theoretical and practical guide
Language: Arabic

CEHA
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New publications and documents issued by WHO/EMRO in 2003 ( concluded)
Title

Originator

Scaling up antiretroviral therapy in resource limited settings:
guidelines for a public health approach. Executive summary
Language: Arabic

Headquarters

Teacher’s guide: management of wastes from health care activities
Language: Arabic

Headquarters

The cigarette ‘transit’ road to the Islamic Republic of Iran and Iraq.
Illicit tobacco trade in the Middle East
Language: English

EMRO

The tobacco industry’s tactics and plans to undermine control efforts in
Egypt and North Africa
Language: English

EMRO

Tobacco control country profiles for the Eastern Mediterranean Region
Language: English

EMRO

Tool kits for private participation in water supply and sanitation
Language: Arabic

World Bank

Tools for assessing Operation and maintenance status of water supply and sanitation
in developing countries
Language: Arabic

Headquarters

Total quality management guidelines in maternal and perinatal care: a training
manual for countries of the Eastern Mediterranean Region
Language: English

EMRO

Urbanization and the healthy cities programme
Community-Based Initiatives Series No. 2
Language: English

EMRO

Use of fish for mosquito control
Language: English

EMRO

Water distribution operator training handbook
Language: Arabic

American
Water Works
Association

Woman in Islam and her role in human development
Community-Based Initiatives Series No. 11
Language: English

EMRO
EMRO

as at February 2004
Title

Field

Designation
date

WHO Collaborating Centre for Acquired
Immunodeficiency Syndrome (AIDS), Cairo, Egypt

AIDS

1987

WHO Collaborating Centre for Acquired
Immunodeficiency Syndrome (AIDS), Kuwait, Kuwait

AIDS

1987

WHO Collaborating Centre for Prevention of Blindness,
Riyadh, Saudi Arabia

Blindness

1985

WHO Collaborating Centre for Prevention of Blindness,
Rawalpindi, Pakistan

Blindness

1993

WHO Collaborating Centre for Cancer Control and
Lymphoma Research, Kuwait, Kuwait

Cancer

1987

WHO Collaborating Centre for Research and Training in
Cardiovascular Diseases Control
Isfahan, Islamic Republic of Iran

Cardiovascular
disease

2003

WHO Collaborating Centre for Cardiovascular Diseases,
Karachi, Pakistan

Cardiovascular
disease

1988

WHO Collaborating Centre for Treatment, Education and
Research in Diabetes and Diabetic Pregnancies,
Karachi, Pakistan

Diabetes

1991

WHO Collaborating Centre for Research and Training in
Diabetes Programme Development, Seeb, Oman

Diabetes

1992

WHO Collaborating Centre for Diabetes Research,
Education and Primary Health Care, Amman, Jordan

Diabetes

1998

Centre collaborateur OMS pour la réglementation
pharmaceutique et l’enregistrement des médicaments,
Ministry of Public Health, Tunis, Tunisia

Drugs

1998

WHO Collaborating Centre for Educational Development
Teheran, Islamic Republic of Iran

Educational
development

1995

WHO Collaborating Centre for Educational Development
of Health Personnel, Karachi, Pakistan

Educational
development

1996

WHO Collaborating Centre for Educational Development,
Wad Medani, Sudan

Educational
development

1996

WHO Collaborating Centre for Environmental Health
Engineering, Lahore, Pakistan

Environmental
health

1997

WHO Collaborating Centre for Emerging and Re-emerging
Infectious Disease
Cairo, Egypt

Emerging and
re-emerging
infectious disease

2002

Annex 5

WHO collaborating centres in the Eastern
Mediterranean Region

142

Annual report for the Regional Director, 2003

WHO collaborating centres in the Eastern Mediterranean Region as at February 2004
(continued)

Title

Field

Designation
date

WHO Collaborating Centre for Research and Training on
Endocrine Science
Teheran, Islamic Republic of Iran

Endocrine science

2003

WHO Collaborating Centre for Haemoglobinopathies,
Thalassaemias and Enzymopathies, Riyadh, Saudi Arabia

Genetic blood
disorders

1991

WHO Collaborating Centre for Health and Biomedical
Information, Teheran, Islamic Republic of Iran

Health and
biomedical
information

1993

WHO Collaborating Centre for Health Education,
Sana’a, Republic of Yemen

Health
education

1997

WHO Collaborating Centre for Research and Development
in Medical Education and Health Services, Ismailia, Egypt

