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1. INTRODUCTION 

A Regional consultative meeting on development trends of occupational health and 
safety in the Eastern Mediterranean Region: current status and perspectives was organized by 
the World Health Organization Regional Office for the Eastern Mediterranean 
(WHO/EMRO). The Ministry of Health in the Syrian Arab Republic hosted the meeting in 
Damascus, Syrian Arab Republic, from 16 to 18 December 2003. The main objectives of the 
meeting were to review the regional situation analysis of occupational health according to the 
results of the in-depth study, conducted in several countries; identify best approaches for 
reviving occupational health programmes and services in countries of the Region; and 
develop an outline of regional strategy and plan of action for occupational health for 2004–
2013. 

The meeting was attended by 19 temporary advisers from governmental ministries of 
health, ministries of labour, academic and specialized institutions and subregional 
organizations. Countries with representatives present were Bahrain, Egypt, Islamic Republic 
of Iran, Jordan, Lebanon, Oman, Pakistan, Saudi Arabia, Syrian Arab Republic and Yemen. 
Papers from temporary advisers from Tunisia and United Arab Emirates, who were unable to 
attend, were presented by other participants. 

Opening the inaugural session, Dr Said Arnaout, Regional Adviser, Health for Special 
Groups, WHO/EMRO welcomed and expressed his thanks to His Excellency Dr Mohamed 
Eyad Chatty, Minister of Health, Her Excellency Mrs Siham Dello, Minister of Social Affairs 
and Labour, Mr Mohamed Shaaban Azouz, Head of the General Association of Workers and 
Mr Khalaf El-Abdullah, Director of the General Establishment of Health Insurance, Syrian 
Arab Republic. 

In the inaugural address, HE Dr Chatty emphasized the importance of this consultative 
meeting dealing with the safety and protection of workers. He underscored the importance of 
providing maximum protection of the workforce through the security of the workplace, 
machinery and work environment, raising awareness and safety education for both the 
employees and the employers, treatment and rehabilitation capabilities and appropriate 
compensation according to technical standards. The Minister expressed his wish that the 
participants of the meeting develop a comprehensive programme of action, which would 
contribute to further protection of workers’ health and rights, and not just be limited to a set of 
general recommendations. 

HE Mrs Dello spoke about the role of the work setting and conditions, and that of 
legislation, for the maintenance of workers’ health and safety protection in general. These 
conditions represented a major concern for governments and employers because of workers’ 
exposure to occupational hazards that endangered their health and safety. The Minister 
pointed out the role of care, raising awareness and experience in protecting workers from 
occupational hazards. She stressed the role of governmental plans and workplace inspections, 
and referred to several laws that pertained to the organization of the workplace and protection 
of workers. 
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Mr Mohamed Shaaban Azouz, Head of the General Association of Workers, spoke 
about the importance of holding such meetings to exchange experiences in the field of 
occupational health and safety. He stressed that most work injuries happened due to lack of 
training and education about work hazards. He expressed hope that the results of the meeting 
would be of benefit to workers and contribute to their health and protection. 

Dr Fouad Hamed Mujallad, WHO Representative, Syrian Arab Republic, delivered a 
message from Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean 
Region. In his message, Dr Gezairy stressed the fact that a healthy workforce was vital for 
sustainable social and economic development at all levels and that the workforce was a key 
target population for health policies. 

WHO policy had always included elements of occupational health issues, he said. 
Numerous key WHO documents and bodies, e.g. the WHO Constitution, the Declaration of 
Alma Ata, the Health for All strategy, the General programmes of work and several 
resolutions of the World Health Assembly, had all emphasized the need to protect and 
promote health and safety at work through the prevention and control of hazards in the work 
environment and through the promotion of health and the work capacity of working people. 

In his message, the Regional Director drew attention to capacity-building and the 
strengthening of national policies, strategies and plans of action on occupational health and 
safety, which continued to be important aspects of WHO support to the countries of the 
Region. The development of relevant legislative and administrative provisions and 
strengthening of occupational health services had been the focus of such collaboration. 
Attention was also being given to the areas of health workforce development, promotion of 
research activities and development of intersectoral collaboration and partnership.  

The agenda and the programme for the consultation were reviewed and adopted by the 
participants (Annexes 1 and 2). Dr Ahmed Dashash (Syrian Arab Republic) was elected as 
Chairman and Mr Gameel Al-Humaidan (Bahrain) as co-Chairman. The list of participants is 
included as Annex 3. Annex 4 contains conclusions and recommendations from the Thirteenth 
session of the Joint ILO/WHO Committee on Occupational Health, Geneva, 9–11 December 
2003. 

2. OBJECTIVES AND METHODOLOGY 

The objectives, mechanisms and expected outcomes of the meeting were presented by 
Dr Said Arnaout, Regional Adviser, Health of Special Groups, WHO/EMRO. He explained 
the purpose of the meeting: to allow national officers in charge of occupational health and 
safety to exchange information, share experiences and provide a consolidated approach to 
revive and strengthen occupational health and safety in the Region. 

The consultative meeting was divided into introductory technical presentations, country 
presentations and group work with the expected outcome of extensive sharing of experiences, 
developing a well-structured outline for a regional strategy for revitalization and development 
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of occupational health and safety in the Region for 2004–2013 and strengthening cooperation 
and networking. 

3. TECHNICAL PRESENTATIONS 

3.1 Global overview of occupational safety and health, WHO/ILO perspective 
Dr Said Arnaout 

The Thirteenth Session of the Joint International Labour Organisation (ILO) and WHO 
Committee on Occupational Health, held in Geneva, 9–12 December 2003, comprised 15 
members including international experts representing governments, employers and employees 
as well as some other observers, nongovernmental organizations and WHO/ILO secretariats. 
The Joint ILO/WHO Committee on Occupational Health was established after the first World 
Health Assembly was held in Geneva in July 1948, and it was recommended that a joint 
expert committee to set up in conjunction with WHO. In 1950 the first Joint ILO/WHO 
Committee on Occupational Health convened.  

In the last 12 sessions, the committee has covered a variety of topics including 
education and training in occupational health, safety and ergonomics, scope and organization 
of occupational health, reporting of occupational diseases and occupational exposures 
assessment and establishment of permissible limits. The agenda of the thirteenth session 
included important topics such as: the integrated approach to occupational safety and health; 
occupational safety and health management systems and advice on priority fields in 
occupational health. 

The Joint ILO/WHO Committee recently estimated that every year there were between 
1.9 and 2.3 million work-related deaths globally. Around 355 000 were workplace accidents, 1 
574 000 were diseases and 158 000 were commuting accidents. It was estimated that the cost 
of all work-related accidents and diseases amounted to about 4% of the world’s Gross 
National Product (GNP). 

Key global issues pertaining to occupational health are globalization and competition, 
inequity, poverty, conflicts; changes in the world of work; informal sector, unemployment, 
migrant workers; little regulation and inspection; shortage of professional expertise and the 
fact that only 10%–15% of the total work force in developing countries has access to 
occupational health services. Thus, the current situation is characterized by a mixture of old 
and new hazards; double burden of disease; health outcomes; death, injuries and occupational 
and work-related diseases (old and new diseases). 

