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Executive summary 

An intercountry meeting on achieving the Millennium 
Development Goals (MDGs) was held at the World Health 
Organization's Regional Office for the Eastern Mediterranean 
(WHO/EMRO) in Cairo, Egypt, from 17 to 19 October 2005. 
The meeting was attended by representatives of ministries of 
health, planning and finance from 10 countries of the Eastern 
Mediterranean Region identified as priority countries for 
technical support towards achieving the MDGs: Afghanistan, 
Djibouti, Egypt, Iraq, Morocco, Pakistan, Palestine, Somalia, 
Sudan and Yemen. Representatives of the Fund for Integrated 
Rural Development for Syria (FIRDOS), United Nations 
Children's Fund (UNICEF), United Nations Development 
Programme (UNDP) and World Bank also attended, as we11 as 
WHO staff from headquarters, the Regional Office and 
country offices. 

The objectives of the meeting were to share work already 
initiated by the Regional Office's MDGs Task Force on 
regional strategies and ways to support priority countries in 
achieving their own national strategies and bring them in line 
with regional and global strategies, to identify gaps, such as 
resources, capacities and social barriers and to identify ways 
linkages could be made between MDGs and social 
determinants of health, country cooperation strategies and 
poverty reduction strategies. The aim was to orient 
participants on linking health and economic growth in 
achieving MDGs, to discuss how national capacities for 
monitoring MDGs couId be strengthened and to identify 
steps, frameworks, actors and responsibilities. 

The method of work used during the meeting was technical 
presentations, group work and discussions, as well as 
presentations aimed at showing the status of MDG attainment 
by individual countries. Practical group work led to the 
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formation of action plans intended to be useful to Member 
States. 

Slow progress towards the MDGs is especially evident with 
regard to Goal 1: "Eradicating extreme poverty and hunger". 
Moreover, it seems that onIy 4 of the 10 priorities countries 
will be able to meet Goal 5: "Improving maternal health". 
Although GoaI 6: "Combating human immunodeficiency 
viruslacquired immunodeficiency syndrome (HIVIAIDS), 
malaria and other diseases," has received the most support in 
terms of interventions, such as the Roll Back Malaria and Stop 
TB campaigns, there still remains much to achieve in all the 
priority countries, except Egypt. 

The meeting concluded that stronger politicaI commitment 
was needed by countries and all other partners involved for 
enhancing security, adopting and putting integrated 
approaches into action, building capacity, raising community 
awareness and generating additional resources. 

Recommendations 

Member States 

A national MDG task force should be established to act 
as the catalyst and main strategic body for integrated 
MDGs actions. The task force should act as the core 
group for devising and implementing national strategies 
based on interna tionaI recommendations (i-e. MDGs- 
based PRSPs), including those of this meeting. The task 
force should act as the brain trust and engine to promote, 
advocate and push forward the MDGs agenda at the 
national level, including monitoring and evaluation. The 
task force shouId be officially designated, multisectoral 
and responsible for the national MDGs strategy. The 
national strategy prepared by the national MDG task 
force should: 

be long-term (2005-2015) and include all the MDGs; 
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be properly costed and linked to the medium-term 
expenditure framework; 
be reflected in the national budgets ever vear; 
cIearIy highlight gaps in resources aIlocation. 

2. Countries should incorporate heaIth in their poverty 
reduction strategy papers. A draft of the poverty 
reduction strategy paper including health should be 
prepared, discussed and agreed upon by national 
authorities and should be operationalized in the budget. 

3. Existing sustainabIe health development approaches, 
such as con-~munity-based initiatives (i.e. Basic 
Development Needs, Healthy City and HeaIthy Village 
Programmes) shouId be reviewed and made MDG 
focused. Efforts should be made to ensure that similar 
approaches used by other partners and sectors in the 
countries should contribute to and support thc national 
strategy to achieve the MDGs. 

4. National efforts to increase outreach and access to heaIth 
services should aim at increasing community 
participation and ensuring a decentralized, responsive 
health deIivery system that provides quality health care 
for the underprivileged and people that live in remote 
areas. It is criticaIIy important that health systems should 
have the institutional capacity to address, together with 
other sectors, the social determinants of health. 

5. Training should be conducted for health care providers 
at all levels to improve knowIedge and skills on key 
MDGs-related programmes such as EPI, IMCI, growth 
monitoring, breastfeeding, making pregnancy safer, 
family planning, TB DOTS, RBM and HTV/AIDS. Existing 
monitoring systems should be strengthened and 
outcomes reported on a regular basis. 

6. The national MDG task force, in consultation with the 
water supply and sanitation sector, should assess the 
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status and needs of the sector at all levels. Emphasis 
should be placed on promoting participatory and 
community-based actions for improvement of wa tcr 
suppIy and sanitation in rural areas and peri-urban 
communities. Healthy city and healthy villages projects 
shouId be mobilized to participate in efforts by the urban 
water suppIy, sanitation and soIid waste agencies to 
improve these services. It is vita1 that the national MDG 
task force maintains close contact with donor agencies to 
mobilize required external resources to complement the 
national efforts. 

7. Countries should create opportunities within the 
national MDGs framework for health research and 
development. 

8. Countries should improve availability and access to 
essential medicines, particularly in the underprivileged 
areas. 

9. The MDG national, task force in collaboration with 
concerned agencies should: a) promote the review of 
existing information systems to monitor progress 
towards the MDGs; and b) facilitate the development of 
simple and practical information systems that can 
provide essential information and data for monitoring, 
integration and intersectoral planning. Information 
systems should not add additional burdens to ongoing 
activities. 

10. The nationaI MDG task force in collaboration with the 
UN agencies and other partners should work towards 
mobilizing civil society, improving govcrnance, 
identifying potential additional resources to fiII gaps in 
resource allocation and ensure that community -based 
initiatives support national plans and strategies. 
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11. Health authorities in countries with compIex emergency 
situations shouId advocate with policy-makers to use 
health-related MDGs as a bridge for peace. 

WHO 

12. The country cooperation strategy deveIopment process 
should take into account the MDGs and ensure that 
activities are supportive of efforts to achieve the MDGs 
and coordinated with the relevant sectors outside health. 

13. WHO and other UN agencies in the Region should 
technicaIIy and financially support the national MDG 
task force, monitor national progress, assist in national 
coordination and facilitate nationaI and regional 
processes aimed at achieving the MDGs. 

14. The Regional Office should assist Member States to 

develop advocacy, training materials and guidelines. 

15. The RegionaI Office should facilitate exchange of 
information and experiences and networking between 
countries (South-South cooperation). 

16. The Regional Office should provide technical and 
material support for strengthening the hcal th component 
of poverty reduction strategy papers. 

17. The Regional Office should assist recipient countries and 
donors in the implementation of the Rome Declaration 
on Harmonization and Paris Declaration on Aid 
Effectiveness by promoting and facilitating SWAps and 
dircct budget support for the health sector. 

18. The RegionaI Office should advocate for and support 
community-based initiatives as potent tools for poverty 
reduction and for sustainable human development. 



19. The regional MDG task force should monitor the 
implementation of these recornmenda tions at the 
regional level and submit a progress report to the 
Regional Director. 

20. Headquarters should facilitate exchange of information 
and experiences between Regions, UN agencies, Bretton 
Woods institutions and donors. 

21. Headquarters should prepare progress reports and assist 
in assessing requirement, maintain close contact with 
donors and key international partners with the aim of 
mobilizing resources particularly for priority countries. 

22. Headquarters should continue work at the global leveI 
with international partners aimed at addressing issues 
hampering the achievement of the MDGs. 

23. Headquarters should take the lead in encouraging the 
IMF and World Bank to assist countries in scaling up 
health senices and other poverty reduction plans and 
programmes. 

24. Headquarters should maintain coordination with the 
pharmaceutical industry, governments and donors to 
e w e  that the priority countries have access to essential 
medicines. In this regard, position papers should be 
prepared, along with resolutions and executive action 
directives to be endorsed by the governing bodies of 
WHO. 
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1. Introduction 

An intercountry meeting on achieving the MiIIennium 
Development GoaIs (MDGs) was held at the WorId Health 
Organization's Regional Office for the Eastern Mediterranean 
(WHOIEMXO) in Cairo, Egypt, from 17 to 19 October 2005. 
The meeting was attended by representatives from 10 
countries of the Region identified as priority countries for 
technical support towards achieving the MDGs: Afghanistan, 
Djibouti, Egypt, Iraq, Morocco, Pakistan, Palestine, Somalia, 
Sudan and Yemen. Representatives of the Fund for Integrated 
Rural Development for Syria (FIRDOS), United Nations 
Children's Fund (UNICEF), United Nations Development 
Programme (UNDP) and World Bank also attended, as well as 
WHO staff from headquarters, the Regional Office and 
country offices. 

The objectives of the meeting were to share work already 
initiated by the RegionaI Office's MDGs Task Force on 
regional -strategies and ways to support priority countries in 
achieving their own national strategies and bring them in line 
with regional and global strategies, to identify gaps, such as 
resources, capacities and sucial barriers and to identify ways 
linkages could be made between MDGs and social 
determinants of health, country cooperation strategies and 
poverty reduction strategies. The aim was to orient 
participants on linking health and economic growth in 
achieving MDGs, to discuss how national capacities for 
monitoring MDGs could be strengthened and to identify steps, 
frameworks, actors and responsibilities. 

The meeting was opened by Dr Hussein A. Gezairy, WHO 
Regional Director for the Eastern Mediterranean, who referred 
to the Millennium Development GoaIs adopted at the United 
Nations MiIIennium Summit in September 2000 which called 
for a dramatic reduction in poverty and marked 
improvements in the health of the poor. Half of the MDGs 



Achieving the Millennium Development Goals 

were directly related to hcalth and the rest targeted health 
determinants-poverty, education and inequality ill its many 
forms. The MDGs created a challenge for all heaIth authorities, 
national and internationaI, to deliver the gains which would 
support poverty reduction and human development. 

Dr Gezairy noted that several countries in the Region had 
poor indicators for reduction in the proportion of people who 
suffered from hunger. In ordcr to prioritize technical support 
to the countries that were in need of mare assistance, the 
Regional Office had selected ten priority countries based on 
adult and chiId mortality rates, socioeconomic status and 
complex emergencies. As a resuIt Afghanistan, Djibouti, 
Egypt, Iraq, Morocco, Pakistan, Palestine, Somalia, Sudan and 
Yemen had been chosen as priority countries to receive 
additionaI technicaI support from WHO for achieving the 
MDGs. 

Dr Ge~ai ry  drew attention to the recent global MDG report 
published by the United Nations which indicated that many 
countries in the developing world might not achieve the 
MDGs. He said that in the Eastern Mediterranean Region, 
projections indicated that all ten priority countries, with the 
exception of Egypt, were lagging in their efforts to achieve the 
MDGs. It shouId be highlighted that there was a lack of 
reliable and timely information from the priority countries 
which made analysis of the current status and projection of 
future trends difficult. 

Hc stressed that the Regional Office was committed to 
assisting countries to achieve the MDGs through encouraging 
poIitical commitment, resource mobilization, and provision of 
technical assistance for the reform of health systems, which 
allowed accessibiIity of the poor and unclerprivileged areas to 
primary health carc services. The health information system 
nceded strengthening in order to collect reliable data. 
Partnership deve!opment and rcsource generation were 
among the main actions expected from Member States and 
WHO representatives at the national level. Dr Cczairy said 
that he expected the meeting to create a suitable e~~vironment  
for sharing understanding of the vision and work towards thc 
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MDGs, and to clarify the roles of national authorities, WHO 
and other potential partners at all levels. 

Mr n o m a s  McDermott, UNICEF Regional Director for the 
Middle East and North Africa, noted that, since the 
Millennium Declaration covered the period from 2000 to 2015, 
it  was time for a review of the situation. He stressed that the 
United Nations saw the MDGs as its workplan for the coming 
ten years and hoped that colleagues in government viewed 
them similarly as the world's plan. The MDGs were the 
fulfilment of the promises of the human rights conventions for 
without achieving human rights there could be no 
achievement of MDGs. 

Me noted that many countries of the Region had 
comparativeIy easy access and good quality social services, a 
situation that partly reflected a high starting point for most 
regional as a result of improvements made in social services 
during the 1980s and 1990s. However, the MDGs called for 
radical changes to be made on rates already established in 
1990 and such high starting points made achievements which 
called for cutting various indicators like young child mortality 
even harder. Although the MDGs all posed enormous 
challenges, the poorest results so far lay in Goal 1 on reduction 
of poverty and therefore to the elimination of hunger. He also 
drew attention to Goal 8, global partnership, stating that it 
was often overlooked because it spoke of trade and debt, but 
that its importance was paramount because those were the 
very factors that underlined p~vcrty, hunger and disease. 

Finally, Mr McDcrrnott reiterated that the past five years had 
been hampered by war, occupation, civil strife and disaster 
and that reality indicated that those problems might continue 
into the future but that it was necessary to work around such 
factors, using them as opportunities for change rather than 
excuses for failure. 

Opening remarks for the United Nations Development 
Programme were made by Ms Elissar Sarrouh, UNDP Deputy 
Resident Representative for Egypt, who noted that five years 
ago the internationaI community and UN organizations had 
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placed development at the heart of the globaI agenda by 
adopting the MDGs. Hence, the UN system was mandated to 
help strengthen national capacities, support countries in 
mobilizing and managing increased aid, promote participation 
of a 1  stakeholders in national planning and priority setting, 
and advocate for the MDGs and the protection and promotion 
of human rights. 

Ms Sarrouh stressed that since the Millennium Summit, the 
UN had continuously enhanced its deveIopment delivery 
system under the harmonization and aIignment agenda to 
better support the MDGs. UNDP coordinated and linked 
gIobal and national efforts to make the MDGs the over- 
arching framework of the UN's work worldwide. Through 
UN country teams UNDP led efforts to help countries 
integrate the Millennium Development Goals into their 
national development frameworks. 

UNDP identified gender equality and the mobilization of local 
civil society organizations as essential for the achievement of 
the MDGs. Another important challenge was implementing 
development goals at the Iocal level, where real action on the 
MDGs would be achieved, through locally owned, driven and 
assessed strategies and plans, that set the goals as central aims 
for improving the lives of local communities. She dosed by 
outlining the major challenges to achieving the MDGs: 
unemployment, gender gap and wars and conflicts. 

Dr Mohammed Assai, Regional Adviser, Community-based 
Initiatives, WHO/EMRO, briefed the participants on the 
methodology and expected outcomes of the meeting. The 
method of work during the meeting was through technical 
presentations and discussions as well as presentations aimed 
at showing the status of MDG attainment by individual 
countries. A large proportion of time would be made available 
for practicaI group work, presentations and discussion of 
group work and the formation of action plans intended to be 
useful to the countries. The expected outputs of the meeting 
were: 
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common understanding of the vision and work of MDGs 
at WHO headquarters, the Regional Office for the 
Eastern Mediterranean and at county level; 
review and update of national strategies; 
identification of gaps, steps and actions to translate 
strategies into workplans; 
construction of a 'roadmap' and workplans with 
capacities to monitor MDGs; 
partnership opportunities examined and discussed; 
concIusions and a list of recommendations drawn up. 