Human
resources
development

1988

Centre collaborateur OMS de recherche
et formation en matière de développement
de la formation des personnels de santé,
Tunis, Tunisia

Human
Resources
Development

1994

Centre collaborateur OMS de recherche et
formation en leishmaniose, Tunis, Tunisia

Leishmaniasis

1994

WHO Collaborating Centre for Research and Training
in Malaria and other Vector-borne Diseases, Cairo, Egypt

Malaria

1981

WHO Collaborating Centre for Mental Health Research
and Training, Rawalpindi, Pakistan

Mental health

1987

Centre collaborateur OMS de recherche et
formation en santé mentale, Casablanca, Morocco

Mental health

1992

WHO Collaborating Centre for Research and Training in
Mental Health, Cairo, Egypt

Mental health

1993

WHO Collaborating Centre for Mental Health,
Teheran, Islamic Republic of Iran

Mental health

1997

WHO Collaborating Centre for Nuclear Medicine,
Kuwait, Kuwait

Nuclear
medicine

1988

WHO Collaborating Centre for Nursing Development,
Manama, Bahrain

Nursing

1990

WHO Collaborating Centre for Nursing Development,
Irbid, Jordan

Nursing

1997

WHO Collaborating Centre for Research, Training and
Communication in Nutrition, Cairo, Egypt

Nutrition

1992

WHO Collaborating Centre for Research and Training in
Nutrition, Teheran, Islamic Republic of Iran

Nutrition

1992

Annex 5

WHO collaborating centres in the Eastern Mediterranean Region as at February 2004
(continued)
Title

Field

Designation
date

WHO Collaborating Centre on Research and Training
in Breastfeeding, Teheran, Islamic Republic of Iran

Nutrition

1996

WHO Collaborating Centre for Occupational Health,
Alexandria, Egypt

Occupational
health

1972

Centre collaborateur OMS de recherche et
formation en médecine du travail, Tunis, Tunisia

Occupational
health

1992

WHO Collaborating Centre for Research, Training and
Demonstration for Oral Health, Damascus,
Syrian Arab Republic

Oral health

1986

WHO Collaborating Centre for Pesticide Analysis,
Karachi, Pakistan

Pesticide
analysis

1988

Centre collaborateur OMS de formation
et recherche en administration sanitaire et
santé publique, Rabat, Morocco

Public health
administration

1993

WHO Collaborating Centre for Quality Control
in Clinical Laboratories, Teheran,
Islamic Republic of Iran

Quality
assurance

1994

WHO Collaborating Centre for Quality Control of Medicines
with a Focus on Training, Research and Marketing Applications
Tunis, Tunisia

Quality control of
medicines

2003

WHO Collaborating Centre for Reference
and Research on Rabies, Teheran,
Islamic Republic of Iran

Rabies

1973

Centre collaborateur OMS pour la radio protection,
Rabat, Morocco

Radiation

1998

WHO Collaborating Centre for Management of Renal and
Urological Disorders, Mansoura, Egypt

Renal and
urological disorders

1993

WHO Collaborating Centre for Reproductive Health Research,
Alexandria, Egypt

Reproductive
Health Research

1974

WHO Collaborating Centre for Research in
Human Reproduction, Karachi, Pakistan

Reproductive
Health
Research

1976

WHO Collaborating Centre for Schistosomiasis Control,
Cairo, Egypt

Schistosomiasis

1986

WHO Collaborating Centre for Traditional Medicine,
Khartoum, Sudan

Traditional
medicine

1984

WHO Collaborating Centre inTransfusion Medicine,
Amman, Jordan

Transfusion
medicine

1995

Centre collaborateur OMS dans le domaine de la,
médecine transfusionelle, Tunis, Tunisia

Transfusion
medicine

1995
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WHO collaborating centres in the Eastern Mediterranean Region as at February 2004
(concluded)
Title

Field

Designation
date

WHO Collaborating Centre for Tuberculosis,
Teheran, Islamic Republic of Iran

Tuberculosis

1993

Centre collaborateur OMS de recherche et
la formation dans le domaine de l’approvisionnement
en eau potable, Rabat, Morocco

Water supply

1993

WHO Collaborating Centre for Research and Training in
Viral Diagnostics, Islamabad, Pakistan

Virology

1982

WHO Collaborating Centre for Virus Reference
and Research, Kuwait, Kuwait

Virology

1984