Despite the fact that a large number of occupational diseases remain undiagnosed and 
unreported, some data from the World Health Report 2002 regarding the global burden of 
disease are still striking. For example, occupational risk factors account for 10% of all 
injuries; 37% of back pain and 16% of hearing loss. They also account for diseases such as 
10% cancer and 2% of leukaemia, and of lung disease, 13% chronic obstructive pulmonary 
disease, 11% asthma, 100% silicosis, asbestosis, coal workers’ pneumoconiosis. Infections 
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from needle sticks among health care workers are: 40% hepatitis B, 40% hepatitis C and 2% 
HIV. 

Dr Arnaout stressed the urgent need for facing these challenges through the 
enhancement of cooperation and coordination among the key international collaborators: UN 
Organizations: WHO, ILO, Joint ILO/WHO Committee on Occupational Safety and Health; 
international professional organizations: International Conference on Occupational Health 
(ICOH), International Occupational Hygiene Association (IOHA), and the International 
Ergonomics Association (IEA); and many other regional, national institutes and academic 
departments. The main conclusions and recommendations of the 13th Session of the Joint 
ILO/WHO Committee on Occupational Health are attached as Annex 4. 

3.2 Role of the Arab Institute for Occupational Health and Safety 
Dr Mahmoud Ibrahim, presented by Mrs Siba Hatem 

The objectives of Arab Labour Organization (ALO) include the unification of the Arab 
work legislation, treatment of the occupational safety and health problems in the Arab world, 
treatment of women and adolescent work conditions and confrontation of work-related 
problems. The participants were briefed on the Arab standards related to occupational safety 
and health, including the Arab conventions and recommendations and policies of ALO in the 
field of occupational safety and health. Information and data were presented on the Arab 
Institute for Occupational Safety and Health, an affiliate of ALO, which was established in 
Damascus, Syrian Arab Republic, in 1981. The objectives and terms of reference of the 
Institute, the studies and scientific work including the translation of major occupational health 
and safety resources into Arabic, publications and guidelines which have been published and 
the training courses which have been organized during the past years were presented.  

Strategic directions for how to develop occupational health and safety programmes and 
services in the Arab world include the following. 

• The development of national legislation on occupational health and safety and work 
environment protection through: 
– development of policies, legislation, standards and regulations at the national 

level; 
– establishment and adoption of national systems to protect the work environment, 

including roles, responsibilities of various authorities and concerned parties, 
regarding the provision of occupational health and safety and work environment 
services; 

– encouragement of establishing national nongovernmental associations and 
organizations addressing occupational safety and health at work. 

• The provision of what is needed to establish and provide occupational safety and health 
services for the public domain including: 
– establishment and adoption of comprehensive code of practice in accordance with 

the function and responsibilities of stakeholders, concerned with the provision of 
occupational safety and health services; 
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– development and adoption of national plans for capacity building and human 
resources development in various fields of environmental, medical, engineering 
and ergonomic sciences, to respond to the actual and future needs; 

– establishment and execution of national programmes for information provision 
including various aspects of legislative, medical and scientific aspects related to 
occupational health and safety; 

– establishment and execution of national programmes for raising community health 
and preventative awareness, specialized training in workers prevention in 
strenuous, hazardous and dangerous occupations; 

– development of mechanism for setting national comprehensive statistical 
information system. 

– development of mechanism for involvement of national industrial sectors in 
designing and producing protective equipment according to international safety 
standards.   

• Financial support will require: 
– establishment and adoption of a national system for encouraging work 

foundations to apply effective protection systems in the workplace to eliminate 
and control work hazards, and for availing incentives to research and study 
centres and individuals who provide distinguished services and contributions in 
the field of occupational safety and health.  

– encouragement of social insurance agencies and employers organizations to 
contribute to the development and provision of what is needed to execute various 
activities, related to occupational safety and health and work environment 
protection. 

3.3 Development trends of occupational health and safety in the Eastern 
Mediterranean Region: current status and perspectives 
Dr Said Arnaout and Dr Gehad Abou El-Atta 

The main objective of the study was to evaluate the existence (availability), extent and 
functionality of the occupational safety and health services/activities in the countries of the 
Region. It also aimed to identify the main hazards and obstacles facing the labour force 
develop occupational safety and health services and to identify various requirements to 
accomplish these plans. Detailed objectives of the study were to collect and analyse data and 
information on the occupational health and safety situation at the national level, and prepare a 
background document on the development trends and perspective of occupational health, and 
to provide recommendations on occupational health and safety at regional and national levels. 

A questionnaire on current status and perspectives of the occupational health and safety 
services and activities was previously distributed to the competent authorities of 11 countries 
in the Region: Bahrain, Egypt, Islamic Republic of Iran, Jordan, Oman, Pakistan, Saudi 
Arabia, Syrian Arab Republic, Tunisia, United Arab Emirates and Yemen. Data from Lebanon 
were also included in the study. 
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The 12 countries included in the study comprise about one third of a billion citizens, 
77.7% of them in the 10 Asian countries and 22.3% of them in the 2 African countries. The 
annual population growth ranged from 1.5% to 2.4%. The population structure is typical of 
developing countries: about 50% are under 15 years, 45% are in the age range of 15–65 years 
and a minority of 5% are older than 65 years. The majority of the countries studied have a 
higher fertility rate, ranging from 3.7 to 4.7 live births per woman, and sometimes even more. 
The number of reported hospital beds per population varied significantly, from 1:400 in Egypt 
to 1:143 in Pakistan, Similarly, the population per physician varied from 1:146 in Pakistan, to 
1:450 in Egypt, 1:504 in Syrian Arab Republic, 1:1240 in Saudi Arabia, 1:1237 in Tunisia and 
1:5500 in Yemen. 

Reported maternal mortality varied significantly, from zero in the United Arab Emirates, 
1:1000 live births in Egypt, 10:1000 in Yemen and 71:1000 in the Syrian Arab Republic. 
Neonatal mortality ranged from 5.6:1000 live births in the United Arab Emirates to 18:1000 
in Oman. Under 5 years infant mortality ranged from 10.3:1000 live births in thee United 
Arab Emirates to 29:1000 in the Syrian Arab Republic. Infant mortality ranged from 8.1:1000 
live births in the United Arab Emirates to 24:1000 in the Syrian Arab Republic and 71:1000 in 
Egypt. Life expectancy was reported at 69.8 for males and 70 for females in the Syrian Arab 
Republic, and 74 for males and 76 for females in the United Arab Emirates. 

All 12 countries reported having a labour code/law and the majority of them have, in 
addition, health insurance legislation. However, many countries have other laws or regulations 
dealing with some occupational health and safety issues, e.g. environmental protection, 
disability act, civil defence, etc. 

Authorities providing occupational health and safety services, at the national level in the 
majority of the countries, are either the Ministry of Health or the Ministry of Labour (and 
social affairs) or both. However, local municipalities (provincial authorities) as well as the 
environmental agencies also provide some services in the majority of countries. In addition, 
many other authorities are responsible for or share in providing occupational health and safety 
services. Facility or company authorities, especially at the major industrial enterprises, are 
responsible for providing occupational health and safety services in the majority of the 
countries studied. 