Dr Fouad AbduIIah Aziz (Iraq) was elected Chairman of the 
meeting and Dr Mohammed Daim Kakar (Afghanistan) was 
appointed Vice-Chairman. Dr Jamal Nasher (Yemen) was 
Rapporteur. The agenda, programme and list of participants 
of the meeting can be found in Annexes 1, 2 and 3, 
respectively. Annexes 4 and 5 contain documents used for 
group work. 
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2. Technical presentations 

2.1 Trends and regional strategies for achieving the MDGs 
Dr Abdullnh Assa'edi, Assistant Rugzonal Director, WHO Regionnl Oflic-e for thf 
Eastern Mediterranean 

The Regional Office's overaIl strategy for achieving the MDGs 
is by improving health systems through development and 
reforms and including the MDG strategy in Joint Programme 
Manning and Review Missions (JPRM). In addition, the 
Regional Office will continue to promote pro-poor health 
strategies, gender-sensitive heaIth strategies, strengthen health 
information systems, use information and communication 
technology, human resources development, and resource 
mobiIization through partnership development. The RegionaI 
Office has a task force that has developed regional and 
national strategies to achieve the MDGs. The Task Force has 
met regularly and is planning to develop a tool for monitoring 
and evaluation of the MDGs, assist countries in orientatior~ of 
nationaI and regional policy-makers and key stakeholders to 
the MDGs, develop advocacy and training materials, generate 
additional tcchnica1 and financial resources, prepare and 
disseminate periodic progress reports, create result-based 
partnership at all levels, and finally establish a networking 
mechanism within the Regional Office and between Member 
States of the Region. 

Besides the overall strategy the Regional Office has specific 
strategies for reaching individual MDGs. For Goal 1- 
eradicate extreme poverty and hunger- the strategies are 
sustainable hcaIth development and policy reduction, 
promoting community-based initiatives, supporting the 
recommendations of child and maternal health and proinoting 
a healthy environment and global strategy an infant and 
young child feeding detection, management and control of a11 
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forms of undernutrition have been adapted to meet regional 
requirements. 

In order to accomplish Goal 3-promote gender equity and 
empower women -the Regional Office is adapting WHO 
gender policy to the needs of the Region. Women in Health 
and Development is part of community-based initiatives and 
capacity building using the gender mainstreaming training 
manual. The Regional Office is encouraging gender-oriented 
equitable househoId food availability and food distribution in 
collaboration with World Food Programme (WFP), Food and 
Agriculture Organization of the United Nations (FAO) and 
nongovernmental organizations. 

At present Goal 4- the reduction of child mortality - is still 
not satisfactory . The strategies used are Expanded Programme 
of Immunization (EPI) with the reach every district approach 
and introduction of new vaccine, the Integrated Management 
of Child Initiative (IMCI) and the prevention of mother to 
child transmission of HIVJAIDS and sexually transmitted 
infections (STI) in maternal and child health services and Roll 
Back MaIaria (RBM). 

For Goal 5 -improve maternal health - the strategies used are 
Making Pregnancy Safer (MPS), control and prevention of 
micronutrient malnutrition, preventive nutrition programmes 
for adolescent girls, pregnant and lactating women and 
integrated management (prevention, treatment and care 
services) of HIVIAIDSISTI in maternal and child heaIth 
services. However statistics show that 53 000 women of 
childbearing age die in the Region every year and most of 
these deaths are due to diseases which are avoidabIe. 

To achieve Goal 6 -combat HIVIAIDS, malaria and other 
diseases the Regional Office formulated regional strategy on 
heal t11 sector response to HIV/AIDS and ST1 and 3x5 Initiative 
followed by universal access to HIVlATDS treatment and 
control. Two initiatives have aIso been adapted: RBM and Stop 
TB (tuberculosis). 
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Specific strategies for Goal 7-ensure environment 
sustainability - are: Healthy City and Heal thy Village 
Initiatives, user guidelines and standards for improving 
drinking water quality, safe wastewater reuse and healthy 
recreationd environment, safe management of healthcare 
waste and healthy environments for children initiatives. 

Finally, towards Goal 8 -global partnership for 
development-the Regional Office for the Eastern 
Mediterranean is working to encourage partnership with civil 
society, related public sectors, donors and UN agencies 
targeting the poor and underprivileged areas, increasing and 
monitoring access to essential drugs, rational drug use and 
improving public drug supply systems and monitoring the 
impact of global trade agreements on availability of essential 
drugs. Goal 8 is of great importance because it is concerned 
with mobilization of resources and development of 
partnerships. The internationa1 community is committed to 
this and so funding must be made available. 

Global trends for the achievement of the MDGs show that if 
trends in the 1990s continue most poor countries wiIl not meet 
the MDGs. No region in the developing world is currently on 
track to meet the target for infant mortality rate and there has 
been no improvement in the reduction of the maternal 
mortality rate in Afghanistan, Djibouti, Iraq, Somalia and 
Sudan. 

The major challenges facing the Region in order to get on track 
towards achieving the MDGs are: linking health and poverty; 
fostering broad-based partnerships and linkages and resource 
and capacity restraints. In order to face these challenges the 
Regional Office will: 

continue technical and financial support; 
promote and support health sector reforms; 
use community-based initiatives as a potent too1 for 
poverty reduction, human development and 
sustainabilify; emphasize gender perspective; assist in 
increasing access of vulnerable and needy groups to 
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health care services; support improvement of health 
information systems; 
collaborate with partners and assist countries to generate 
additional resources. 

The Regional Office's main activities up to October 2005 have 
been to participate in an interregional meeting, Costa Rica, 11- 
13 November 2004, where the regional perspective and 
strategies were presented; to present the regional monitoring 
strategies in the annual WHONNICEF Regional Directors' 
meeting; to present WHO'S role in achieving the MDGs and 
monitoring their progress in the Eastern Mediterranean 
Region in the 29th meeting of RCC, 11-12 April 2005; and 
foster a partnership with the United Nations Economic and 
Social Commission for West Asia (ESCWA) by technically 
supporting the MDG health-related section of a briefing paper 
for the Secretary-General of the United Nations. The Regional 
Office technically and financially supports Member States as 
weII as utilizing community-based initiatives as a tool for 
poverty reduction, human development and sustainability. 

Member States are asked to consider the following when 
writing their national strategies in response to the MDGs: 

poverty reduction as an integral part of the national 
economic strategies; 
education reform; 
promoting women's rights; 
accelerating EPI coverage; 
implementing IMCI, and child nutrition, family heaIth 
programmes and strengthening reproductive heaIth 
services; 
integrated prevention, treatment, care and support for 
HIV/AIDS/STI sufferers or continuum of prevention, 
treatment, care and support for those affected by 
HIV/ AIDSISTI ; 
implements tion of RBM and tuberculosis directly 
observed treatment, short course (TB DOTS); and 
improvement of water supply, sanitation, and solid waste 
disposal. 
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2.2 Social mobilization for achieving MUGS 
Dr Snid Arlznozi f, Rcgcgio?znl Adviser, H~ral th of Specin1 Guoups, WHO RegionnI 
Office for the Ensfern Mediterr~nenn 

Society and community are terms which are often used 
interchangeably, however community refers to a homogenous, 
cohesive, usually smaller, less hierarchical and more intimate 
system than society which is usually a largcr clement, 
heterogynous, hierarchical and generalIy speaking greater and 
more open. Socicty can be divided into social levels, such as 
humanity at large, nations and communities. 

In order to effect mobilization it is necessary to make an issue 
understandable by a target group and perceived as a need by 
a community, so that a group is ready to stand up for the 
issue, convinced enough to demand concrete action and to 
convince decision-makers that it is a priority. Health fields 
directly or indirectly related to the MDGs arc: maternal care, 
chiId hcaIth, tubercuIosis, malaria and HIV/AIDS, 
environmental hcalth and mental health. 

In the area of maternal care individual awareness is an 
important factor, as it is for all the goals, and a degree of 
famiIy sensitivity and cooperation is also necessary. 
Community support is needed for safe delivery services, 
training, which can be done through the school curriculum, 
provincial and district readiness for action, which can mean 
lobbying in parliament, and nationwide planning so that it is a 
priority health area. 

For chiId hcalth parental awareness has to be raised and 
schools must be rcady to act. Child health has to be perceived 
as a need and given community support with the nationwide 
understanding of healthy chiIdren for a healthy nation. 
Campaigns for EPI, nutrition, men taI hcalth of children and 
mothers nccd to be attractive with advocacy for government 
setting of yriori ties. 

In the area of coinmunicable diseases, such as tuberculosis, 
malaria and HIV/AIDS, advocacy for DOTS and the correct 
follow-up with families and community leaders is necessary. 
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Identification of the sites of disease, such as swamps, and help 
from the community for distribution of bed-nets can be 
imperative. Work with sex workers, drug abusers and other 
vulnerable groups through the community and the usc of 
schools, mosques, and other community gathering places for 
socia1 mobilization is paramount. 

Social mobilization for environmenta1 health involves making 
the community sensitive to preserving the environment and 
environmental sustainability, maintaining water projects and 
advocating for nationwide projects on safe water supplies as 
well as working for food safety with and around schools. 

The second MDG is that of achieving universal primary 
education. A safe, supportive and healthy school environment 
creates a setting for positive learning experiences. Links 
between health and academic success must be promoted, 
parents encouraged and community resources and schooIs 
need to work together to address their shared goal of 
promoting student success and well-being. 

Mental health is a factor which should not be overlooked and 
patients and families of patients require services and support 
with assistance from community leaders to decrease stigma. 
Schools for education and for decreasing stigma and the 
mcdia at all levels should be mobiIized with Iegislation aimed 
at mental health and a nationwide awareness that mental 
health is part of health. 

Social mobilization towards MDGs requires advocacy and an 
ideal advocate for a cause, particularly an internationa1 civil 
servant, should be resiIient and adaptable with high social and 
emotional intelligence. The advocate requires good general 
knowledge as wcll as specific knowledge of his or her fieId 
and a genuine respect for those who are different. 
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Global review of MDG-based poverty reduction strategy 
papers (PRSPs) 
Dr Eugenio Xnzii Villnr, Coordinator, Pro-poor policies, MDGs, Henlth nnd 
developmrnf policy, WHO I~uzdqunrfers 

Poverty reduction strategy papers (PRSPs) have brought 
important political momentum for profiling health in the 
deveIoprnent agenda. This does not only pertain to countries 
that are part of the heavily-indebtcd poor countries debt relief 
initiative, but also other countries. 

The first generation of PRSPs have shown progress in their 
hcalth components. However, severaI weaknesses need to be 
addressed, among them the lack of really pro-poor focus of 
the strategies, especiaIly regarding financial barriers, and 
weak participation of key stakeholders and othcr sectors. 
There has been a certain amount of scaling up and basic 
packages but little progress in targeting the poor. 

The second generation PRSPs also show a number of issues 
which need to be dealt with. The MDGs bring useful and 
strong outcome-oriented PRSPs with more focus but which 
still require complementary definition of the means or 
stratcgies to reach them, therefore countries need to take a 
coherent look at strategies to achieve the goals. The MDGs are 
there to rnotivatc long-term deveIopmcnt planning. They force 
the examination of inequities which arc masked by national 
averages. At present, courltries face too many paralleI, vertical 
and even competing projects and strategies which require 
urgent action in terms of ensuring poiicy coherence among 
them. The MDGs are a set of goals but the PRSrs tell us the 
strategies that are required to achieve them. 

Once priorities have been idcntified and targets set strategies 
need to be costed and budgeted into the fiscal budget in full 
coherence with the medium-term expenditures framework. 
Tei~sions have to be I~andlecl between scaling up expenditure 
with macroeconomic ccilings and managing thc sector-wide 
approach (SWAP) on a day-to-day donor-government 
rela tionship. 
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MeaninghI participation is broadened and deepened by 
governments leading the process of alignment of national 
policies with external support and leadership of the ministries 
of health vis-d-D~S the ministries of finance and planning and 
intersectoral participation addressing the broad determinants 
of health, looking at how participation can take place 
coherentIy with donors and the private sector working in 
harmony and alignment. 

The issue of security and health is criticaI because without 
security no deveIopmcnt can take place. Fragile states suffer 
from weak governance, with a complexity in consensus- 
building that makes it difficult to agree on priorities. 
Institutional capacities of fragile states are even weaker than 
others and require a long-term approach. They also have the 
factor of unpredictabie financing from both within and outside 
the country. Therefore, these states need to be supported with 
approaches that focus on the deveIopmentaI rather than relief 
approach and funding should be made more prcdictabIc. 

2.4 Health system development: cross-cutting regional 
strategies to achieve MDGs 
Dr Snher Shuqaidef, Evidence and Information for Policy, DHS, WHO Regionnl 
Officefor the Ensfern Mediterranenn 

Health systems are based around a number of functions and 
objectives that need to be performed in order to reach the final 
objective of health. HeaIth system reform is linked to financial 
and civil service reform. The key sectors to be addressed as 
part of an MDG-based poverty reduction strategy are: 

poverty; 
agriculture; 
nutrition; 
education; 
gender equality; 
child and maternal health; 
HIVIAIDS, tuberculosis and malaria; 
environment; 
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water and sanitation; 
lives of slum dwellers; 
science, technology and innovation; 
transport infrastructure and services; 
energy infrastructure and services. 

Primary health care packages can miss sectors su it is 
necessary to divide areas of responsibility. The sites of care or 
places of access through which interventions are made are the 
community, health units, health centres and hospitals. 
However, primary health care programmes can miss areas 
and so essential health packages need to be deIivered at a 
certain level. The question to be answered is who takes care of 
the essential health package, district health system and equity 
and pro-poor policy? Each programme has to be vertical in 
some ways but also integrated and streamlined to fit into a 
package for health systems. 

The functions of health systems are stewardship or 
governance, generation of resources and finance. The system 
should be in place to deIiver health services with the overall 
objectives of improving heaIth status and reacting 
responsively and fairly. The function of governance can be 
carried out at different levels, international, national and 
subnational, but it is important that at  each level monitoring 
and evaluation take place. The resources of the system can be 
broken down into infrastructure, human resources, drugs and 
supplies. 

A health information system is an integral sub-system of the 
health system. It monitors the performance of the health 
system as a whole and it should also monitor its own 
performance. Information gathered may be seemingly 
unrelated to health information, but the data are used for 
evidence which is necessary to formulate policy and build 
strategies. The monitoring and eva i u a  tion function must 
cIearIy show the strong and weak areas of achievement for the 
MDGs and the arcas within the health system that need to be 
addressed. It is necessary to break down averages to highlight 
exactly where improvements need to be made by choosing 
data and analysing them carefully. 
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2.5 Use of information and communication technology in 
achieving MDGs in the Eastern Mediterranean Region 
Dr Nnj~eb Al-Shorbnji, Coord'di~lr7f01; K~~owledgt~  M~n l rgem~n t  mid Shoring, 
WHO Regional Oficefor the Eastern Meditcrrnnean 

There is an ongoing debate on the value and role of 
information and communication technology (ICT) in 
development, with some opposition to introducing ICT in 
developing countries. This is because there are other priorities 
and the costs of ICT are high, sometimes unaffordable, 
especially when it may not be used appropriately. Despite this 
the trend towards ICT as a tool for deveIopment is strong and 
it is acknowIedged that without it very IittIe can be achieved in 
certain areas. It is argued that ICT can expand economic 
growth, improve human welfare, enhance sustainable 
deveIopment, alIow access to information and knowledge and 
enlarge choices. ICT removes barriers to human development 
in a number of ways not previously possible or with other 
forms of technology. It allows access to human knowIedge, 
participation and economic opportunities. ICT can help in 
aIleviating poverty, enhancing education and improving 
health care. 