The labour force represents 10%–80% of the active population, including non-
local/immigrant workers, who represent the majority (up to 84%) of the workforce in some 
countries (mainly the countries of the Gulf Cooperation Council). Unemployment reached 
14.9% of the active population in Lebanon and 13.7% in Jordan. However, no accurate figures 
were given by the majority of the countries studied, and the informal labour force was not 
precisely calculated or even estimated in many, though it represents about 24.7% of the 
currently employed labour force in Bahrain and about 46.8% in Pakistan. 

The labour force engaged in agriculture, hunting and fishing ranged from about 20% to 
70% of the workforce in Egypt, Islamic Republic of Iran, Pakistan, Tunisia and Yemen. 
However, about 15%–50% of the labour forces in the majority of the countries studied are 
engaged in industry, mining and quarrying, building and construction activities. About 10%–
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25% of the labour force in the majority of countries is engaged in service activities. Non-local 
or immigrant workers represent a high percentage of workers in Bahrain, Jordan, Lebanon, 
Oman, Saudi Arabia and United Arab Emirates. Unclassified activities account for about 
47.5% of the workers in the Islamic Republic of Iran and 12.2% of the workers in Saudi 
Arabia, and this represents non-precise classification. 

The locations of heavy (dense) labour force, in various countries ranged from 5 (in 
Oman) to about 75 areas/ cities (in Egypt). However, the unclassified non-registered labour 
force is considered a prominent phenomenon in some countries studied. Most of economic 
activities belong to small enterprises. However, precise classification is not available in the 
countries studied.  

Only 7 countries gave details for occupational injuries and diseases in the past few 
years. However, in some countries, injuries and diseases are added together and in some 
others the number of reported cases does not account the unclassified or non-registered labour 
force or workers engaged in certain economic activities, e.g. agriculture, fishing and hunting. 
It is evident that in some countries, e.g. Egypt, Saudi Arabia and Syrian Arab Republic, the 
reported occupational accidents and diseases affected a relatively large numbers of workers. 

Eight countries gave the registered numbers of insured workers against occupational 
injuries and diseases. The incidence of the insured workers in various reporting countries 
ranged between 2.74% (Pakistan) and 75.6% (Saudi Arabia). In United Arab Emirates, all oil 
companies and some other major facilities provide health insurance for their workers. 

Five countries established a legislative framework concerning occupational health and 
safety before the 1960s: Pakistan (1923 and 1934), Syrian Arab Republic (1936), Lebanon 
(1939), Egypt (1940), and Tunisia (1954). Saudi Arabia started interest in 1968 while other 
countries put relevant legislation in place during the last 30 years. The legislative framework 
polices as well as the variety of services and activities are continuously progressing in the 
majority of the countries studied. 

All the countries are now regulating the occupational safety and health activities and 
services in a general code, constitution, labour code, health insurance law, as well as others. 
The current legislation in the majority of the countries includes: general requirements; labour 
and workplace inspection; labour protection; and health insurance services. A list of 
occupational diseases are present in 8 countries, while indicators or limits for indoor pollution 
are present in the legislation of 7, fitness in 6, and mention of personal protective equipment 
are present in 5. Other legislation related to environmental compliance, heavy or difficult 
occupations, child labour, etc. are present in 7 countries. Various guidelines or codes of 
practice on occupational health and safety issues are available in 9 countries.  

Ministries of health, as well as ministries of labour (and social affairs) usually supervise 
and inspect occupational health and safety services and activities in almost all the studied 
countries. However a few, such as Bahrain, Egypt and Tunisia, also have national and 
provincial consultative councils. Other ministries and agencies are involved in the supervision 
and consultation activities in many countries studied, e.g. labour trade unions, mines’ 
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inspectorates, federations for industry and environmental agencies. Although few countries 
gave numbers of specialists involved in supervision and consultative services, it is evident 
that these numbers are low and lacking the proficiency needed to perform important duties. 
However, 9 countries gave numbers of the economic enterprises and facilities being 
supervised or inspected in the last few years. There is no trend towards increasing the 
supervised/inspected facilities and although numbers appear high in some countries (about 
589 000 in Islamic Republic of Iran and about 133 000 in Egypt), the majority of the 
registered facilities are still not supervised or inspected. 

A variety of organizations (governmental and nongovernmental) concerned with 
occupational health and safety activities and services are present in Egypt, Syrian Arab 
Republic and Yemen. Committees supervising occupational health and safety activities and 
services are currently functioning in large size facilities in Bahrain, Pakistan, Saudi Arabia 
and United Arab Emirates. In the Islamic Republic of Iran, facilities with over 100 workers 
(about 22 000) have occupational health management plans for their workplaces. 

Management of occupational diseases, mainly in clinics specially prepared, is currently 
carried out in 7 countries, in addition to hospitals designated for workers’ illnesses in 4 
countries. Wards affiliated with either health insurance units or university hospitals are 
currently present in Bahrain, Egypt, Pakistan, Syrian Arab Republic and Yemen. Private 
medical centres are contracted with major companies in the United Arab Emirates. 

School programmes addressing occupational health and safety issues are only present in 
Bahrain and Lebanon. University degrees involving occupational health and safety topics are 
currently present in 8 countries studied (Egypt, Islamic Republic of Iran, Lebanon, Saudi 
Arabia, Syrian Arab Republic, Tunisia, United Arab Emirates, Yemen). Postgraduate studies 
related to occupational health and safety issues are currently available in seven (Egypt, 
Islamic Republic of Iran, Jordan, Saudi Arabia, Syrian Arab Republic, Tunisia, United Arab 
Emirates). In addition, half of the studied countries are currently providing training courses 
for technicians. Master degree theses on occupational health and safety issues are available, in 
varying numbers, in 7 countries studied. Doctorate theses are also available in Egypt and the 
Islamic Republic of Iran. Research projects related to development (and advancement) of 
occupational health and safety are available, in varying numbers and in various fields in 9 
countries studied. 

All the countries, except Oman, currently have training courses in various occupational 
health and safety fields. In some countries, there are professional training institutions 
providing training on various occupational health and safety issues, and in others, universities 
are the main training provider. The currently available training curricula include many 
traditional and essential topics:  

• legislative issues such as fire-fighting and emergency issues;  
• occupational hazards such as occupational health, occupational safety, personal 

protective equipment;  
• first aid procedures such as chemical safety, heat exhaustion, toxic metals, organic 

solvents, gas poisoning, diving medicine; 
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• hazard evaluation and control of hazards; 
• safety engineers;  
• ergonomics;  
• health and environment at industrial cities;  
• waste management; and  
• infection control. 

All the countries have governmental, and sometimes nongovernmental, awareness 
programmes. Those providing them are, in many instances, master or doctorate degree 
holders. Also, training institutions in many countries are also providing awareness 
programmes. In some countries (Egypt, Pakistan, Saudi Arabia), thousands of workers 
benefited from these awareness programmes. The awareness campaigns and programmes 
concentrate on topics similar to those traditionally included in the training courses, previously 
detailed. 

Nine countries studied described the medical and health measures as fair to very good, 
and countries described the engineering measures and controls as rare to very good. However 
all adopted measures, medical or engineering, are rarely adopted together in one country, 
pointing out to the importance of prioritizing these measures in any future plans for improving 
occupational health and safety services and activities at the facility or enterprise level. 