With reference to Target 18-in cooperation with the private 
sector, make available the benefits of new technologies, 
especially information and communications- the Millennium 
Declaration acknowledges that ICT is an important tool to 
achieve its overall goals, particuIarIy Goal 8-develop a global 
partnership fur development. Among other things ICT can 
help alleviate poverty, improve the delivery of education and 
health care and make government services more accessible. 

It has been acknowledged that there is a gap between the 
developing world and the group of nations in which ICT has 
become a tool for economic development and prosperity, 
indicating that wealthier countries are using ICT to their 
advantage. This has become known as the digital gap or 
divide. There is a perfect match between regions suffering 
from the digitaI gap and those that have the greatest health 
problems. Examples were provided to demonstrate the 
ranking of countries in ICT penetration, availabiIity of public 
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libraries and availability of medical literature from one side 
and the distribution of malaria and tuberculosis on the other 
side. 

There are many means by which ICT can help achieve the 
MDGs. The following areas have been identified. 

ICT provides ability and tools to determine the current 
status and the progress made towards achieving the 
MDGs, increase monitoring and information-sharing on 
disease and famine, as we11 as identify problem areas and 
bottlenecks. 
It is onIy through modern surveys and statistical 
techniques heavily dependent on the advances of ICT, 
that it is possible to track employment, health status, 
income, and other statistics and disaggregate them by 
gender in a timeIy fashion. 

+ Social, virtual and physical networks have the potential 
to share values, experience, knowledge, funding, and 
technologies between the various nodes of the network. 
They facilitate knowledge exchange and networking 
among poIicy-makers, practitioners and advocacy 
groups. 
Through geographic information systems, graphic 
design, cartoon, animation and multimedia one can 
structure a useful representation of health concepts and 
data and geographical knowledge stored as raw data 
that are useless if not analysed and presented 
graphically. 
With the increased flow of information, TCT availability 
and usage tends to allow greater transparency, 
accountability and accessibility in the delivery of public 
services. It also reveals environmental abuses which in 
turn makes it possible to enforce environmental 
regulations. 
Through ICT-enhanced and distance training of teachers 
there can be an increased supply of teachers and 
networks that link teachers to their collcagues. ICT 
enables skill development and broadens the availability 
of quality educational materials and resources. It delivers 
educational and literacy programmes specifically 
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targeted to poor girls and women using appropriate 
technologies. ICT enhances delivery of basic and in- 
service training for health workers. It also improves the 
efficiency and effectiveness of cducation ministries and 
related bodies. 
TeIemedicine applications can be used to overcome some 
challenges in remote areas of many countries where the 
population does not have access to basic health care. It is 
also indispensable for proper maintenance of health 
records and registries. ICT increases access of rural care 
givers to specialist support and remote diagnosis and can 
help in the prevention of diseases through health 
promotion and education, diagnosis and treatment. 
ICT provides opportunities for women to work from 
home, for young people to have their own small 
businesses and for a country to be part of the digital 
economy. 
Web access has substantiaIIy increased opportunities to 
access health information, research, and literature and 
training materials for different purposes. It influences 
public opinion on gender equality through information 
or communication programmes and increases access to 
reproductive health information, including information 
on AIDS prevention, through locally appropriate content 
in local languages. 
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2.6 Dynamic interlink between health and economic growth in 
achieving MDGs 
Dr Hossein Snl~hi ,  R~gionnl Adviser, Health Economics, WHO Regional O f i c ~  
for fhe Eastern Meditermnenn 

Health is defined as a state of complete physical, mental and 
social well-being and not mercly absence of disease or 
infirmity. One of the objectives of health systems is to enhance 
the health stock of society and to improve its distribution. 

There are two distinct and operationally different views to 
assess the value of health, namely intrinsic and extrinsic value. 
PhiIosophicaI, cultural, and constitutional values of health are 
discussed under intrinsic value, but extrinsic value of health is 
discussed through an economic perspective. 

The state of health is a highly desirable state that people are 
willing to pay for, but there is growing evidence that health is 
also a form of capital which can be termed human capital and 
as such the general economic theory of production, capital and 
investment also applies to health. 

A positive association between health and income has been 
noted for over a century. Income has been recognized as one 
of the most important socioeconomic determinants of health. 
In recent years empirical studies have shown that health 
directly and indirectly affects household income and country 
economic growth rates. Furthermore, channels through which 
health affects income and economic growth have been 
identified. In other words, health is a form of capital and 
therefore it a f fccts the productivity and income of individuals 
and society. Furthermore, spending on health needs to be 
viewed as investing in hcaIth and spending on heaIth projects 
should not be viewed as spending in welfare programmes but 
rather as investment projects. Therefore, invcstiilg in and 
achieving the MDGs is justified on both ethicaI and economic 
grounds. 
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Country cooperation strategies and MDGs 
Dr Szdsnl~ Brassiri, R~gionnl Adviser, Progrnmme Plnnning, Monitori~lg and 
Evaluation, WHO Rqionnl Office for the Eastern Mediterranean 

In 1999 at the global cabinet retreat the Director-General asked 
the Strategies for Cooperation and Partnership Project to work 
with regions in developing a process for country cooperation 
strategy. In 2002 at the interregional consultation in Bangkok 
the experience of developing country cooperation strategies 
was reviewed and in 2001 the Regional Office for the Eastern 
Mediterranean proceeded with Pakistan and Yemen. The 
Country Focus Initiative started in 2002. It was announced by 
the Director-General in the Fifty-fifth World Health Assembly. 
The main objective was to strengthen the capacity of WHO 
country offices so that they could fulfil their expected role in 
supporting governments and partners to articulate and 
analyse critically key policy and implementation issues in each 
country. In 2003 the WHO Director-General's commitment 
was to "do the right thing in the right place at the right time." 

The strategic framework is the application of a results-based 
management approach for programmes. Focus is on the 
individual country to enhance the capabilities of country 
offices for prioritization, efficiency, transparency and 
accountability as well as innovation and better rcsource 
coordination. The major element of the Country Focus 
Initiative is the country cooperation strategy, which reflects 
WHO'S medium-term vision for its technical cooperation 
within a given country and defines a strategic framework for 
working in and with that country. The WHO managerial 
framework is MDG-sensitive, starting with general 
performance of work 2006-2015, then the strategic plan 2008- 
2013 and finally the biennial operational plans. It is useful to 
mention that all JPRMs fur 2006-2007 were based on 
community cooperation strategies, where strategic directions 
are in line with regional strategies contributing to the 
achievement of the MDGs. The status of development of 
country coopcra tion strategy documents in the Eastern 
Mediterranean Region is as folIows: 
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5 countries have published (Jordan, Morocco, Sudan, 
Syrian Arab Republic and Yen-len); 
10 countries finished the draft country cooperation 
strategy, rcvicwed by the technical review committee, 
and edited by editorial services; 
1 country is in the process of translation of the country 
cooperation stratcgy to English (Tunisia); 
6 countries have prepared the draft country cooperation 
strategy document (Afghanistan, Bahrain, Djibouti, Iraq 
and Palestine). 

In evaluating country cooperation strategy in thc Eastern 
Mediterranean Region it is clear that the formulation process 
has strengthened incrementally throughout the years. 
Documents vary in their comprehensiveness and degree of 
focus, as part of thc Country Focus Initiative, the country 
cooperation strategy brought numerous changes including 
increase in country budgets, staff development and stronger 
partnership. The country cooperation strategy is highIy valued 
by both the WHO secretariat and ministry of health officials 
who have been involved in the process. Furthermore, the 
country coopera tion strategy increased WHO'S profile at the 
country level, minimized ad hoc pIanning and ad hoc 
decisions and mobilized support, interest and commitment 
with external partners. 

To conclude, the country cooperatioil strategy as a tool is 
MUG-sensitive, it increases WHO'S profile at country Ievel 
and defines thc regional strategic directions towards MDG 
achievements. Future chalIengcs include further 
internalization of country cooperation strategies within the 
WHO managerial framework, learning from Icssons in 
developing second generation country coopera tion stra tcgies, 
monitoring and evaluation, ownership and commitment, 
harmonization and partnership. 
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2.8 A changing development environment 
Pfiolo Pivn, Adviso- MDGs, Htln1tl.1 nnd D~vulopment Policy, WHO hlwdqunrfrrs 

In the past five years there has been a great deal of work done 
towards achieving the MDGs so that although the results have 
not yet become apparent change has taken place. The 
Monterrey Consensus reiterated the need for global 
y artnership for development by saying that development was 
a sharcd rcspoiisibility that started with efforts by developing 
countries to strengthen their own economic and political 
governance and improve their economic performance. 

The development environment is changing with increased aid 
commitments from the European Union and G8 of US$ 50 
bilIion per year by 2010, half of which is for sub-Saharan 
Africa, debt canceIIation for heavily-indebted poor countries 
and some other heaviIy indebted countries, commitment to 
improve the quality of aid, expanding use of poverty 
reduction strategies and multi-year expenditure frameworks, 
renewed attention to fragile states, joint UNlWorld Bank post 
confIict needs-assessments and interagency trust funds and 
more equitable trade conditions. Consequently, over the past 
two years there has been more aid commitment and the 
quality of aid is improving. 

Recognition that the quality of aid was poor becausc donor aid 
requirements and processes were generating unproductive 
transactions and because donor practices did not fit national 
systems, budget practices and financia1 management systems 
and were a burden for partner countries was a significant step 
forward. The Rome and Paris declaratiol~s recognized that aid 
sl~ould be delivered according to country priorities, inchding 
poverty reduction strategies and direct budget support, 
SWAp, or balance of payments support when appropriate 
policy and fiduciary arrangements were in place. 

Members States need to take advantage of the changing 
devclopmel~t environment and WHO can help on severaI 
levels. On the gIobaI level it  can help through high level forum 
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and at the country level through working with the ministry of 
health counterpart as an adviser on technical issues, linking 
local with global issues and working with the government and 
with civil society (nongovernmental organizations on a 
nationaI and international scale) as a deveIopment partner for 
the country. WHO works as an essential member of the United 
Nations Country Team as an advocate for health harmonizing 
and aligning actions. 

2.9 Communicable disease control and achieving the MDGs in 
countries in complex emergencies in the Eastern 
Mediterranean Region 
Dr Zuhair Hallnj, Director, Communicable Disease Control, WHO Regionrzl 
Ofice for the Eastern Mediterranean 

There are two MDGs that relate to communicable diseases. 
With reference to Goal 4 the target is to reduce the unde r3  
mortality rate by two thirds between 1990 and 2015. This is a 
measurable target that can be assessed through the use of 
three indicators connected to the target: 

under 5 mortality rate; 
infant mortality rate; 
proportion of 1 year old children immunized against 
measles. 

Within the area of child health in communicable diseases any 
immunization action is a move towards reaching the MDGs so 
through improving routine coverage, measles control and 
elimination and the introduction of new vaccines the Region 
can come closer to achieving Goal 4. 

Where routine immunization is concerned the target specifies 
that by 2020 every country should reach 90% routine 
diphtheria, poliomyeiitis and tetanus (DlT3) coverage at  
national level and 80% in every district. This is to be obtained 
through the Reach Every District [RED) approach. It has 
already been successfully irnpIemented in countries with 
complex emergency situations (Afghanistan and Sudan); it is 



Achieving the Millennium Development Goals 

facing difficulties in Sudan and Somalia and will be 
introduced in Iraq in November 2005 despite compIex 
problems in immunization. 

For measles control and elimination the target is to reduce 
annual measles mortality by 50% (compared with 1999 
estimates) by 2005, and to compIetely eliminate measles from 
the Eastern Mediterranean Region by 2010. The strategies for 
this are to reduce susceptibility to measles through a one time 
measles catch up campaign, maintain very low susceptibiIity 
through high routine immunization and second opportunity 
for immunization and to maintain a strong surveillance 
system (laboratory case-based surveillance). The result of 
these strategies in countries with compIex emergency 
situations was that successful catch up campaigns were 
conducted in Afghanistan (2002-2003) and in Iraq (2002) with 
follow-up campaigns. There have been no reported outbreaks 
from either of these countries for the past 3 years in spite of 
the general situation in both countries. 

A further move towards achieving Goal 4 is the introduction 
of new vaccines. This is difficult to implement in complex 
emergency situations, however hepatitis B (HepB), 
Haemophilus influenzae type B (Hib), pneumococcal and 
rotavirus vaccines are expected to significantIy contribute to 
reducing child mortality. Current activities are the 
introduction of Hep B vaccine in Iraq and Sudan and the 
proposed introduction in Afghanistan in 2006. There is to be a 
burden of disease assessment to support the introduction of 
other new vaccines. 

As well as the direct targets Goal 6, combating HIVIAIDS, 
malaria and other diseases, has two other targets which are 
related: reducing the under3 mortality rate by two-thirds 
between 1990 and 2015 and reducing by three-quarters the 
maternal mortality ratio between 1990 and 2015. 

The indicators of MDGs related to HIVIAIDS are the HIV 
prevalence among pregnant women, condom-use rate of the 
contraceptive prevaIence rate and the number of children 
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orphaned by HIV/AIDS. There is an increased risk of HIV 
transmission because of: 

logistic difficulties in ensuring blood safety, particuIarly 
in case of large-scale needs for blood transfusion; 
sexual assaults and sexual violence; 
prostitution; 
shared injection equipment; 
crowding; 
logistic difficuIties in providing prevention, care and 
treatment services. 

WHO gives support to HIV/STI control in compIex 
emergencies through several means: 

supporting blood safety and infection control (however 
safety cannot always be ensured in complex emergency 
situations); 
prevention, care and treatment which differs according 
to the situation; 
surveillance; 
reconstruction and habitation of infrastructure; 
human capacity building; 
national strategic planning; 
resource mobilization. 

The regional health sector strategy for HIV/AIDS is aligned 
with Target 6, integration of HIVISTI prevention, treatment 
and care in national emergency preparedness plans and 
responses and in international assistant programmes. Actions 
taken are coordination with partners concerned in planning 
and implementation; national and regional capacity-building 
in the provision and monitoring of HIV/STI services to victims 
of emergencies; application of gender and equity conscious 
approach and cross-border collaboration; and regional 
approaches and coordinated mechanisms. 

The main indicators reIating to malaria are the prevalence and 
death rates associated with malaria and the proportion of the 
population in risk areas using effective malaria prevention and 
treatment measures. Other d a t e d  indicators arc thc u n d e r 5  
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mortality rate, the infant mortality rate and the malaria 
burden in countries with complex emergencies (TabIe 1). In 
these countries, malaria constitutes more than 80% of the 
maIaria burden in the Region. 

WHO will continue to support strengthening monitoring and 
evaluation systems of malaria endemic countries to conduct 
periodic prevalence and coverage survfys. This will assist in 
measuring progress towards MDGs. The precipitating factors 
for maIaria in complex emergency situations are population 
movements and resettlement in temporary locations, 
economic and environmenta1 degradation and 
impoverishment, food shortages and malnutrition and lack of 
logistics support to function effectively in insecure and 
difficuIt environments. Other factors are poor access to health 
care, lack of information on the current situation of drugs 
efficacy and lack of (or old) information on vector ecology, 
inchding an insecticide resistance profile. 

The main strategies used to control maIaria in countries in 
complex emergency situations are to ensure access to effective 
diagnosis and treatment, scale up coverage of preventive 
measures free of charge, establish monitoring and evaluation 
and malaria surveillance in coordination with partners and 
develop epidemic preparedness and response pIans. Countries 
should mobilize resources to scale up control measures to 
reach targeted coverage which is now far from the target of 
80% by 2010. 

Table 1. Malaria burden in countries with complex emergency 
situations in the Eastern Mediterranean Region (2004) 

Country Total number of reported Estimated number 
cases in 2004 

Afghanistan 261 456 2 500 000 

Somalia 36 732 2 000 000 

Sudan 2 083 711 7 000 000 
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The indicators for the MDGs related to tuberculosis are the 
prevalence and death rates associated with tuberculosis and 
the proportion of tuberculosis cases detected and cured under 
DOTS. The increased risk factors for tuberculosis infection and 
disease are crowding and seriously hampered standards of 
living, increased poverty and reduced nutrition, critical drop 
of patient interest in health generally, including seeking of 
tuberculosis diagnosis or follow-up of tuberm1osis treatment, 
increased pressure of severaI threats to life including security 
and logistic difficulties in providing prevention, diagnosis and 
treatment services. 

Strategic approaches in tuberculosis control ar2 to ensure 
quality DOTS and comprehensive involvement of all health- 
care providers, introduce or strengthen new health 
interventions and community participation, promote human 
resources development and continue to promote operational 
research. 

In post conflict countries, such as Afghanistan, Iraq, Palestine, 
Somalia and Sudan, DOTS expansion needs to be continued 
and all care providers, including public-private mix and 
nongovernmental organizations, need to be involved. As well, 
country participation needs to be strengthened as does 
advocacy in health education, such as through books, 
pamphlets and stamps, and holding public meetings and 
"tuberculosis day". Human resources development, such as 
through training, fellowships, conferences and meetings, 
should be promoted and operational research continued. 

Immediate action to be taken towards achieving the MDGs is 
that in 2006 a11 countries in post conflict situations will finalize 
10 years strategic planning for tuberculosis control and by 
2007 most countries in post conflict will begin planning and 
implementation of new initiatives in tuberculosis control 
(TBIHIV, mu1 tidrug resistance and DOTS plus Practical 
Approach to Lung Health). The challenges facing achieving 
the set targets are: 

weak management (technical and financiaI); 
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lack of financial resources and qualified human 
resources; 
lack of political awareness and commitment; 
priorities shifting towards immediate life-saving reIief 
efforts; 
frequent conflict, unrest and civil wars, 
low access to heaIth services because of destruction of 
health infrastructures and population displacement. 

DifficuIties in monitoring progress towards MDGs are caused 
by a lack of baseIine information, weak or nonexistent 
monitoring and evaIuation systems, uncoordinated data 
coIlection and reporting by different partners. Surveys are the 
main way to measure MDG indicators but technicaI and 
logistic capacity of partners to conduct surveys is weak, there 
is insecurity and so areas are inaccessible and the cost may be 
seen as too high. 

2.1 0 Social determinants of health and the MDGs 
Dr Hossein Salehi, Regional Adviser, Health Economics, WHO Regional Oflice 
for the Ensfern Mediterranean 

HeaIth determinants are economic, environmental, 
geographic, poIitica1 and sociaI. The socia1 determinants of 
health refer to both specific features and pathways by which 
societal conditions affect health and that potcntiaIly can be 
altered by informed action (Krieger N. A glossary for social 
epidemiology, 2001). According to a publication by the WHO 
Regional Office for Europe entitIed The solid facts, the social 
determinants of health are: the socia1 gradient, stress, social 
excIusion, work environment, unemployment, social support, 
addiction, food and transport. 

There are inevitable inequalities in health. Health, unlike 
wealth, cannot be redistributed and the factor to be equalized 
is not health status but heaIth opportunity. Inequalities in 
heaIth are recognized as "inequalities in people's capacity to 
function". Equity in health opportunities will not be realized 
without action on social determinants of health, and health 
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goals will not be achieved without action on social 
determinants. 

Thc goal of WHO'S Commission on Social Determinants of 
Health is to lay the foundations for health equity to be a 
shared globaI goal and for an understanding that acting on 
that goal demands action on the underlying causes of iII 
health. It compiles evidence on successful interventions and 
formulates policies that address key social determinants 
(particularly in low-income countries), raises societal debate 
and advocates for implementation, by Member States, civil 
society and global health actors, of policies that address social 
determinants and defines a medium-term and long-term 
action agenda for incorporating social determinants of health 
interventions and approaches into planning, policy and 
technical work within WHO. 

Tackling inequalities in determinants of health is about 
tackling unequal distribution of health determinants, 
inciuding social determinants. Actions of hcalth inequality 
determinants are IikeIy to focus on levelling up distribution of 
major or structural determinants. 

The MDG targets that relate to equity are those of reducing by 
two-thirds, betwecn 1990 and 2015, the under5 mortality rate 
(Target 5), reducir-lg the maternal mortality ratio by three- 
quarters (Target 6), halting and reversing the spread of 
FIIV/AIDS (Target 7), and halting and reversing the incidence 
of malaria and other major diseases (Target 8). 

In order to address the challenges and disparities revealed by 
demographic, socioeconomic, and geopolitical data the social 
determinants need to be incorporated into national policy 
processes. Knowledge must be consolidated and gaps clarified 
for action, each country needs assistance towards iinproving 
health and reducing inequities and a WHO reference group 
should incorporate social deter~ninants of health. T11e social 
determinants should inform WHO policy and country work. 
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2.1 1 MDG Project reports 
Dr Abdi.1 Aziz SnIrh, Sptlcilai Advisor to tllr Rqgionnl Director (Medicinrsl, 
WHO/EMRO 

Giving a historical background, this presentation reviewed the 
movement towards Health for All and reiterated the values 
and principles behind the MDGs. A United Nations Project 
Report that was submitted to the United Nations Secretary- 
General in 2005 made a number of recommendations 
emphasized key issues. 

1. Developing country governments should adopt 
development strategies bold enough to meet the targets 
of the MDGs by 201 5. 

2. International donors should identify at least a dozen 
MDG "fast-track" countries for a rapid scale-up of 
officiaI deveIopment assistance (ODA) in 2005. 

3. DcvcIoped and developing countries shouId jointly 
launch, in 2005, a group of "Quick Win" actions to save 
and improve millions of Iives and to promote economic 
growth. The Quick Wins related to health include: 
- Free mass distribution of maIaria bed nets and 

effective antimalaria medicines for all children in 
regions of malaria transmission by the end of 2007. 

- Ending user fees for primary schools and essential 
health scrviccs. 

- Successful completion of the 3 by 5 campaign to 
bring 3 million AIDS patients in developing 
countries onto antiretroviral treatment by the end 
of 2005. 

4. High-income countries should increase ODA from 0.25% 
of donor GNP in 2003 to around 0.44% in 2006 and 0.54% 
in 2015 to support the Millennium Development Goals, 
particuIarly in low-incomc countries, with ilnyroved 
ODA quality (including aid that is harmonized, 
predictable, and IargeIy in the form of grants-based 
budget support). 
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5. Each donor should reach 0.7% no later than 2015. 

6. High-income countries should open their markets to 
developing country exports. 

7. International donors should mobilize support for global 
scientific research and development to address special 
needs of the poor. 

Dr Saleh also referred to another document pubIished by the 
UN MDGs Project Task Force on Access to Essential Medicines 
entitled Prescription for healthy developwzerz t: r'rzcr~asirirg access fa 
medicines. He described the overarching barriers to existing 
mediums and the development of affordable new medicines. 
He also noted that the representatives of the research-based 
pharmaceutical industry had issued a statement of dissent. 

2.12 Achieving the health-related MDGs: situation analysis and 
perspectives in the African Region 
Dr Anthony Mawaya, Technical Officer Healfhy Environment and Sustainable 
Development, D ES Division, WHO Regional Office for Africa 

The ultimate responsibdity for achievement of the MDGs, 
monitoring, evaluating and reporting on their progress lies 
with the national authorities. Global development partners 
and other agencies join in to support the good leadership and 
stewardship of the national authorities and the policies and 
plans laid down to achieve these goals (the PRSP, SWAps, 
expenditure frameworks, annual budgets and sectoral 
policies), both technically and financially. 

The situation in countries of the WHO African Region is quite 
similar to that in some of the countries of the Eastern 
Mediterranean Region with regard to certain challenges for 
achieving the MDGs (war and conflict, natural disasters, 
sociocuIturaI issues, environmental chaIlenges, resource gaps 
and weakness in health systems). Progress in achieving MDGs 
is therefore sIow in many, though not all, of the countries of 
the African Region and in some, indicators for maternal and 
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child health as well as poverty and hunger a re  actually 
regressing. 

In thinking about what is required to accelerate achievement 
of the MDGs the following guiding principles need to be kept 
in mind: emphasis on good, effective stewardship and 
leadership of the state in scaling up priority interventions that 
havc proven to work in prevention and curative services; 
emphasizing primary health care and a multidisciplinary, 
muItisectoral and human rights approach to health 
development. 

In order to accelerate achievement of the MDGs, health 
systems development and strengthening is the key (human 
resources, financial resources, processes such as procurement 
and referraI systems, etc.), since actions taken to strengthen 
health systems to achieve one MDG will automatically serve 
the needs of the rest. Countries should therefore conduct a 
needs-assessment to gauge the amount of strengthening 
rcquired by health systems to achieve the MDGs (in financia1 
and other resource terms). The underlying basis should be 
what it will take to scale up the required interventions to 
include all the poor even in the remotest parts of the country. 

It is also important to consider the growing incidence of 
noncommunicable diseases and conditions as  well as the 
broader determinants of hcalth. Cornmunitics shouId be 
strongly involved in all efforts. This requires planning, 
implementation, monitoring and evaluations done jointly with 
communities. Thus, it is important to have strong health 
information systems including community-based systems in 
order to strengthen monitoring and evaluation capabilities. In 
addition, it is important to derive intermediate process 
indicators to track the performance of certain actions and 
processes that are key in giving immediate signals as to 
whether imple~ncntation is on track or not. Some of these are 
already being proposed and others are already contained in 
MDG strategies, such as the road map for maternal, neonata1 
and child health adopted in the African Region. 
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Countries need strong support from global partners as they 
cannot achieve the MDGs alone. Howevcr, they also need to 
consider best usage and management of the locally available 
resources before asking for outside financial assistance. The 
15% Abuja target allocation to health in the national budgets 
needs to be adhered to while global development partners 
should also adhere to their commitment of 0.7% of their gross 
domestic product given to least developed countries. 

2.13 The achievements of the Regional Office for Europe and 
experiences on MDGs 
Dr Elimbefh Danielyan, WHO Liaison Oficerfor Armenia, WHO Regionnl 
OfJic~for Europe 

The European Region is characterized by a specific and quite 
complex situation, some of the main features of which are: 2 )  
major geopo1iticaI realignments in half of tlie Region over the 
last 15 years followed by rapid growth in a number of 
countries; 2) major turmoil in economic terms after the fa11 of 
the Soviet Union and military conflicts in the Balkans, the 
Caucasus and some of the Central Asian Republics; 3) 
substantial increase of poverty in a context of high literacy; 4) 
disrupted functioning of the health system, which hampered 
access to effective health care, followed in some cases by 
substantial migration of the health workforce; 5) a peculiar 
pattern of disease burden (noncommtmicablc diseases and 
injuries with one of the world's highest adult mortaIjty rates, 
affecting family and child poverty); 6) weak information 
systems in the countries with no baseline for countries that did 
not exist in 1990-1991; 7)  serious data limitations that render 
the measurement of intracountry inequities in health MDGs 
extremely difficult; 8) low level of international support for 
health. 

As a result there is coexistence of countries where MDGs are 
achieved, or likely to be achieved, and countries with unlikely 
achievement of goals on poverty, reduction of child and 
maternal mortality, HJVIAIDS, malaria and other diseases and 
environmental sustainability . 
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In September 2000, the WHO Regional Committee for Europe 
endorsed its Europcan country strategy ina tching services to 
ncw needs, which is focused on adapting the Organization to 
better serve Member States according to their needs, through 
strengthening partnership for health with other organizations 
operating in countries, and providing technical assistance to 
countries in developing their health systems, policies, and 
health programmes. In September 2005, the Fifty-fifth 
Regional Committee for Europe approved its strategy on 
MDGs in Europe and the next phase of WHO'S country 
strategy, Strengthening HeaIth Systems, and clearly presented 
it as a critical eIement in striving for the MDGs. 

The Regional Office for Europe calls for ensuring nationaI 
ownership of the MDGs, with particular emphasis on 
improving the situation of vulnerable groups at country level. 
Many country offices are actively in the process of national 
MDG framework deveIopment, and UN joint undertakings, 
like CCA and United Nations Development Assistance 
Framework (UNDAF) processes, Ied by MDGs. 

In Armenia and MoIdova, MDGs have been adapted to create 
a national MDG framework. Country offices, supported by the 
Regional Office for Europe, participated in the analysis of the 
country specific situation in MDG related areas (which 
revealed a number of health systcm constraints), adjustment 
of the targets, identification of the relevant indicators, 
reflecting health system aspects, and consistent with national 
strategies and policies. The links were ensured between the 
PRSPs, MDGs, and national health policy targets. Country 
offices ensured aIso that MDGs impacted a process of priority 
setting for the biannuaI collaborative agreement from both 
sides (the Regional Office for Europe, and Member States). 

There are clear relationships between thc MDGs and the 
European Region's country strategy, which has focused on 
adopting the organization to better service Member States 
while keeping programmatic work on the MDGs as intense as 
possible. The Regional Office for Europe sees only one way 
forward: to build health systems that can respond to needs 
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and eliminate financial barriers to care and protect peopIe 
from poverty that is both a cause and effect of ill health. 

2.14 Stocktaking: country perspectives and strategies from the 
global perspective 
Dr Pnolo Pivn, Adviser MDGs, Health and Developrnmf Policy, WHO 
lzendqnnr fers 

PRSPs link other in-country processes to the development 
framework and the interim health policy. They facilitate 
broad-based consultation, are localized, follow a time-frame 
and focus on the poor. 

It is important that countries are ambitious but there is also a 
need for their ambitions to be realistic and to focus on capacity 
building so that the countries have thc capacity to deliver. 
Expansion of services requires resources and it is aIso 
necessary to consider the quality of the services so that quality 
improves. Human resources are critical as a development 
strategy and political commitment must be tangibIc if plans 
are to be implemented. Security is also an obstacle that delays 
the implementation of MDGs. Private and civil society has an 
important role especially in deliverv of economic reforms. If  
thcrc is a gap between resources nccdcd and resources 
available implementation of strategies becomes impossible. 

How to meet non-health goals of poverty, education and 
gender issues needs to be addressed. Internal resources are 
available but have to be tapped and there are also issues of aid 
and aid harmonization as well as problems of corrupt io~~ and 
governance. The drain of qualified health personnel out of the 
countries of the Iiegion is also a concern. 