Agencies responsible for disability evaluation and rating varied from one country to 
another. While a special health and social insurance agency is responsible for such services in 
Egypt, Islamic Republic of Iran, Jordan, Pakistan, Syrian Arab Republic and Tunisia, other 
countries gave the responsibility to one or more of the hospitals, e.g. Yemen. In most cases, 
the same agencies are responsible for rehabilitation services. 

Only 3 countries, Bahrain, Islamic Republic of Iran and Pakistan, provided figures on 
the budget allocated for occupational health and safety services and activities. Budgets for 
occupational health and safety services, in almost all the countries studied, are allocated 
through ministries and agencies responsible for providing occupational health and safety 
activities, mainly the ministries of health, labour and social affairs, employers’ organizations, 
commercial chambers, etc. 

Eight countries provided figures on the currently available occupational health and 
safety personnel (specialists and technicians) at the national and local (facility or enterprise) 
levels (e.g. physicians, engineers, physicists, chemists, fire fighters, loss control personnel, 
technicians, first aid and emergency personnel). It seems that the number of specialists and 
technicians available in many countries is insufficient for the wide range of duties needed at 
both the national and local (facility) levels. 

Private agencies and nongovernmental organizations concerned with occupational 
health and safety services and activities are available in 7 countries studied. These 
organizations currently focus on providing training services. Few of them have contact with 
international organizations. Labour unions are currently playing a part in occupational health 
and safety activities, especially in training and awareness, in all but 2 countries studied. 
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Working children are present in agricultural activities, construction, industrial activities 
and small workshops in 7 countries. However, figures are only available in 5 of them. 
“Difficult to regulate” economic activities are present in 7 countries studied, especially in the 
informal sector, small-scale enterprises, agricultural workers, self-employed, productive 
families, temporary workers and household servants. 

Most of the studied countries are currently collaborating with international agencies 
(WHO, ILO, ALO, and United Nations Environment Programme [UNEP]) or foreign 
agencies in plans and projects concerned with occupational health and safety activities. 

Most of the countries studied have limitations or constraints hindering occupational 
health and safety services and activities at national, local (municipal) and facility levels. The 
main obstacles are related to:  

• lack of enabling legislation;  
• lack of standards;  
• lack of expertise;  
• lack of coordination between concerned authorities;  
• insufficient budgetary resources or human resources;  
• lack of educational programmes.  

Role conflicts between various authorities responsible for occupational health and 
safety services are another limitation in some countries. All the countries studied have 
ambitious future plans to improve occupational health and safety activities and services. 
These plans are mainly related to: 

• improving educational aspects in depth and with programmes new frontiers 
(ergonomics, epidemiology, psychology, toxicology, etc.); 

• strengthening and support of training and awareness activities; 
• strengthening research and development activities; 
• expanding coverage with more activities, facilities and workers; 
• developing plans with objective realistic targets to reduce accidents, injuries and 

diseases; 
• updating occupational health and safety legislation; 
• developing concepts of risk evaluation and assessment; 
• involving occupational health and safety policy in environmental development 

strategies; 
• ratifying ILO and WHO conventions; and 
• utilizing technical support, cooperation and coordination with international agencies. 

Most of the countries have identified several requirements for establishing or improving 
occupational health and safety services and activities, mainly through the following activities. 

• supporting governmental authorities; 
• establishing surveys emphasizing field requirements; 
• enhancing coordination between different competent authorities; 
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• providing higher academic education on occupational health and safety; 
• establishing permanent committees from first secretaries of the competent ministries 

and authorities; 
• establishing technical committees to study current legislation and suggest updates; 
• supporting research and development activities; 
• strengthening administrative and financial aspects; 
• making use of universities and research bodies for future development;  
• applying health insurance systems for all employees. 

4. COUNTRY PRESENTATIONS 

4.1 Bahrain 

The Ministry of Labour and Social Affairs is entrusted with the enforcement of 
occupational safety and health policies at the national level. The Ministries of Health, 
Housing and Municipalities and Environment, Petroleum and Industry, Commerce, and 
Interior are also directly or indirectly involved in occupational safety and health, as are other 
local organizations such as the Central Municipality Organization and the Civil Service 
Registry, Ministry of Defence, Ministry of Interior, etc. Legislation which addresses 
occupational safety and health includes the General Code, the General Requirements and 
specific chapters in the Labour laws, occupational diseases schedule of 2001. National 
occupational health and safety policy has been formulated in consultation with the most 
representative employers’ and workers’ organizations. This policy is reviewed on a periodic 
basis.  

Major industrial companies have developed their own guidelines and codes of practice 
on occupational safety and health issues. Several governmental and nongovernmental 
organizations are very active in the field of occupational health and safety at national level. 
Interministerial coordination in occupational health and safety exists in Bahrain in the form of 
exchange of views and information, joint inspection of workplaces, and in the formulation of 
replies to matters pertaining to the field which are addressed by Arab, regional and 
international organizations. Such coordination also exists in the joint development and 
enactment of occupational safety and health legislation. In the field of the prevention of major 
industrial accidents, the law requires that the Ministry of Labour and Social Affairs be notified 
of such accidents to within 24 hours of their occurrence.  

Active occupational health awareness campaigns are organized on a regular basis. 
Training workshops and courses are provided to hundreds of interested personnel 
countrywide.  

4.2 Egypt 

In Egypt, the earliest legislation pertaining to occupational health was passed on 5 July 
1909; it concerned the employment of children in cotton ginning factories. Since then, a 
number of acts have been issued at varying intervals that include sections dealing with the 
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health and welfare of factory workers. A new comprehensive labour law (No.12/2003) came 
into force on 7 July 2003, replacing Law No. 137/1981. According to Book V of Law 
12/2003, the Ministry of Manpower and local council authorities responsible for manpower 
shall have the sole competence to inspect establishments. The enforcement of the 
occupational health and safety legislation is supervised by an inspection system precisely 
defined in the law. At national level, Book V of Law 12/2003 stipulates the establishment of a 
Supreme Advisory Council (Art. 230), consisting of 22 members from different institutions 
with the Minister of Manpower as its chairman. The council is responsible for a) drawing-up a 
general occupational health and safety policy and b) coordinating the work and organizing 
cooperation between all parties interested in occupational health and safety, in particular those 
involved in research, training, legislation and implementation of occupational health and 
safety programmes. The Council has been revitalized; however, its wide composition and lack 
of a permanent secretariat makes it difficult to be more operational. At governorate level, Law 
No. 12/ 2003 provides for joint advisory committees to be set-up at the provincial 
(governorate) level (art. 231). They have the same composition and role as the Supreme 
Advisory Council on occupational health and safety (Art. 230), and are placed under the 
chairmanship of the governor of each province. 

The Social (and Health) Insurance Law was published and came into force in 1975; it 
provides benefits for old age (including disability and death), illness, unemployment, work-
related injuries (victims of occupational accidents and diseases or overexertion at the 
workplace) and social care (covering maternity). 

At the end of 2001, the total size of the labour force reached approximately 19 million 
people. Of these, approximately 6 million are engaged in agriculture, 2 million are involved in 
industry, metallurgical, and construction activities and the rest are working in various 
services. Added to these figures are about 2 850 000 citizens working in different Arab, 
African, Asian and other countries. 