Although countries each face different issucs there are 
simiIarities, such as the countries' need to focus on the poor to 
eradicate poverty and achieve economic development. There 
is also a need to focus on sectoral allocations of aid because it 
is only within a stable macroeconomic cnvironrnent that real 
growth can occur. 
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3. Country experiences 

3.1 Afghanistan 

Afghanistan was not among the 191 United Nations Member 
States represented at the Millennium Summit in September 
2000. It was only in March 2004 that the Government of 
Afghanistan endorsed the Millennium Declaration, including 
the MDGs. The first step in the implementation of the MDGs 
has been the preparation of the MDG report that takes stock of 
the current state of each goal Afghanistan made a series of 
consultations to build consensus on MDGs, and tailor and 
customize the gIobal targets to the national circumstances and 
priorities. These consultations were thema tically structured 
around each goal and led by a technical working group set up 
for each goal. Representatives from related ministries, donors, 
nongovernmental organizations, UN agencies and the 
Chamber of Commerce participated. The revised targets 
helped to develop targets that corresponded better with the 
national planning framework. 

Afghanistan has taken ownership of the MDGs that are part of 
Afghanistan's National Development Strategy (ANDS), which 
is recognized as the overreaching framework. 

The first Afghanistan MDG report preparation process has 
served to: build national ownership and commitment to the 
MDGs, integrate the MDG framework into the Iarger 
development agcnda, localize and contcxtualize the global 
MDGs targets and indicators, and initiate a broad bascd 
consultative process that will be carried out during the 
preparation of the ANDS. The MDGs report outlines the 
nature, scale and scopc of poverty in Afghanistan. It sets 
benchmarks and identifies key issues to be addressed to reach 
localIy adapted MDG targcts that will be met over the next 10 
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to 15 years. It provides an overreaching framework for 
developing Afghanistan's poverty reduction stratcgy. 

The Afghanistan government is commencing work on the 
interim poverty reduction strategy, or ANDS, to be presented 
at an international conference expected in January 2006. The 
full AND5 will be finalized by November 2006. The ANDS 
aims to consolidate peace and stability through just and 
democratic process and institutions, and reduce poverty and 
achieve prosperity through broad based and equitable 
economic growth. 

Essentially, the ANDS is expected to lay the foundation for the 
achievement of Afghanistan's "2020 Vision", detailing 
necessary policy and programmes for the next 5 years-a 
criticaI period in its post conflict recovery. Table 2 sllows the 
currcnt health status of the MDGS set against targets for 2020. 

Table 2. Current health status versus targets 

Goal Current status Target by 2020 

Under 5 mortality 230/1000 9011 000 
rate 

Infant mortality rate 14011 000 4611 000 

Maternal mortality 1 60011 00 000 400/100 000 
rate 

Polio (cases) 4 0 

Malaria (population 16% 8 O/O 

at high risk) 

Tuberculosis 33311 00 000 70% detection 
(detection and cure and 85% cure 
rate) 

HIVIAIDS N A >0.5% 
(population 15-49 
years) 

BPHS coverage 77% 100% 
(population) 
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The ANUS is organized around 8 pillars: 

infrastructure and natural resources; 
agricuIture and rural development; 
human capital and gender equity; 
social protection; 
economic governance and private sector; 
international and regional cooperation; 
good governance and rule of law; 
security. 

The addition of a ninth MDG on enhancing security is what 
makes Afghanistan's MDGs report distinctive. Enhancing 
security is important for several reasons; 

insecurity in the form of outbreaks of fighting, landmines 
or vioIent crime deters people from accessing basic 
services such as health centres, and schools; 

4 vioIence and insecurity can undcrrnine investments 
being made in social sectors; 
the cost of providing security can divert limited 
resources from socia1 spending; 
continued insecurity also deters private investment; 
security is of prime concern for Afghanistan and will 
remain so for at Ieast the next 5 years. 

3.2 Djibouti 

In 2002 the estimated population of Djibouti was 632 000 with 
50% of the population aged less than 20 years and 51% 
women. HeaIth expenditure was 5% of the national budget 
and 82% of the gross national product came from the service 
sector (airport etc.). Women's illiteracy stood at 72%. Other 
data relating to the MDGs are: 

general mortality: 17.7 per 1000 inhabitants; 
maternal mortality ratio: 546/200 000 (2002); 
infant mortality rate: 103.2/1000 (2002); 
life expectancy: 50 years; 
prevalence of HIV: 2.9% (6% in young people); 



Achievino the Millennium Oevelooment Goals 

tuberculosis: 3102 new cases in 2004; 
malaria: over 4000 cases per year 
measles: 74 cases in 2004; 
cholera: 908 cases during the 2002 epidemic; 
HIV: 2.9% (2002). 

The strategic health plan has five objectives: 

improve operation, quality of services and management 
and operation of the heaIth system; 
adapt the operation and quality of health services to 
meet the needs of the population; 
adapt financing and use of human resources according to 
the needs of the health system; 

a develop human resources according to the needs of the 
health system; 
improve the availability, accessibility and rational use of 
quality drugs. 

Development in Djibouti between 2003 and 2008 is aimed at 
modifying the behaviour of the population in order to contain 
or reduce the propagation of HTV/AIDS, to attenuate the 
impact of HIV/AIDS on infected and affected people and to 
contribute to the fight against malaria and tuberculosis by 
implementing their respective plans. A component 
programme hopes to strengthen the response of the health 
sector specially the HIV, malaria and tuberculosis 
programmes and to strengthen the response of the pubIic 
sector and comrnui~ity (prevention and social support). 

Major challenges are the consolidation of HIV treatment and 
the prevention programme using resources at hand as we11 as 
supporting and expanding existing surveillance systems for 
HIV. Further challenges are to promote intervention by 
nongovernmental organizations in health education as well as 
to improve the living conditions of the population and thc 
information, education and communication programme for 
maternaI and child health. 
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3.3 Egypt 

Each concerned sector has developed its own strategy towards 
achieving the MDGs (Ministry of Planning, Ministry of Health 
and Population, Ministry of Social Affairs, Ministry of 
Education etc.) and achievement has been accomplished in 
severaI areas, cspccially in the reduction of maternal mortality 
by morc than 60% between 1992 and 2004. There was marked 
reduction of infant and under 5 mortality by approximately 
41% and 50%) respectively. In addition most of the 
communicable diseases are controlled, specifically childhood 
diseases and malaria. Egypt has implemented efficient 
surveiIlance systems for common and noncommunicable 
diseases which help in controIIing other diseases such as 
HIV/AIDS and tubercuIosis. 

Egypt's major chaIlenge is to curb the popuIation increase and 
the increasing demand for natural resources; unf ortunateIy, 
environmental education and awareness activities appear to 
have had little impact on the behaviour of citizens towards 
making them environmentaI1y friendly. 

Many programmes are targeting the major causes of 
childhood mortality and morbidity either through prevention 
(immunization, growth monitoring and heaIth education) or 
through illncss management, such as the integrated 
management of childhood illness. Donor funded projects, such 
as the nationaI diarrhoea] control programme, the child 
survival programme and the integrated management of 
childhood illness within the Ministry of Health and 
Population accelerated the reduction of mortality from 
diarrhoea and acute respiratory infections. Programmes such 
as family planning, antenatal care, and imn~unization of 
pregnant mothers against neonatal tetanus pIay a major role in 
lowering neonatal mortality. Other projects under way are the 
"HeaIthy Mother, Healthy Child" project which focuses on 
neonatal and maternal care; nutritional programmes, such as 
iron supplements for pregnant mothers, fortifying subsidized 
bread with iron, iodization of salt and breastfeeding are 



Ach~eving the M~llenn~urn Development Goals 

improving the nutritional status and reducing deficiencies. 
Child insurance schemes and the inclusion of childhood iilness 
in the basic benefits package of the health sector is a reform 
pdot project that allows a more comprehensive approach for 
health care provision and access to care for children. 

There is improved utilization of antenatal care services in the 
public sector and an increased proportion of attended births 
by skilled health personnel as we11 as severaI programmes on 
emergency and essential obstetric care. The national counciI 
for women is playing a role in ensuring gender equity and 
access to health care. The Ministry of Health and Population in 
coIIaboration with several nongovernmental organizations is 
pushing forward the agenda for reproductive health, family 
planning and reproductive rights. 

The Ministry of HeaIth and PopuIation has established an 
HIVjAIDS control programme with three goals: to eliminatc 
HtVlAIDS transmission, reduce incidence rates and AIDS 
related deaths and reduce the incidence of other sexually 
transmitted diseases. The aim is also to increase awareness 
about AIDS, especially among youth, targeting susceptible 
groups, supervising laboratories and blood banks and 
counselling families and patients with HIVIAIDS. An 
HIV/AIDS hotline was established in 1996 and receives 
approximately 800 calls per month from Egypt and Arab 
countries. 

Egypt is malaria free but constantly alert to any new cases 
because of its proximity to endemic regions. In 2003 the 
Ministry of Health and Population took two million blood 
samples during visits to viIlages and in health clinics and there 
is collaboration with other ministries, including monitoring 
maIaria carrying mosquitoes in villages and squatter areas, 
blood surveillance systems, monitoring and securing southern 
borders, through a bilateral agreement with Sudan and 
monitoring incoming students from epidemic countries. 

En 1996 a national programme for tuberculosis control, using 
the DOTS (directly observed therapy, short-course) strategy 
was piloted in five locations. The recovery rate in treatment 
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locations reached 80% compared to 70% in control locations. 
Consequently a strategy to expand DOTS was facilitated by its 
inclusion within primary health care units. Tuberculosis 
implications are treated within specialized hospitals and all 
services are free of charge. In addition several 
nongovernmental organizations are active in caring for 
tuberculosis patients and their families. 

In its effort against schistosomiasis the Ministry of Health and 
PopuIation works along four dimensions: curative, preventive, 
educationaI and environmental. These efforts work within a 
larger framework that aims at improving living conditions 
and environment in rural areas through extending water and 
sanitation networks. There are heavy investments in the water 
sector through major irrigation projects, drinking water 
supply and sanitation infrastructure. 

Each of the areas related to the MDGs requires support to help 
in planning, allocating resources, monitoring progress and 
capacity building from WHO and other international 
organizations. 

In 2003 there was a WHO and World Bank needs-assessment 
which was used as a base for the Madrid 2003 pledges. The 
2004 UN strategy and plan of action for Iraq took the MDGs as 
the outcome within the United Nations development 
assessment framework. WHO, heading the UN health cluster, 
ensured the full involvement and participation of the Ministry 
of Health and Ministry of Environment through virtual 
forums, meetings and seminars. In 2004 the NationaI 
Development Strategy for Iraq was presented by the Iraqi Vice 
President at the Third Donor Meeting in Tokyo, October 2004. 
Further, the Minister of Planning asked the development 
partners at the Fourth Donor Meeting, held at the Dead Sea in 
Jordan to use the national development strategy 2005-2007 as 
a road map and the document was discussed by the Iraqi 
Cabinet. At the latter meeting, led by the Minister of Planning 
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and Minister of Finance, 60 countries, six ministcrs, many 
deputy ministers and private sector represcntatives 
participated besides the UN and World Bank. It should be 
noted that the UN role is to ensure that basic services are 
integrated within the national development strategy. 

From 2003 to 2004 the process to develop the Iraqi health 
strategy was started with wide consuItations at  several Ievels. 
Both World Bank and WHO had a technical role in shaping 
this strategy with USAID. In 2004 WHO supported the 
Ministry of Health to lead a National Committee on 
Community-based Initiatives that culminated in a high level 
meeting in 2005 with the outcome of a plan of action for the 
coming three years with clear commitment. UN and World 
Bank have initiated the deveIopment of a poverty reduction 
strategy. WHO has been providing technical and financial 
support towards achieving scveral MDGs and is working 
closely with the Ministry of Planning. WHO is coordinating 
the UN agencies and nongovernmental organizations working 
in health. The Ministry of Planning is responsibIc for ensuring 
the implementation of national development strategy where 
the technical ministries arc involved and monitoring is being 
put in place 

Indicators for Goal 1 showed that in 1993 the poverty gap was 
approximately 88% in urban and 86% in rural areas. The 
baseline food sccurity assessment survey in 2003 revealed that 
54% of households are living in poverty (43% poor and 11% 
extremely poorj.The assessment also showed that household 
expenditure rate per month was 191 500 Iraqi dinars in urban 
areas and 176 000 dinars in rural areas (US$100 was then the 
equivalent of 200 000 Iraqi dinars). GoaI 2 indicators showed a 
decline in net enrolment in primary education to 79% in 2004 
wit11 a literacy rate of 71% among 15-24 year olds in 2004. 
Ongoing programmes are school feeding and foIIom7-up of the 
nutritional status, environmenta1 condition of schooIs, heaIth 
screening of primary school chiIdren for hearing difficulties 
and bone deformities and immunization campaigns. Women 
involvement is an important aim of the community-based 
initiative project and they will take an active role in the 
development process. Gender equity and women 
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empowerment as a policy is mainstreamed with health care. In 
working towards goals 4 and 5, in June 2004 the Ministry of 
Health, in collaboration with WHO, UNICEF and UNFPA 
deveIoped the maternal and child heaIth and reproductive 
strategy for 2005-2008 as well as adopting the national infant 
and young child feeding strategy which was approved by the 
Ministry of Health in 2005. Maternal and child health services 
are provided by a11 primary health care centres in Iraq (1717) 
while family planning services are provided by 152 clinics 
distributed between hospitals and 20 primary heaIth care 
centres. The use of birth controI methods increased from 17% 
in 1973 to 56% in 2002. 

In combating HIVIAIDS maIaria and other diseases the 
Centers for Disease Control and Prevention in Atlanta (CDC) 
provides services under the programme of immunization. 
Routine immunization is being carried out with a measles 
vaccination campaign for children aged 6-12 years and a polio 
eradication campaign for children under 5 (September- 
October 2004, June-July 2005). For the achievement of Goal 8 
the foIIowing is in place: 

the national medicine policy and quality assurance 
programme has been developed with the aim of ensuring 
avaiIabiIi ty and access to quaIity, safe, effective and 
affordable medicines; 
contingency planning and response capacity in casc of 
emergencies; 
support to pharmaceutical industries; 
improved sanitation; 
development of food safety and a programme of action 
to protect consumer health against food borne disease 
and other hazards associated with unsafe food and 
contribute to economic development; 
coordination with other sectors to manage water 
resources for improved access to potable water and 
manage its quality. 

The weaknesses are weak communication with governorates 
and inconsistent coordination between development partners 
during implementation and there are threats from 
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uncontrolled borders and Iimitcd interministerial coordination 
at central and peripheral levels. 

3.5 Morocco 

Morocco has no World Bank type PRSP exercise. The MDG 
action plans are delegated to line ministries and devcIopment 
planning is integrated with the national budget exercise. 

The kev assets are the National Human Development 
Initiative which is focusing national initiatives, attention and 
resources on the social sector. This was announced by HM the 
King in May 2005 to develop basic needs, income generation 
and community development. For the period 2004-2010 10 
billion dirham were allotted, 50% for territorially targeted 
grassroots projects among the poorest 360 rural communities 
and the poorest 250 urban communities. A further 25% was 
for projects benefiting the most vulnerable persons and 25% 
for strengthening local authorities for hcalth developrncnt. 
Further assets are the national policy of decentralization and 
participatory development and the forthcoming expansion of 
medical coverage: mandatory medical insurance for 
employees of the formal sector and a medical insurance 
assistance schcme for the economically vulnerable population. 

The major threats and constraints arc the financial resources, 
human resources and governance and health systems. 