The annual follow up statement on activities carried out by the Health Insurance 
Organization, issued on 30 June 2003, reported that 57 163 new injuries and 149 571 old 
injuries had been managed during 2002. New cases resulted in 1 284 918 lost days, in an 
average of about 26.3 days per injury. The severity rate (= days lost per 100 000 beneficiaries) 
is 1.2. The same report showed that the highest number of severe accidents and their 
consequences were reported in activities belonging to the private and investment sector (88 
accidents resulted in 52 deaths and 34 injuries), followed by activities belonging to the public 
sector (50 accidents resulted in 34 deaths and 14 injuries), and then activities belonging to the 
governmental sector (21 accidents resulted in 14 deaths and 7 injuries). 

In conclusion, it was stressed that some ambitious targets have been set in the Ministry 
of Health and Population to decrease the number of occupational injuries by 25%; cover 
working children with occupational health services; decrease hazardous occupational 
exposures among working females by 25% with special attention to village women; offer 
occupational health services to workers who are not covered (agricultural workers, labourers 
at small scale industries, etc.)  
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4.3 Islamic Republic of Iran 

Occupational health and safety has been integrated into the primary health care system 
in the Islamic Republic of Iran. The main purpose of integration was to develop and promote 
the quantity and quality of provision of occupational health services for workforces in small-
scale industries in urban areas and the rural environment. Training courses were provided to 
physicians and community health workers (behvarz) working in health houses who would 
train workers accordingly. The duties of behvarz related to occupational health were to 
introduce workers to personal protection equipment, appropriate usage of work tools, harmful 
factors in the work environment, and how to prevent themselves from harmful factors; to 
training workers individually and during the inspection of the work environment. For better 
results, behvarz must identify the workers at high risk; know the work process and how to 
improve the work environment in order to prevent occupational diseases; learn about health 
and medical surveillance over the workers through the medical examinations before 
employment, and the periodic and special examinations. 

For the expansion and development of health and welfare services to industries and 
factories, the provision of primary health care through the establishment of “worker health 
houses” was instituted and implemented. The project started in 1987 with multisectoral 
collaboration among the Ministry of Health and Medical Education, Social Security 
Organization and Ministry of Labour and Social Affairs. The objectives of the project were: 
provision of health services for workers and their families, raising awareness of workers about 
health issues, control or elimination of harmful chemical, physical biological, mechanical and 
ergonomical factors in the work environment, and supervision over public health and health 
facilities of the targeted units. 

This project, has been implemented in the workshops and factories with 50–500 
workers. The responsible person in the workplace is called the “co-health worker” (behdasht-
yar-kar), who is a high school graduate worker, selected from the same workplace. After 
appropriate training in occupational health issues, the behdashtyar-kar will be able to: 

• train employers and employees about occupational health aspects;  
• report health and safety deficiencies to the employers and follow-up;  
• supervise compliance with health regulations in the process of cooking;  
• supervise storage and distribution of food in the workplace;  
• provide workers with safe drinking water;  
• enhance sanitation of work environment;  
• raise awareness about family planning;  
• help vaccinate against contagious diseases;  
• help prevent occupational diseases in cooperation with physicians in both pre-

employment and periodical examinations;  
• help monitor occupational accidents, record and report them to the relevant 

organizations;  
• refer poisoned and injured cases to the nearest local health centre. 
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4.4  Jordan 

Several ministries and authorities are concerned with different areas of occupational 
health and safety in Jordan  

• Ministry of Health: detection, early prevention and treatment of occupational diseases;  
• Ministry of Labour: detection and early prevention of work-environment pollution;  
• Ministry of Interior: execution of law;  
• Ministry of Social Welfare: providing assistance to small-scale workers;  
• Ministry of Education: industrial schools and classes;  
• Occupational Safety and Health Institution: educating and training workers;  
• Social Security Institution: Providing aid to retired workers or workers injured due to 

work conditions;  
• Other governmental and nongovernmental agencies: some voluntary assistance. 

The achievements and main constraints related to occupational health and safety at 
various levels were described. Plans to improve occupational health and safety services at 
national level include:  

• creation of national occupational health and safety centre;  
• implementation of an educational and training programme for occupational health and 

safety personnel, industrial managers, inspectors and workers;  
• reviewing and updating of occupational health and safety laws and regulations;  
• introduction of occupational health subjects into education (schools and university 

programmes);  
• updating of the occupational health and safety measuring instruments and laboratories; 
• empowerment of occupational health and safety personnel;  
• provision of incentives to the safest industries;  
• updating of data recording systems.  

4.5 Lebanon 

During recent years the Lebanese labour force has been through drastic changes, 
especially in its size and sex structure. The annual growth of the country’s labour force is 
reported to be 2%–2.3 %, which is higher than the Lebanese population growth rate of 1.5%. 
The increase in the labour force is mainly attributed to the increase in the proportion of the 
working age population (15–64 years) and the significantly increased participation of women 
in the labour force. During the past two or three decades, the country has also experienced a 
shift in the labour force from agriculture to industry and services.  

According to recent studies, the majority of industrial establishments are characterized 
by poor ventilation, high humidity and temperature, poor illumination that causes increased 
incidents or accidents, particularly in places above ground level or in processes involving 
mechanical hazards. Noise was also observed as an occupational hazard leading to early 
hearing loss. The importance of some recommendations was highlighted, one of which was 
reviving the high-level national committee on occupational safety and health that includes in 
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its membership the ministries concerned, employers’ and workers’ organizations, and 
concerned governmental and nongovernmental organizations for the purpose of coordinating 
occupational safety and health matters and providing advice on the implementation of a sound 
national policy on occupational safety and health. Other important recommendations were 
strengthening training programmes; developing teaching curricula and methodology and 
research; targeting active groups; and providing services. 

4.6 Oman 

The size of the labour force in Oman is about 566 748 people. Workers are employed in 
various work sites, distributed in different regions all over the country. These groups of 
workers are exposed to potential health hazards encountered in various fields of activities 
such as, manufacturing, agriculture and fishing, mining and quarrying, building and 
construction. Comprehensive and effective occupational health and safety services for this 
expanding and systematically nationalized workforce are needed. 

On the legal front, the Ministry of Manpower has laws on occupational health and 
safety, but they are limited to workplace safety concerns and do not sufficiently extend to 
cover occupational health matters and activities in their broadest terms. Labour laws state that 
there is an important role to be played by the Ministry of Health. However, the Ministry of 
Health has not developed laws and regulations or operative procedures to fulfil this role. 

There is no national strategy or plan for occupational health and the responsibility for 
occupational health and safety overlaps ministries. Coordination is also lacking as there is no 
national body to coordinate occupational health and safety services. National occupational 
health standards are lacking and the Gulf Cooperation Council standards are not effectively 
implemented.  

Industries have limited or no occupational health services and occupational health 
liabilities are left for the government or the workers themselves to deal with. Employment 
contracts are written to put illness and injury burden on employees and not on the employer. 
Companies are not aware of the important or role of occupational health and safety in 
promoting productivity and thus do not invest in employee protection. Small workplaces and 
enterprises have no budget at all to invest in occupational health services. 

There is no legal protection for workers against supervisors of companies that force 
employees to do unsafe work. Relevant occupational health problems in the agricultural 
sector are not well dealt with and farmers, agricultural workers and fishermen are underserved 
because they are not easily accessible. There are limited resources to raise public and workers’ 
awareness. 

Pre-employment and periodic medical examinations are rarely done and when 
undertaken are not based on health risk assessment. Occupational physicians do not 
participate in compensation boards for assessment of occupational diseases and injuries. 
There are no occupational health referred clinics or services in hospitals, including the 
university and main hospitals. 
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The future plans will take into consideration the establishment of an expert technical 
committee, the development of occupational health in the Ministry of Health and the 
organization of well structured training programmes  in occupational health and safety. 

4.7 Pakistan 

The federal government formulates the strategies and sets the broader policy goals, 
while the provincial governments are responsible for implementation of these policies in their 
respective areas. On occupational health and safety issues, the Ministry of Labour, Manpower 
and Overseas Pakistanis is the focal government agency which sets out the policy goals.  

The implementation agencies for most of the laws pertaining to health and safety of 
workers and other labour welfare issues are controlled by the province. The main law 
governing the health and safety in industry is the Factories Act 1934. In addition, there are 
certain other laws dealing with specific economic activities. However, a review of these laws 
indicates that they do not conform to the requirements of modern day industry and health and 
safety needs of workers and no single comprehensive piece of legislation deals with 
occupational health and safety of workers. 

Agriculture is the mainstay of Pakistan’s economy, employing about 44% of the 
workforce and contributing about 25% of the GDP. Wheat, rice, cotton, sugarcane, and 
tobacco are the chief crops, and cattle and sheep are raised. Most of Pakistan’s agricultural 
output comes from the Indus river basin.  

Pakistan’s industrial base is able to supply many of the country’s needs in consumer 
goods, although production has slowed in recent years. The country’s natural resources 
provide materials for such industries as textile production (the biggest earner of foreign 
exchange), oil refining, metal processing, and cement and fertilizer production. Remittances 
from Pakistanis working abroad constitute the second largest source of foreign exchange.  

The introduction of modern and hazardous technologies in the industries have resulted 
in high rates of accidents, occupational diseases and an unhealthy working environment. 
Pakistan lags in the enabling legislation in the area of occupational health and safety, the 
infrastructure to promote and enforce occupational health and safety is inadequate. A large 
proportion of the workforce is illiterate (thus unaware of the dangers of processes and 
products with which they deal) and is employed in the informal and unregulated sectors of 
economy like construction, agriculture and small sized enterprises. Some segments of the 
workforce especially the women and children are even more vulnerable as they are largely 
employed in the informal and unregulated sectors, with little or no access to basic 
occupational health and safety services. The situation becomes even graver owing to a 
number of factors, such as lack of reliable information and data on the deaths and injuries 
suffered by the workers every year.  

Pakistan, like many developing countries, is undergoing a transitional phase in its 
economy. Globalization of world trade is bringing new challenges in the field of occupational 
health and safety. The state-owned enterprises and monopolies are being dis-invested and 
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privatized. Despite the slow growth in the formal industrial sector during the last few years, 
the informal industrial sector and service sector are growing at a rapid pace. The mounting 
inflation, high rate of population growth and unemployment are forcing the women and 
children into the job market. Most of the workforce is not prepared to cope with the hazards 
posed by the modern technologies and processes. The legislation concerning occupational 
health and safety needs updating. The country lacks the basic infrastructure and qualified 
personnel for providing occupational health and safety services to the workforce.  

The level of training of factory inspectors for carrying out health and safety inspections 
is inadequate. Here it would be pertinent to mention the contribution being made by the 
Centre for Improvement of Working Conditions and Environment (CIWCE), Lahore, for the 
promotion of occupational safety and health at the workplaces. The CIWCE  was established 
in Lahore in 1987 by the Labour Department with the collaboration of ILO/UNDP. It is a 
pioneering institution in Pakistan with professionally trained staff, modern laboratories and 
facilities for assisting the industry in combating safety, health and environmental problems at 
workplaces. The total number of staff working at CIWCE is 33, which include hygienists, 
safety staff, engineers, chemists, technicians and secretarial staff. 

4.8 Saudi Arabia 

Several ministries and authorities are responsible for occupational health and safety, 
such as the Ministry of Labour and Social Affairs, Ministry of Health, the General 
Organization for Social Insurance, and other related stakeholders. Industrial cities and major 
companies have their own occupational health and safety services. Data were presented on 
inspection visits, occupational injuries and diseases costs, and the number of the labour force 
working in manufacturing. 

4.9 Syrian Arab Republic 

The government authority responsible for occupational health and safety in the Syrian 
Arab Republic is the Ministry of Social Affairs and Labour through the Institution of Social 
Insurance. Some other ministries, authorities and agencies also share the responsibility for 
occupational health and safety: the Ministry of Health (pre-employment examination since 
1985, occupational health education for self-employed farmers and workers of small-scale 
enterprises since 1994, committee of medical discharge for workers since 1985 and the 
committee of disabled workers turnover since 1996), the Ministry of Higher Education, 
Ministry of Local Administration, Labour Union and Atomic Energy Agency. 

The first attempt to organize occupational health and safety services was through 
Labour Law no. 91, which came into force in 1959. This law includes schemes that cover 
national policies concerning health and safety in the private sector. Articles, 107, 108, 109 and 
110 are related to occupational health and safety. Social Insurance Law no. 92/1959, recently 
amended by Law no. 78/2001, is assigned to the Institution of Social Insurance and includes 
specific articles on the shared responsibility between the government and employers 
concerning health and safety policies and practices at the national level.  
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The preventive services are intended to ensure safe and healthy working conditions for 
the workforce all over the country. Articles 38, 39, 42, 43, 44, 50, 51 and 107 in the law are 
related to occupational health and safety. 

The Institution of Social Insurance undertakes the legal and executive responsibilities 
concerning occupational health and safety through the central department in Damascus and its 
branches in provinces. The main task of the occupational health and safety department is to 
generate and disseminate information based on scientific research and development work. The 
department attempts to promote occupational health and safety through its basic functions 
(inspection, research, training, environmental monitoring, provision of advisory services). The 
Department of Medical Affairs carry out medical services dealing with occupational diseases 
according to the recently updated table of occupational diseases, endorsement and treatment 
of occupational diseases, disability evaluation, arbitration committees and other medical 
committees and periodic medical exams.  

4.10 Tunisia 

Extensive and fruitful efforts are being exerted to develop and strengthen occupational 
health services in Tunisia. The focus on capacity building and human resources development 
in the field of occupational health and safety have resulted in a wide number of specialists, 
making occupational health and safety practice possible and visible (21 medical 
doctors/inspectors, 304 non-medical inspectors, 12 academic medical doctors, 120 fixed term 
work physicians, 350 contractual work physicians, 220 safety supervisors, 300 health 
assistant, 85 occupational health doctors). 

High level political commitment was behind the successful development of 
occupational health and safety in Tunisia. Since 1990, a number of actions have been taken to 
strengthen and promote occupational health and safety at national level. This has meant 
restructuring by assigning occupational medicine to the Ministry of Social Affairs, the 
establishment of the institute of occupational safety and health, establishment of the Supreme 
Council for Occupational Hazards Prevention, updating of compensation law of occupational 
diseases and injuries, the establishment of the expert committee on occupational health and 
safety issues, a review of labour law, adoption of a policy for incentives and ratification of 57 
international conventions. 