WHO'S role ill Morocco is in: 

participating actively in the relevant thematic groups 
towards achieving the MDGs; 
participating in the UN joint programme on I-IIV/AIDS; 
~nobilizing partners for a national initiative 011 maternal 
mortality reduction for World Health Day 2005; 
significant involvement in Basic Development Nccds 
(BDN) approach; 
supporting the Ministry of Health to develop a health 
vision for 2015 taking into account the MDCs; 
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advocacy for the MDGs at nationaI level. 

blorocco recommends that r e ~ u l a r  studies on the costs of 
achieving the MDGs be made and that the management of 
international development aid be optimized through 
simpIification of procedures and application to the MDGs and 
transversal issues. 

Morocco also recommends that WHO should: 

Iead in the revision and adaptation of MDG 
measurements and indicators; 
assist with health education systems: revision of training 
standards and accreditation questions; 
mobilize resources, especiaIly to achieve the 20120 pact; 
share local expertise and experience, and support South- 
South cooperation. 

3.6 Palestine 

In Palestine there are four major health care providers: the 
Ministry of Health, United Nations Relief and Works Agency 
for PaIestine Refugees in the Near East (UNRWA), 
nongovernmental organizations and the private sector. The 
distribution of health care faciIities by provider can be seen in 
Table 3. 

Table 3. Distribution of health care facilities by provider 

Facility Government UNWRA Nongovernmental 
organizatlons and 

private sector 
Primary health 359 51 595 
care 

Hospitals 20 1 47 

Hoswital beds 2303 58 1895 
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The impact of the Palestinian-Israeli violence has meant lack 
of access to health services. The impact of the separation wall 
is: 

economic effect (poverty and malnutrition); 
stress; 
destruction of the health and referral systems; 
increased costs; 
prevention of patients' and health workers' movements; 
cutting off communities; 
blocking ambulances; 
blocking vaccines and medical supplies; 
blocking preventive care; 
decline in care for chronic patients; 
serious effect on cancer patients; 
increased complications for pregnant women. 

Progress towards most of the MDGs towards 2015 remains 
highly dependent on future political and economic progress. 
Without major changes in the closure regime the Palestinian 
economy will not revive and there will be no sociocconomic 
recovery in the medium-term. Progress towards achieving the 
goals can only occur if the poIitica1 situation does not 
deteriorate further so that mobility and access to basic services 
are not further impaired and if public and donor investment in 
basic service delivery does not decline further and increases 
proportionately to the increase in population. 

After significant progress from 1990 to 2000 the progress rate 
of the under 5 mortaIity rate was very slow during the period 
2000-2004 (about 2% reduction only). Child mortality is 
stagnating or worsening in some areas like the Gaza strip 
where it has increased by about 30% over the past four years. 
The situation analysis of child mortality shows that progress 
in improving children's health and survival is still possible if 
conflict and poverty are addressed in an effective manner. The 
methodologies currently in use for caIcuIation of maternal 
mortality rates in occupied Palestinian territories present 
divergent figures and are therefore unreliabk. Also no 
national targets have been set to date, However data on the 
percentage of women delivered by a qualified skilled birth 
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attendant are recorded at 87.5% according to the demographic 
health survey of 2004 conducted by the PaIestinian Central 
Bureau of Statistics. 

The Palestinian Natioi~aI Authority has not yet set clear targets 
for HIVIAIDS. The chalIenge is to maintain low incidence 
levels, build awareness on prevention, and provide assistance 
to the Palestinian National Authority for a multisectora1 
approach to combating HIVIAIDS in the future. Regarding 
target 8, malaria has been eIiminated in the occupicd 
Palestinian territory. However, the prevalence of malaria in 
neighbouring countries requires closc monitoring of mosquito 
breeding areas. For other communicable diseases, such as 
tuberculosis, the number of reported cases has been almost 
negligible; polio cases have not been reported since 2000. This 
is due to vaccination programmes with a high level of 
coverage and improvement in surveiIIance systems. It is likely 
that the target will be reached by 2015. 

The Palestinian National MDGs Steering Committee 
comprises: 

Ministry of Planning, Chair; 
PaIestinian Central Bureau of Statistics; 
Ministry of HeaIth; 
Ministry of Education and Higher Education; 
Ministry of Social Affairs; 
Ministry of Labour; 
Ministry of Women's Affairs; 
Ministry of Finance; 
Ministry of Agriculture; 
Palestinian Water Authority; 
Palestinian Environment Authority. 

Palestinian future needs are: improved surveillance systems, 
reliable baseline indicators (through conducting survcys 
mainly for infant mortality and maternal mortality), improved 
access to health services, improved quality of health services 
and financial and technical support. 
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3.7 Somalia 

On examining the status of the MDGs in Somalia it seems 
unlikely that they can be achieved within the appropriate time 
frame of 2015. The supportive environment is weak and apart 
from work done towards maternal health (Goal 5)  and 
developing a global partnership for development (Goal 8) 
there seems little potential for the goals to be achieved. There 
is a lack of data that makes it difficult to assess the situation 
there, however a great deal of work is being carried out and 
the situation is slowly improving. 

WHO and UNICEF are carrying out activities on child health 
through the IMCI strategy in collaboration with UNICEF. This 
has forma1 endorsement by health authorities and invoIves 
capacity building of Ministry of Health core team members; 
IMCI training of trainers with adapted guidelines, 
development of IMCI care management guidelines for 
improving health worker skills and the development of IMCI 
teaching modules in Somalia. There are also vaccine 
preventable disease activities on a continuous basis with 
certification standard surveillance. Acute flaccid paralysis and 
measles cases are reported. In 2005, 8 rounds of national 
immunization days were carried out and a further 6 rounds 
are planned for 2006 as well as mop-ups as necessary. A 
phased mass measles campaign should start in November 
2005. 

In the area of maternal health, baseline data for 1987-1990 
showed the maternal mortality ratio to be 1600 and in the 
latest data (2003) the maternal mortality ratio stood at 1100. 
This can be compared to the desired MDG of 400 in 2015. In 
2002 the percentage of births attended by skilled health 
personnel was 25% and the goaI is set at  100%. WHO activities 
on maternal health can be divided into two parts, nutrition 
with the training of health-care providers on maternal and 
chiId nutrition and micronutrient nutrition and nutrition 
intervention in drought affected areas. The other part is 
through the improvement of nursing and midwifery with a 
unified curriculum for nursing schools, training fellowships 
outside the country, traditional birth attendant refresher 
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courses in several areas, long distance training (supported by 
World Bank) and in-service training at the maternal and child 
health Ievel. 

Prior to 1990, there were no data connected to HIV/AIDS but 
in 2003 data for the age group of 15 to 49 years showed 
HIVIAIDS prevalence at less than 1% whiIe among blood 
donors prevaIence was at 0.8%-1.1%. WHO activities on 
HIVlAIDS are as foIIows: 

integration and prevention treatment, care and support 
set up  under the 3 by 5 Initiative; 
provision of HIV screening kits to aH pubic and major 
private hospitals; 
antiretroviral treatment (ART) initiated in 1 site as a pilot 
project with 25 patients under treatment; 
assistance to health professionals in case management 
and counselling techniques; 
training of technicians for blood screening techniques 
and infection prevention; 
human resource capacity building plan in place; 
HV/STI sero-prevalence survey among antenatal care, 
ST1 and tuberculosis patients; 
plans to conduct a survey among high risk groups; 
distance learning for academics and integration of 
HIV/AIDS in the curriculum. 

The goal for malaria is that there should be no cases by 2015 
and that a11 children under the age of 5 should be sleeping 
under nets. WHO activities on malaria are through RBM. This 
includes the promotion of insecticide treated bed nets, early 
case detection and effective case management through 
standardized treatment of protocols, vector control measures 
such as, expansion of Iarvivorous fish, distribution and 
residual spraying, vector control course with the appointment 
of focal points, training on management of malaria outbreaks 
and geographic information systems (GIs) health map risks, 
improvement of laboratory diagnostic services, a malaria- 
metric survey and anti-maIaria drug efficacy study , training 
of technicians in cross-border areas and Global Fund 
implementation which started in 2004. 
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111 Somalia 1 8 international nongovernmental organizations 
and 6 local authorities support and operate 43 tuberculosis 
centres in all regions so that there is 100% DOTS coverage. 
There is partnership with WFP for feeding enrolled 
tuberculosis patients and WHO supports the supply of 
emcrgency drug kits and the procurement of essential drugs 
for the management of tuberculosis, maIaria and cholera etc. 
Treatment success rate is 90%. The GIobal Fund started 
implementation for tuberculosis in April 2005. 

The BDN intervention aims at improving the quality of life 
and general health conditions. Activities there inciude 
leadership training of women's groups, income generating 
activities and strengthening of community Ievel management 
structures in 71 villages in all their zones. 

WHO has continued to collaborate with local authorities and 
nongovernmental organi~ations in support of gender 
empowerment through literacy forums and advocacy work 
for femaIe genital mutiIation, education and awareness 
creation. 

Towards Goal 7, in partnership with local authorities and 
other key partners WHO is in the process of introducing a 
Healthy Cities programme aimed at improving environmental 
conditions of thc urban poor. 

WHO has developed partnerships with sister UN agencies, 
health authorities, the donor community and international and 
local nongovernmental organizations in support of the main 
sector. Approximately 20 Memorandums of Understanding 
have been signed betwccn WHO and different partners to 
boost health recovery intervcntions and WHO is the focal 
point of consolidated interagency aypeaI (CAP) in the health 
sector and yrovidcs Ieadership to the health sub-sector of the 
joint needs assessment initiative. 

Somalia faccs several challenges: 

overall unpredictable political and opcrational 
environment; 
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design and implementation of a realistic, MDG based 
and dynamic post-conflict health recovery strategy; 
insufficient affordable and quality primary health care 
services to the geographical and social periphery; 
inadequate indigenous human resource capacity; 
growing gap between increasing disease burden and 
available resources; 
ongoing man-made as well as natural emergency and 
humanitarian crises. 

3.8 Sudan 

There is a great dea1 of national commitment to PRSPs in 
Sudan. In 2004 the north Sudan PRSP was finalized and 
endorsed, a concept note on poverty eradication was agreed 
upon as part of the peace agreement and this was adopted as a 
framework for the reconstruction and development 
programme. Multisectoral steering committees and 
coordinating bodies were formed at different levels. 

At the Federal Ministry of HeaIth a Focal Point was assigned 
for MDGs and a National Steering Committee was appointed 
with partners. A national task force of Ministry of Health 
programmes and directorates was formed. The Federal 
Ministry of Health is a member of the multisectoraI national 
committee. 

The focus and priorities of Sudan towards achieving the 
MDGs is in strengthening the health system organization and 
management to provide an integrated basic package of 
primary health care services with fulI coverage and equity; 
reduction of morbidity and mortality, especially for the poor, 
dwellers in areas of conflict, the marginalized, vulnerable and 
high risk groups; and to combat HIVIAIDS, malaria, 
tubercuiosis and other priority diseases. Further focus is 
placed on the need for development of human resources, 
hcalth system financing reform (pro-poor), encouraging the 
private sector, strengthening health and biomedical research 
and building partnership and collaboration for health. 
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Although the national poverty reduction programme has 
allocated some resources it falls far below what is required 
and is limited to 20%40%. Furthermore, the unpredictability 
of resources alIocated is a weakness of poverty reduction 
efforts, the issue of capacity strengthening and system 
development is also poorly addressed. 

Partnership is in the form of the UN technical committee 
which is formed from different UN focal points with the role 
of coordination betwccn UN and corresponding line 
ministries, nongovernmental organizations and civil society 
organizations, advocacy, reporting and involvement in 
planning with different ministries. Other partners are the UN 
agencies speciaIizing in health and the Ministry of Health. A 
national steering committee exists and UN agencies are taking 
a programmatic approach in their long and short-term plans, 
however a new sectoral approach is taken under the Multi 
Donor Trust Fund. 

WHO, apart from taking part in a11 the previous activities 
mentioned, is involved through country cooperation strategies 
and the Commission on Macroeconomics and Health and in 
Iong-term technical assistance and institutional capacity 
building through biennial plans. 

The challenges faced by Sudan are widespread disparities and 
inequities, lack of awareness, resources not allocated in line 
with what is required to achieve the MDGs and weak 
capacities for planning, implementation, monitoring and 
evaluation. However the opportunities are there with 
macroeconomics stability and favourabIe gross domestic 
product growth rates, the signing of the comprehensive peace 
agreement and high political commitment. 

3.9 Yemen 

The health situation in Yemen is poor with the under 5 
mortality rates at 10211000 and rnaternaI mortality rates at 
361/100000. Malaria is a major burden with 60% of the 
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population Iiving in areas prone to epidemics. TubercuIosis is 
one of the major communicable diseases. Thcrc is a low 
prevalence of HIVIAIDS but with the possibility of its 
spreading. The nationaI targets to be achieved by 2015 are 
under 5 mortality rates of 40.711000; maternal mortality rates 
of 87.51100 000 and strengthening and improving the health 
system. 

The major challenges for Yemen are poverty (42% of the 
popuIation); coverage by health services is at around 50%; Iow 
public spending on heaIth services and insufficient human 
resources. The millennium project is a process managed by 
UN investment plans formulated to achieve the MDGs. It has 
a sectoral approach and identifies the gap in required 
resources. 

During 2005 the Ministry of Public Health and Population 
prepared a medium-term development plan, the third 5-year 
health development pIan 2006-201 0, which is MDG based and 
poverty reduction oriented. The plan offers a roadmap for 
development efforts contributing to the achievement of the 
MDG targets that are reIated to national health. The process of 
plan preparation included a thorough needs assessment based 
upon the national MDG targets and evaluation of the 5-year 
deveIopmental pIan of 2001-2005. The assessment included an 
exploration of the resources required to support interventions 
to achieve the targets. WHO co-chaired the health thematic 
group. Technical assistance, both Iong and short-term and 
workshops, discussions and dissemination were a valuable 
contribution which supported the process. Annual action 
plans were derived, with a monitoring unit in the Ministry of 
Planning and international cooperation and units in line 
ministries and annual evaluation. 

Sudan's strengths are wide participation in developing the 
strategy, the growing attention of health being a poverty 
determinant and a financial framework for the action plan. 
However, the weaknesses are an  inabiIity to identify potential. 
resources of funding for the plan, lack of advocacy and 
rnobiliza tion tools. 
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4. Group work 

During the course of the meeting the participants divided into 
nine country groups for two pieces of group work in which 
they were assisted by WHO members. The groups were first 
asked to consider the global and regionaI strategies that had 
been highlighted by WHO representatives during the 
technical presentations and to review the national strategies 
for achieving MDGs in their countries. There was a set of five 
questions for discussion and Iater the groups presented their 
answers for plenary discussion (Annex 4). 

The second group work was a foIlow-up activity which lcd to 
the development of a framework for a future action workplan. 
It included activities, allotted responsibilities, an approximate 
time frame, resources needed and monitoring indicators. This 
plan was also presented for plenary (Annex 5). 
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5. Discussion 

Discussion was a major factor of the meeting occurring after 
technicaI prcscntations, country presentatiuns and 
presentation of group work. It became obvious that just as the 
MDGs were linked so were the means and strategies to 
achieve them. Certain themes were reiterated during the three 
days and were used to form the conclusions and 
recommendations of the meeting. 