4.11 United Arab Emirates 

Just after the declaration of the United Arab Emirates as a federal union in 1971, a 
directorate of preventive medicine was established in the Ministry of Health. In 1984 a 
department of occupational health was established in the Directorate of Preventive Medicine. 
In 1989, Decree no. 11 was issued by the council of ministers, it describes the functions of the 
department of occupational health. In 1996, the Ministry of Health issued Decree no. 818, 
according to which a team of specialists was asked to evaluate the occupational health system 
in the United Arab Emirates (laws and regulations, services, research and database). In 1998, 
the Ministry of Health issued Decree no. 126 according to which a committee studied the list 
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of occupational diseases and the table of disability evaluation, in order to update the Federal 
Labour Law no. 8/1980. The legislative procedure to certify the update is ongoing. 

Several ministries, authorities, and agencies are responsible for occupational health and 
safety services and activities at the national level: Ministry of Health, Ministry of Labour and 
Social Affairs, the Federal Environment Agency, Department of Health in each municipality, 
local health authorities in Abu Dhabi and Dubai, Health, Safety and Environment departments 
in oil companies). However, the Ministry of Health is activating its lead role by strengthening 
the Department of Occupational Health. This department is headed by a consultant medical 
doctor specialized in occupational health, and provides consultations, training, education, 
research and planning. In addition, three departments of occupational health are located in 
Abu Dhabi, Al-Ain and Dubai (this covers the northern Emirates as well). These departments 
are staffed with medical doctors specialized in occupational medicine and hygiene. The units 
are equipped to perform environmental monitoring of many occupational hazards and to 
investigate work-related pathologies.  

4.12 Yemen 

In 1975 a division of occupational health was established in Aden by ministerial decree 
under the supervision of preventive medicine administration in the Ministry of Public Health. 
In 1979 a new administration for primary health care was established and the occupational 
health activities were included among other preventive activities under this administration. 
Medical personnel as well as workplace inspectors were trained and empowered. All 
industrial facilities have been inspected on a regular basis in Aden and other cities in southern 
governorates of Yemen.  

In 1985, an occupational diseases clinic and occupational hygiene laboratory were 
established. Equipment and devices were procured with the technical and financial support of 
WHO. Occupational health practice at that time was comprehensive and the medical staff 
were able to recognize several occupational and work-related diseases, estimate fitness and 
disability, and provide compensation.  

The development of occupational health in northern governorates was less structured, 
and after the unification of Yemen the Ministry of Labour and Vocational Training was 
assigned to undertake all occupational health and safety activities in 1997.  

The new occupational health and safety administration in Sana’a established an 
occupational health clinic and occupational hygiene laboratory. New branches were 
established in Aden, Hadramawt, Lahij, Hudaydah, Abyan, Tayzz and some other areas. 
Several occupational health and safety activities are being implemented, such as pre-
employment and periodic medical examinations, fitness certificates, workplace inspections, 
awareness raising, local training and participation in the training of students in medical 
schools, science and environment colleges and health institutes. 
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5. GROUP WORK 

Two groups worked on identifying the best approaches for reviving occupational health 
programmes and services in the Eastern Mediterranean countries and developing general 
suggestions for enhancing training in occupational health and safety.  

Group 1 discussed and identified the required core services for strengthening 
occupational health practice as follows: 
• preventive 
• therapeutic 
• first aid 
• emergency 
• cultural 
• administrative 
• financial 
• consultative 
• research (applied for development) 
• information 

Various providers were identified as actual or potential stakeholders and partners, to 
participate and coordinate their efforts in delivering occupational health and safety services at 
various levels: 

• Formal agencies, such as the ministries of health, labour (and social affairs), and the 
ministry of the environment; institutions of social/health insurance, other insurance 
agencies the civil defence, universities, schools and other educational facilities, other 
concerned ministries (finance, planning, agriculture, industry, education, higher 
education, defence, research institutes, interior, etc) and national funds 

• Employers and employees organizations 
• Nongovernmental organizations  
• Consulting firms 
• International agencies (WHO, ILO, UNDP, UNEP, UNICEF, ISO, IPCS, etc.) 

Action (improvements in planning, design, and operation) should be taken at several 
levels: 

• establishment (facility level): enacting activities, provision of basic services, 
implementing plans and suggesting; 

• municipal (area, governorate, provincial, etc) level: guidance, coordination, 
implementing plans and polices; 

• national level: policy development, legislation, regulations and standards, guidance, 
coordination and planning, inspection and information; 

• regional level: strategy development, networking, guidelines, codes of practice, training 
manuals and modules, information and consultation. 
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Group 2 discussed the best approaches to enhance occupational health and safety 
practice in general, including education and training, and developed action oriented 
suggestions as follows: 

• The focal point (institute, supreme council/committee, etc.) at national level should be 
designated. 

• The national policy, strategy and plan of action should be developed and updated on a 
regular basis. 

• Priorities should be identified according to applied research.  
• Occupational health services should be integrated into the primary health care system. 
• Occupational safety concept and safety culture should be integrated into the culture of 

schools, teachers and pupils, hospital workers (medical, paramedical, nurses and 
auxiliary staff), labour force and managers, universities (especially medical and 
engineering faculties). 

• Educational and reference materials should be developed according to educational 
levels and interests of various target groups. These materials should be provided in a 
format, understandable by users (e.g. in local languages, or even as cartoons for 
illiterate populations). 

• Academic training for medical students should include disciplines on occupational 
medicine, occupational hygiene. One month of training should be organized for medical 
doctors at the workplace. Also primary health care workers should be trained in 
occupational health. 

6. CONCLUSIONS 

• Occupational health and safety programmes and services vary significantly among 
countries of the Region. Variations include both qualitative and quantitative parameters.  

• There is a wealth of experience in the Region that could be shared and utilized. 

• There is a pressing need to enhance and improve occupational health and safety services 
to respond effectively to the serious challenges at national, regional and global levels. 

• Most of the countries studied have several limitations or constraints hindering 
occupational health and safety services and programmes at facility, local (municipal) 
and national levels. The main obstacles are related to: 
– lack of enabling legislation 
– lack of standards 
– lack of expertise 
– lack of coordination between concerned authorities 
– lack of participation of the employers’ organizations, nongovernmental 

organizations, etc. 
– insufficient budgetary resources or human resources 
– lack of educational programmes 
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– conflicts between various authorities responsible for occupational health and 
safety services.  

7. RECOMMENDATIONS 

To Member States 

1. Countries should adopt clearly defined and publicly announced occupational health and 
safety policies, with legislation and competent authorities to promote and enforce their 
provision. 

2. Countries should follow certain key principles for the adopted national occupational 
health and safety policy: 

– avoidance of hazards and use of safe technology (primary prevention); 
– optimizing of working conditions; 
– integration of production and health and safety activities; 
– government responsibility, authority and competence in the development and 

control of working conditions; 
– primary responsibility of the employer and entrepreneur for health and safety at 

workplace; 
– recognition of employees’ own interest in occupational health and safety; 
– cooperation and collaboration on an equal basis by employers and workers; 
– workers’ right to participate in decisions concerning their own work; 
– workers’ right to know, and the principle of transparency; 
– continuous follow-up and development of occupational health and safety; 

3. Countries should develop and adopt a national strategy for occupational health and 
safety, with a detailed and comprehensive plan of action which coordinates and 
identifies the role of each partner/stakeholder. 