Eradicating poverty and hunger was central to the discussions 
and Iinked the concept of health as a human right and the 
necessity of health systems to allow poor populations access to 
their basic rights. The question of who and where the poorest 
are was raised. Tt was seen as impossible to answer and it was 
felt that the MDGs definition was narrowed down to poverty 
being a financial issue but it was also true that lack of 
information placed the poor in a situation of poverty from 
which it was difficult to extract themselves. It was felt 
necessary to define priorities of the poor and was seen as a 
good idea to consult thc poor on their own priorities (Palestine 
was given as an cxample, where fieId workers asked the poor 
to define what they felt their priorities were and answers 
included heaIth services). It was thought that the link between 
health sector reform and MDGs had not yet been made and it 
was necessary to achieve that link. The issue of disparity was 
of huge importance especially in a country suc11 as Sudan 
which was large with great disparities and required a formuIa 
to address equity, to transfer resources to different states. The 
question came up of how to achieve political motivation and 
how to promote a pro-poor system for health finance to allow 
the poor to utilize services. It was thought that a more bottom- 
up approach was needed to involve the absolute poor who 
could not use the systems already in place. Despite public 
health improvement there was still disparity between 
countries especially where socioecono~nic data were 
concerned. It was recognized that data and national 
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information often disguised Iocai inequalities ra thcr than 
highlighting thcm. There was a disparity between the richcst 
fifth and the poorest fifth of the population and it was thought 
necessary to deveIop nationaI groups to call for equity in 
progress in health, therefore a poverty oriented health 
programme was needed. Linkage should be made between 
fiscal budgets with macroeconomics-strategies must be pro- 
poor and must be costed before placing before governments. 
Participants said that something that demanded discussion 
but had not been touched upon by presenters was the 
importance of health insurance, not just private insurance 
which the wealthy could take out, but government health 
insurance which would give the poor access to health as a 
human right. 

Another area of discussion was that of country and global 
strategy, again something which was seen by participants to 
be linked. It was felt that countries should define their own 
strategies and understand how the strategies they uscd could 
affect the poor; MDGs should be linked with local policy, 
framework or strategies i.e. the Ministry of Planning of 
Palestine was setting up a three-year plan for priority issues 
and it was necessary to fit the MDGs into that plan. In order to 
strengthen the health system fragmented vertical programmes 
shouId be avoided so the creation of a planning unit was felt 
to be essential in linking goals with pIans and with donors. 
GoaI 8 was discussed as an extension of this. It was stressed 
that Iinkage between the goals must be given propcr 
recognition to raise awareness that they were not separate, for 
example the reduction of poverty would assist the 
achievement of other goals. It was therefore important that 
they were not just viewed separately but with a 
comprehensive outlook on goals and targets (immunization 
alone was not enough to reduce child mortality). The GoaIs 
must be seen as a spectrum not individualIy. 

Participants felt that MDGs needed localizing individually so 
that they became important national issues within each 
country and were not felt to be only global issues. Participants 
added that CBI and 'health for allf should not be neglected 
and neither shouId other strategies which, although old, were 
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still useful. Furthermore, linking such strategies as "health for 
all" with the achievement of the MDGs shouId be investigated. 
The MDGs were felt to be a poIitica1 opportunity to puII things 
together so that they were coherent and coordinated-a 
framework for linking strategies-once linked Goal 8 justified 
asking for assistance from the international community to 
achieve the framework. 

It was thought that each country should select its own priority 
area or community and work for achievement there and that 
there should be sustainable interventions which were effective 
and could grow. 

The remark was made that it was important to realize that as 
well as being outcomes or endings the MDGs were achieved 
through strategies and countries needed to put forward 
frameworks to achieve them. There was a need to emphasize 
intersectoral planning and public health should bc part of 
every sector of government so that things like sanitation and 
housing were a11 planned, keeping heaIth on the agenda as the 
first priority. It was stressed that the issue of capacity building 
was of extreme importance in implementing the MDGs. Low 
income countries formulated strategies for getting essential 
drugs, education, etc. but had limited resources and were 
therefore unable to carry out their strategies. It was important 
that international partnerships gave assistance and support to 
achieve the MDGs. 

The question was asked as to what the challenges to scaling up 
and to improving quaIity were. It was mentioned that it 
should be understood that management was a factor that 
added to the cost of strategies. The issue of a sector wide 
approach to get higher amounts of money from donors 
through integrating information came up, particularly with 
reference to Palestine where previously authorities wcre weak 
and the international agenda was fragmented. Hcalth sector 
reform was felt to be needed with partnership within 
countries between nongovemmcntal organizations aIIowing 
movement of resources; interventions which really worked 
had to be adopted throughout the country, not just in isolated 
areas and national plans should consider the gaps (should also 
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publicize achievements with ncighbours). It was necessary to 
look at sharing practical experiences so that other countries 
could also use them; units should be linked so that they 
avoided vertical implementation but rather compiement each 
other and practical steps needed to be examined so that what 
could be done in the next two years in terms of IMCI and 
Healthy Citiesf programmes etc. was understood and 
followed through. One participant pointed out that they 
needed to hear success stories from which they could learn, 
especially experiences from health systems. The participants 
wanted to see how programmes working under health 
systems werc better, not just academic research but results. As 
an example, he mentioned Egypt's success in using ICT. 

The issue of community awareness and advocacy was also 
Iinked during discussion. It was pointed out that community 
orientation and awareness of MDGs was lacking. There was 
not even governmental and officiaI awareness (In Iraq 
nongovernmenta1 organizations were distributed throughout 
the country but there was still no activity or awareness by 
them of the MDGs, neither was there any newspaper or media 
coverage. There was no official programme for their 
irnplementa tion or responsibility to get them accomplished). 

The question was asked as to what the relation between MDG 
community oriented policies and community participation 
towards the MDGs was. Tt was commented that there should 
be communication between local task forces and 
nongovernmental organizatjons. There werc two levels of 
discussion-technical which it was felt possible to achieve 
because the knowledge and technology was there to 
accomplish the goals, and the environment which was seen as 
more of a problem because it was broader and nccded many 
facturs, i.e. human resources, a vocal community 
communicating its requirements to the govcrnment and 
expanding into all ministries therefore making steps into other 
areas. The translation of Goal 8 into its true meaning must be 
realized a n d  studied to see which strategies needed to be 
developed to make it applicable. Governments and 
no11governmentaI organizations needed to be more aware and 
to understand that disparities were frequently masked by the 
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national averages that were presented. Health sector reform 
and the MDGs needed to be linked. 

Repeatedly during the course of the meeting the topic of 
security and of emergency situations which faced severaI 
countries in the Region were highlighted. It was thought that 
conflict was a major factor in preventing goals from being 
achieved therefore international help was needed to help in 
making and maintaining peace, thus economic improvement 
would follow. Emergencies needed to be kept in mind and 
especially how to providc human resource developmcnt. The 
Region needed a ninth goal, that of security (Afghanistan) to 
help the army, police force and clear mines. It was agreed that 
the social determinants of health needed more examination 
and that in some countries the level of criminaI activity was 
increasing and needed to be included in the issue of security. I t  
was pointed out that eight countries in the Region faced man- 
made or natural disasters so it would seem that 'intervention 
during crises' was an idea which should be properly 
investigated. Above all the issue of security was seen as very 
important and the internationa1 community needed to play a 

role. 

QuaIity of aid and achievement moved discussion into a 
different area. On the quantitative side many countries 
achieved some of the goals but more attention should be paid 
to thc quaIitative side where achievement was concerned. 
Improved government resources were required and successful 
macroeconomic movement. There was a necd for 
improvement of human resources. The MDGs were basically a 
way of improving the environment; there was not much 
chance of achieving the goals if the environn-lent was not 
tackied and for Goal 8 the industrialized world couId and 
were thought to be duty bound to assist. 

Data collection and use were discussed in various contexts and 
data were often found to be unreliable or disguising reality. 
Comparability of data was viewed as necessary but it was 
pointed out that for severaI years interventions such as "health 
for 311" had been going on and they were not interventions 
distant to the aims of the MDGs. It was a huge challenge for 
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many poor countries to keep on supplying data, especially the 
kind of data required - in tervcntions already known and 
proven to work should be adopted, a baseline approach was 
necessary otherwise new data would take more time to gather 
and more time would be lost white the data wcre compared; 
even WHO did not have the capacity to collect all data so 
meanwhile interventions which had proven impact should be 
used. 

IC?' was seen as necessary for real movement and ecoi~omic 
achievement but many of the participants could see the 
difficulties involved and there uras fcIt to be a digital divide 
that would be difficult to overcome. It was felt to be unrealistic 
to believe that in places where there was no infrastructure and 
people were illiterate computers could be of value. ICT was 
economically valuable but improving performance of capacity 
of training was necessary to the poor, who could not take 
advantage of ICT because many of them were illiterate. People 
living on Jess than one dollar a day could not seriously be 
asked to usc ICT. 

During the course of the meeting numerous other factors such 
as gender issues, environmental issues and others which 
affected the achievement of the MDGS were also discussed. 
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6. Conclusions 

Whilc priority countries in the Easter11 Mediterranean 
Region have endorsed the MDGs, a strongcr poIitica1 
commitment is needed by the countries themselves and 
by a11 other involved partners in order to: adopt and put 
in action integrated intersectoraI approaches, build 
national capacity, raise community awareness and invest 
additional resources into the MDGs agcnda. Unless 
major efforts are exerted to strengthen existing activities 
and expand them substantially, most of the countries wiII 
not achieve the health-related MDGs. 
Most participating countries have no long-term (2005- 
2015) national frarncworks for MDGs (i.e. only four have 
a poverty rcduction strategylpaper), but are working 
towards achieving them through many established 
programmes and initiatives. Countries should use the 
momentum created by the MDGs to make a better, more 
focused use of these activities and to mobilize the 
required internal and external resources to forward their 
development agenda. 
In spite of efforts by the health community in priority 
countries to bring health in the mainstream of thc 
deveIoymcn t agenda, proper and institutional 
rccogni tion of the importance of health in development is 
stilI rnjssing and is not reflected in the nationaI 
development processes. Furthermore, equitabIe access to 
quality health care remains a major challenge. 
In line with the primary heaIth carc approach and 
strategy, many national plans and strategies are 
articulated around an integrated, decentralized health 
system focuscd on serving the poor and underprivilcgcd. 
In reality howcvcr, heaIt11 programmes are implemented 
in a vertical fashion each one addressing mair~ly, if not 
only, its own specific objectives. The integration has not 
materialized and the heaIth sector capacity in terms of 
information, procedure, system and practice is not 
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conducive for decentralized, community-based and 
integrated approaches. Much work is needed to 
strengthen and increase the reach of the health system to 
the poor and provide equitable access to quality, 
affordable care. 
Partnership among stakeholders is not at the optimal 
level. To create effective partnerships, different 
stakehoIders should have adequate capacity to work and 
function as partners. The UN system is in an 
advantageous position to exert a positive influence and 
can be instrumental in promoting and materializing 
effective cooperation. 
The majority of senior decision-makers in priority 
countries have expressed a strong desire to advance the 
national efforts to achieve the MDGs. To take advantage 
of this sentiment the international community has a 
major role to mobilize the required resources to assist the 
countries to go forward. In this regard it is an 
oversimplification to attribute all problems to lack of 
resources. Based on the discussions at the meeting it is 
also clear that much can be achieved with an incremental 
improvement approach, placing emphasis on self- 
reliance and community initiatives; valuable externaI 
resources, when made available, should however be 
aligned and harmonized to focus on countries internal 
priorities. 
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7. Recommendations 

Member States 

A national MDG task force should be established to act 
as the catalyst and main strategic body for integrated 
MDGs actions. The task force should act as the core 
group for devising and implementing national strategies 
based on international recommendations (i.e. MDGs- 
based PRSPs), including those of this meeting. The task 
force shouId act as the brain trust and engine to promote, 
advocate and push forward the MDGs agenda at the 
nationaI Ievel, including monitoring and evaluation. The 
task force should be officially designated, multisectoral 
and responsibIe for the national MDGs strategy. The 
national strategy prepared by the national MDG task 
force shouId: 

be long-term (2005-2015) and include all the MDGs; 
be properly costed and linked to the medium-term 
expenditure framework; 
be reflected in the national budgets ever year; 
clearly highlight gaps in resources allocation. 

2. Countries should incorporate health in their poverty 
reduction strategy papers. A draft of the poverty 
reduction strategy paper includjng health shouId be 
prepared, discussed and agreed upon by national 
authorities and should be operationalized in the budget. 

3. Existing sustainable heaI th development approaches, 
such as community-based initiatives (i-e. Basic 
Development Needs, Healthy City and Healthy Village 
Programmes) should be reviewed and made MDC 
focused. Efforts should be made to ensure that similar 
approaches used by other partners and sectors in the 
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countries should contribute to and support the national 
strategy to achieve the MDGs. 

4. National efforts to increase outreach and access to health 
services should aim at increasing community 
participation and ensuring a decentralized, responsive 
health delivery system that provides quality health care 
for the underprivileged and people that live in remote 
areas. It is critically important that health systems should 
have the institutional capacity to address, together with 
other sectors, the social determinants of health. 

5. Training should be conducted for health care providers 
at all levels to improve knowledge and skills on key 
MDGs-related programmes such as EPI, IMCI, growth 
monitoring, breastfeeding, making pregnancy safer, 
family planning, TB DOTS, RBM and HIVIAIDS. Existing 
monitoring systems should be strengthened and 
outcomes reported on a regular basis. 

6. The national MDG task force, in consultation with the 
water supply and sanitation sector, should assess the 
status and needs of the sector at a11 levels. Emphasis 
should be placed on promoting participatory and 
community-based actions for improvement of water 
supply and sanitation in rural areas and peri-urban 
communities. Healthy city and healthy villages projects 
should be mobilized to participate in efforts by the urban 
water supply, sanitation and solid waste agencies to 
improve these services. It is vital that the national MDG 
task force maintains close contact with donor agencies to 
mobilize required external resources to complement the 
national efforts. 

7. Countries should create opportunities within the 
nationaI MDGs framework for health research and 
development. 

8. Countries should improve availability and access to 
essentiaI medicines, particularIy in the underprivileged 
areas. 
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9. The MDG national task force in collaboration with 
concerned agencies should: a) promote the review of 
existing information systems to monitor progress 
towards the MDGs; and b) facilitate the development of 
simple and practical information systems that can 
provide essential information and data for monitoring, 
integration and intersectora1 planning. Information 
systems should not add additional burdens to ongoing 
activities. 

10. The national MDG task force in collaboration with the 
UN agencies and other partners should work towards 
mobiIizing civil society, improving governance, 
identifying potential additional resources to fill gaps in 
resource aIlocation and ensure that community-based 
initiatives support national plans and strategies. 

11. Health authorities in countries with complex emergency 
situations should advocate with policy-makers to use 
health-related MDGs as a bridge for peace. 

WHO 
12. The country cooperation strategy development process 

.should take into account the MDGs and ensure that 
activities are supportive of efforts to achieve the MDGs 
and coordinated with the relevant sectors outside health. 

13. WHO and other UN agencies in the Region should 
technically and financially support the national MDG 
task force, monitor national progress, assist in national 
coordination and facilitate national and regional 
processes aimed at achieving the MDGs. 

14. The Regional Office should assist Member States to 
develop advocacy, training materials and guidelines. 

15. The RegionaI Office should facilitate exchange of 
information and experiences and networking between 
countries (South-South cooperation). 

16. The Regional Office should provide technical and 
material support for strengthening the health component 
of poverty reduction strategy papers. 
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The Regional Office should assist recipient countries and 
donors in the implementation of the Rome Declaration 
on Harmonjzation and Paris Declaration on Aid 
Effectiveness by promoting and facilitating SWAps and 
direct budget support for the health sector. 

The Regional Office should advocate for and support 
community-based initiatives as potent tools for poverty 
reduction and for sustainable human deveIopment. 

The regional MDG task force should monitor thc 
implementation of these recommendations at the 
regionaI level and submit a progress report to the 
Regional Director. 

Headquarters should facilitate exchange of information 
and experiences between Regions, UN agencies, Bretton 
Woods institutions and donors. 

Headquarters should prepare progress reports and assist 
in assessing rcquirernent, maintain close contact with 
donors and key international partners with the aim of 
mobilizing resources particularly for priority countries. 

Headquarters shouId continue work at the global level 
with international partners aimed at addressing issues 
hampering the achievement of the MDGs. 

Hcadquartcrs should take the lead in encouraging the 
JMF and WnrId Bank to assist countries in scaIing up 
health services and other poverty reduction plans and 
programmes. 

Headquarters shouId maintain coordination with the 
pharmaceutical industry, gover~~ments and donors to 
ensure that the priority countries have access to essential 
medicines. In this regard, position papers should be 
prepared, dong with resolutions and executive action 
directives to be endorsed by the governing bodies of 
WHO. 
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Agenda 

Opening remarks from Dr Hussein A. Gezairy, Regional 
Director WHO Regional Office for the Eastern 
Mediterranean Office. 
Presentations from representatives of UNICEF and 
UNDP on achieving MDGs in the Region. 
Objectives and methodology of work. 
Trend, progress and challenges of priority countries in 
achieving MDGs. 
Regional strategies and social mobilization for achieving 
MDGs. 
Countries' presentations and discussions on strategies, 
achievements, gaps, needs and future actions. 
Eastern Mediterranean regional countries perspective 
and strategies from the global perspective. 
Health in PRSPs, a global review. 
MDGs and health system development: issues of cross 
cutting regional strategies 
Use of information and communication in achieving 
MDGs. 
Dynamic interlink between health and economic growth 
in achieving MDGs. 
Linkages betwccn CCS and MDGs. 
The changing devclopmcnt environment. How WHO 
positions j tself? 
Communicable diseases control and achieving MDGs in 
countries in complex emergencies. 
Achievements and experiences of other WHO Regional 
Offices (AFRO and EURO) on MDGs. 
Reviewing national strategies in comparison with the 
global and regional MDGs strategies. 
Social determinants of health and MDGs. 
Future steps, framework, appropriate actors and 
responsibilities for translating MDG strategies into 
country and regional work plans. 
Concluding remarks, recommendations and closing of 
the meeting. 



Achievinq the Millennium Development Goals 

Annex 2 

Programme 

Monday, 17 October 2005 

08:3049:00 Registration 
09:00-09:20 Opening address by Dr Husscin A. Gezairy, WHO Regional 

Director for the Eastern Mediterranean 
09:2049:30 UNICEF and MDGs: Address by Mr T. McDermott, Regional 

Director UNICEFIMENA 
09:30-09:40 UNDP and MDGs in the Region: Address by Ms E. Sarrouh, 

Deputy Representative UNDP, Egypt 
09:40-10:30 Introduction of participants 

EIection of officers 
Adoption of the programme 

10:30-10:40 Objectives of the meeting and methodology of work/ Dr M. Assai 
10:40-11:05 Trends and regionaI strategies for achieving MDGs/ Dr A. Assa'edi 
11 :05-12:30 Discussions 
12:30-12:45 Social mobilization for achieving MDGs: people, professionaIs, 

civil society and decision-makers/ Dr S.  Arnnou f 
12:45-14:35 Country presentations on: nationaI MDGs status, perspectives, 

strategies, WHO support and role in Afghanistan, Djibouti, Egypt, 
Iraq, Morocco, Pakistan, Palestine, Somalia, Sudan and Yemen 

14:35-1450 Stocktaking: regional countries' perspectives and strategies from 
the globaI perspective/ Dr E. Villar rrnd Dr Paolo Pivn 

14:50-16:OO Discussions: gaps, possibIe interventions and future directions at 
country leveI; and the expected role of WHO in supporting 
Mcmbcr States to achieve MDGs 

Tuesday, 18 October 2005 

08:30-08:45 Health in poverty reductions strategy papers (PRSPs), a global 
review1 Ur  E. Villnl- 

08:45-09:00 Health system development: cross cutting regional strategies to 
achieve MDGs/ Dr Snher SIzrdqnidcf 

09:00-09:10 Use of information and communication in achieving MDGs in the 
Eastern Mediterranean Region/ Dr N. A/-Slzorbnji 

09:lO-10:15 P a ~ ~ c l  discussions 
10: 15-1 0:30 Dynamic interlink bctwccn health and economic growth in 

achieving MDGsl Dr H. Salvlzi 
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Linkages between country cooperative strategies and MDGs/ Dr S .  
Bassiri 
The changing dcvclopmet~t environment. How WHO positions 
itself?/ Dr P. Pivn 
Panel discussions 
Cominunicable diseases control and achieving the MDGs in 
countries in complex e~nergencies in the Eastern Mediterranean 
Region/ Dr Z. Hallnj 
Discussions 
Achievements and cxperiences of W HOlAFRO on MDGsIDr A. 
Mazoa ya 
Achievements and experiences of WHO/EURO on MDGs/Dr E. 
Dnnielyan 
First working group session: reviewing nationaI strategies in 
comparison with gIobaI and regional strategies 

Wednesday, 19 October 2005 

08:30-09:40 Group presentations: Afghanistan, Djibouti, Egypt, Iraq, Morocco, 
Palestine, Pakistan, Somalia, Sudan and Yemen 

09:40-11:OO Plenary discussion on the reports of the first working group 
session 

11:OO-11:15 Social determinants of health and the MDGsl Dr H. Snlehi 
11:15-12:30 Discussions on Iinkages of MDGs with other development settings 

such as socia1 determinants of health, poverty reduction strategy 
and sector wide approach programmes 

12:30-14:OO Second working group scssion: future steps, framework, 
appropriate actors and responsibilities for translating MDGs 
strategies into country a n d  regional workplans 

14:OO-15:30 Presentations of working groups and discussions on the second 
working group session 

15:30-16:OO ConcIuding remarks, recommendations and closing session1 Dr A. 
Assa'cJi 
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List of participants 

AFGHANISTAN 
Dr Mohammad Dairn Kakar 
Director General of Policy and Planning Department 
Ministry of Public HeaIth 
Kabul 

Dr Mustafa Mastoor 
Director General of Finance Department 
Ministry of Finance 
Kabul 

DJIBOUTI 
Mr Abdourahman Mohamed 
Director of Planning Research and International Cooperation 
Secretary of the Ministry of Health 
Ministry of Health 
Djibouti 

Mr Ibrahim Barreh Adaweh 
ResponsibIe for the In tersectoral Unit 
Intersectoral Committee of Combating AIDS, Malaria and TB 
Ministry of HeaIth 
Djibouti 

Mr Said Ismael Hassan 
Assistant Director of Finance 
Ministry of Economy, Finance and Planning 
Djibouti 

EGYPT 
Dr Esmat Mansour 
Undersecretary for Primary Health Care 
Ministry of Health and Population 
Cairo 
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Dr Seham Husseii~ 
Undersecretary for Environmental Affairs 
Ministry of Health and PoyuIation 
Cairo 

Dr Nasr EI Sayed 
Undersecretary for Preventive Affairs 
Ministry of Health and Population 
Cairo 

IRAQ 
Mr Fouad AbduIIah Aziz 
Finance Deputy Minister 
Ministry of Finance 
Baghdad 

Dr Mohammed Shuhaib Abdu Gafoor 
Director General of Primary Health Care and Public Health 
Department 
Ministry of Health 
Baghdad 

Dr Hassan A. Hamoudi 
Adviser for H.E the Minister of Planning and Development 
Coopera tion 
Ministry of Planning and Development Coopcration 
Baghdad 

MOROCCO 
Mr Jilali Hazim 
Director of Planning and Financial Resources 
Ministry of Hcal th 
Rabat 

Dr Mostafa Tyane 
Director, Directorate of Population 
Ministry of Health 
Rabat 
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Mr Mohamed Benkassmi 
State Engineer 
Institute for Studies on Population's Life Conditions 
High Commission of Planning 
Rabat 

PALESTINE 
Dr Anan W. Masry 
Deputy Minister of Health 
Ministry of Health 
Palestinian National Authority 
Gaza 

Dr Mohammad Ghudeyah 
Director General 
Ministry of PIanning 
Gaza 

SOMALIA 
Mr Osman Kasim Kodah 
Minister of Ministry of Health and Labour 
Ministry of Health and Labour 
Hargeisa 

Dr Mohamed Mahmoud Hassan 
Director of Medical Services and Pharmacy 
Ministry of Health 
Mogadishu 

Mr Moharned Yusuf Abdi 
Head of Department 
Ministry of Womet~ and Development 
Mogadishu 
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SUDAN 
Dr Mustafa Salih Mustafa 
Director General 
Health Planning and Development 
FederaI Ministry of Health 
Khartoum 

Ms Madina Mohamed Ahmed Almahj 
Assistant Director 
Ministry of Finance 
Khartoum 

Ms Faeza Awad 
Head of the Department of International and Regional Finance 
Organizations 
Ministry of Finance 
Khartoum 

Dr Mohamed Osman Hamid 
Primary Health Care Assistant Director 
Federal Ministry of Health 
Khartoum 

REPUBLIC OF YEMEN 
Dr Jamal Thabet Nasher 
Director General Health Policy 
Focal Point for MDGs 
Ministry of PubIic Health and PopuIation 
Sana'a 

Other Organizations 

Fund for Integrated Rural Development for Syria (FIRDOS) 
Ms Awa tif Shoura 
Field Manager 
Micro Finance and Education 
Damascus 
SYRIAN ARAB REPUBLIC 
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United Nations Children's Fund (UNICEF) 
Mr Thomas McDermott 
Regional Director 
United Nations Children's Fund 
Middle East and North Africa Regional Office 
Amman 
JORDAN 

United Nations Development Programme (UNDP) 
Ms Elissar Sarrouh 
U NDP Deputy Resident Representative 
UNDP Egypt 
Cairo 
EGYPT 

World Bank 
Mr Yasser El Gamma1 
Human Development Sector Coordinator 
World Bank Office Cairo 
Cairo 
EGYPT 

Ms Dina El Naggar 
Outreach and Communication Officer 
World Bank Office in Cairo 
Cairo 
EGYPT 

WHO Secretariat 

Dr Hussein A. Cczairy, Regional Director, WHOlEMRO 
Dr AbduIIah Assa'cdi, Assistant Regional Director, 
WHOlEMRO 
Dr Ishaq A1 Khawashky, Special Adviser to the Regional 
Director (Office), WHOlEMIiO 
Dr Ghada Hafez, SpeciaI Adviser to the Regional Director 
(Gender), WHOIEMRO 
Dr AbdeI Aziz SaIeh, Special Adviser to the Regional Director 
(Medicines), WHO/EMRO 
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Dr M. Helmy Wahdan, Special Adviser to thc Regional 
Director (Polio), WHOIEMRO 
Dr Zuhair Hallaj, Director, Communicable Disease Control, 
WHO/EMRO 
Dr Hichem Lafif, Director, General Management, 
WHOlEMRO 
Dr Riyad Musa Ahmad, WHO Representative, Afghanistan 
Dr Naeema A1 Gasseer, WHO Representative, Iraq 
Dr Ambrogio Manenti, WHO Coordinator for Health 
Programme, Palestine 
Dr Ibrahirn Betelmal, WHO Representative, Somalia 
Dr Guido Sabatinelli, WHO Representative, Sudan 
Dr Hashim Elmousaad, WHO Representative, Yemen 
Dr Ahmed Abdul Latif, Coordinator, Health Systems 
Development and Regional Adviser Health Care Delivery, 
W HO/EMRO 
Dr Najeeb A1 Shorbaji, Coordinator, Knowledge Management 
and Sharing, WHO/EMIIO 
Dr Ramez Mahaini, Coordinator, Family and Community 
Health and Regional Adviser Women's Reproductive Health , 
WHO/EMRO 
Dr Said Arnaout, Regional Adviser, Health of Special Groups, 
W HO/EMRO 
Dr Sussan Bassiri, Regional Adviser, Programme PIanning 
Monitoring and Evaluation, WHO/EMRO 
Dr Mohamed Elmi, Regional Adviser, Food and Chemical 
Safety, WHO/EMRO 
Dr Suzane Farhoud, Regional Adviser, Child and Addescent 
Health, WHO/EMRO 
Dr Hossein Salehi, Regional Adviser, Health Economics, 
WHO/EMRO 
Dr Said Youssouf, Regional Adviser, Vaccine-Preventable 
Diseases and Immunization, W HOIEMRO 
Dr Mohamed Bin Shahna, TechnicaI Officer, EssentiaI Drugs 
and Biologicals, WHO/EMRO 
Mr Kaiumars Khosh Chashm, Short Term Professional, 
Planning, Monitoring and Evaluation, WHOIEMRO 
Dr Samuel Mikhail, Short Term Professional, Evidence and 
Information for Policy, WHO/EMRO 
Dr Saher Shuqaidef, Short Term Professional, Evidence and 
Information for Policy, WHOjEMRO 
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Ms Joanna Vogel, Technical Officer, Women i11 Hcalth and 
Development, W HOIEMRO 
Dr Ghasem Zamani, Short Tcrrn Professional, Roll Back 
Malaria, WHO/EMRO 
Dr Paolo Piva, Adviser MDGs, Health and Development 
Policy, WHO/HQ 
Dr Eugenio RauI Villar, Coordinator Pro-Poor Health Policies, 
MDGs Health and DcveIopment Policy, WHOlHQ 
Dr Elizabeth Daniely an, WHO Liaison Officer in Armenia, 
WHO/EURO 
Dr Anthony Dave Mawaya, Technical Officer Healthy 
Environment and Sustainable Development, WHOIAFRO 
Dr Mohammad Assai, Regional ~dv i se r ,  Community-Based 
Initiatives and MDGs Taskforce Secretary, WHOIEMRO 
Ms Tonia Rifaey, Short Term Professional, Community-Based 
Ini tia tivcs, WHO/EMRO 
Mrs Hala El Shazly, Administrative Assistant, Office of the 
Assistant Regional Director, WHO/EMRO 
Ms Noha GamaI, Secretary, WHOIEMRO 
Ms HaIa Orhan, Secretary, WHO/EMRO 
Ms Honey Goubran, Secretary, WHOIEMRO 
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Group work: Reviewing the national strategies for achieving the 
MDGs 

In your working group kindly consider the globaI and 
regional strategies highlighted by the representatives of WHO 
headquarters and Eastern Mediterranean Regional Office, 
review the national strategies for achieving MDGs in your 
country, discuss the following questions and present your 
feedback to the pIenary: 

What changes are required in the nationaI strategies to 
accelerate achieving heal th-related MDGs? (Consider positive 
points or lessons learnt from presen tafions of o ther countries.) 

Is there any need for correcting the national baseline data 
related to MDGs? If yes what do you suggest? 

What are the different sources of funds available at the 
country level that can be directed to support MDGs? 

How can WHO assist the national authorities in achieving 
MDGs effectively? 

For the country you represent, how can the role of the UN 
agencies, potential partners, nongovernmental organizations 
and civil societies be strengthened in achieving MDGs? 
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Group work: Checklist for the activities required to develop a 
national workplan to achieve the MDGs 
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