4. Countries should ensure more coordination between different competent authorities and 
more involvement/participation of nongovernmental organizations in occupational 
health and safety issues. 

5. Countries should fulfil the need to establish a suitable comprehensive database on 
occupational health and safety information, services and indicators, emphasizing the 
number and occupations of the labour force, and work-related accidents and diseases. 

6. Countries should provide easy access to the database on occupational health and safety 
for labour representatives, research workers as well as for other concerned authorities. 

7. Countries should establish permanent consultative committees from the first secretaries 
of the concerned ministries and authorities, aiming at steering, supervising and planning 
for necessary actions and steps. 



WHO-EM/HSG/018/E 
Page 23 

8. Countries should establish technical committees to study current legislation and 
standards in order to suggest updates and assist in assessing compliance with the current 
(and updated) regulations on occupational health services and activities. 

9. Countries should support research and development activities aiming at continuous 
improvement of occupational health services, by each concerned authority. 

10. Countries should make use of currently available universities and other institutions for 
providing occupational health and safety-related education, training and awareness 
activities. 

11. Countries should assure application of suitable health insurance systems for all 
employees (registered and non-registered; formal and informal, locals and immigrants, 
etc.) 

12. Countries should encourage conducting prevention-oriented surveys for identifying 
potential risks, points of strengths, weaknesses and priorities of basic occupational 
health and safety needs. 

13. Countries should widen the coverage of occupational activities, facilities and workers in 
formal and informal sectors, including agricultural workers with occupational health 
and safety services and programmes. 

14. Countries should give special attention to the needs of vulnerable groups (working 
children and elderly at work, migrant workers, the growing informal sector) and to the 
special needs of women in the workplace. 

15. Countries should adopt realistic targets and evidence-based plans to reduce occupational 
accidents, injuries, diseases, disabilities and deaths and emphasize scientific approaches 
for risk assessment and situation analysis. 

16. Countries should integrate occupational health and safety policy into environmental 
development strategies. 

17. Countries should ratify the relevant ILO conventions and utilize WHO standards. 

18. Countries should strengthen the cooperation and coordination with international 
agencies working in the field of occupational health and safety. 

To WHO and partners 

19. The Regional Office and partners should support data collection and research to clarify 
Region-specific features of occupational health and safety practice. 
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20. WHO and partners should maintain technical assistance and support to further 
strengthen national capacity in strategy development and the delivery of occupational 
health and safety services. 

21. WHO and partners should establish a regional panel for occupational health and safety, 
comprising the regional partners (ILO, Arab Labour Organization and Arab Institute for 
Occupational Health and Safety, WHO collaborating centres in occupational health, 
nongovernmental organizations and individual experts). 

22. WHO should develop a regional strategy and plan of action for occupational health and 
safety for 2004–2013, taking into consideration the following outline and strategic 
directions: 

– development, review, update and strengthening of regional and national policies 
and strategies for health at work; 

– development of human resources and enhancing capacity building; 
– strengthening of occupational health and safety services; 
– incorporation of occupational health and safety into primary health care systems; 

academic curriculum for educating and training of primary health care workers 
and health professionals as well as other professionals; and educational 
curriculum of general, technical and vocational schools and institutes;  

– promotion of healthy work environment, healthy work practices and health at 
work; 

– establishment and development of regional and national occupational health and 
safety surveillance systems and database for evidence-based decision-making 
process and intervention; 

– establishment of appropriate support services for occupational health and safety; 
– creation of multidisciplinary regional and national networks among agencies, 

organizations, academic institutions and individuals concerned with and interested 
in occupational health and safety; and 

– support for research and training on research in the field of occupational health 
and safety epidemiology and occupational health and safety systems. 



WHO-EM/HSG/018/E 
Page 25 

Annex 1 

AGENDA 

1. Opening ceremony 

2. Election of Chairman, Vice-Chairman and Rapporteur 

3. Adoption of agenda 

4. Introduction of the Temporary Advisers 

5. Objectives, mechanisms and expected outcomes of the regional consultative meeting 

6. Global overview of occupational safety and health, WHO/ILO perspective  

7. Role of the Arab institute for occupational health and safety/historical overview 

8. Development trends of occupational health and safety in the Eastern Mediterranean 
Region: current status and perspective 

9. Countries’ briefings on the development of occupational health 

10. WHO regional strategic directions for occupational health and safety 

11. Working groups: “Strategic outlines for development of occupational health and safety 
in the Eastern Mediterranean Region for 2004–2013” 

12. Group presentations 

13. Conclusion and closure 
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PROGRAMME 

Tuesday, 16 December 2004 

09:00–09:30 Registration 
09:30–10:30 Opening ceremony  

Address of HE Dr Mohamed Eyad Chatty, Minister of Health, Syrian Arab 
Republic 
Address of HE Mrs Seham Dello, Minister of Social Affairs and Labour, Syrian 
Arab Republic 
Message of Dr Hussein A. Gezairy. WHO Regional Director for the Eastern 
Mediterranean 

10:30–11:00 Election of Chairman, Vice-Chairman and Rapporteur 
Adoption of agenda 
Introduction of the Temporary Advisers 

11:00–11:20 Objectives, mechanisms and expected outcomes of the regional consultative 
meeting, by Dr Said Arnaout  

11:20–11:50 Global overview of occupational safety and health, WHO/ILO perspective, 
by Dr Said Arnaout 

11:50–12:20 Role of the Arab Institute for occupational health and safety/historical overview  
by Dr Mahmoud Ibrahim, Director, Arab Institute for Occupational Health and 
Safety, presented by Mrs Siba Hatem 

12:20–13:30 Development trends of occupational health and safety in the Eastern 
Mediterranean Region: Current Status and Perspective, by Dr Said Arnaout and 
Dr Gehad Abou El-Atta 

13:30–15:00 Status of the development of occupational health, country presentations from: 
Bahrain 
Egypt 
Islamic Republic of Iran 
Jordan 
Lebanon 
Oman 

15:00–1530 Discussion 
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Wednesday, 17 December 2003 
09:00–11:15 
 

Status of the development of occupational health: country presentations from: 
Pakistan 
Saudi Arabia 
Syrian Arab Republic 
Tunisia 
United Arab Emirates 
Yemen 

11:15–11:45 Discussion 

11:45–12:00 WHO regional strategic directions for occupational health and safety, by Dr 
Said Arnaout 

12:00–16:00 Working groups: strategic outlines for development of occupational health and 
safety in the Eastern Mediterranean Region for 2004–2013 

 
Thursday, 18 December 2003 
09:00–11:00 Working groups: strategic outlines for development of occupational health 

and safety in the Eastern Mediterranean Region for 2004–2013 
11:00–12:00 Group presentations, conclusions and recommendations 
12:00–13:00 Closing session 
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Riyadh  
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Damascus 
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Dr Majed Al-Zedjali 
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Ministry of Health 
Department of Environmental Health and Malaria Eradication 
Muscat  
OMAN 
 
Mr Saeed Awan 
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Directorate of Labour Welfare  
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PAKISTAN 
 
Dr Ahmed Dashash 
Professor of Occupational Health 
Damascus 
SYRIAN ARAB REPUBLIC 
 
Dr Gehad Ahmed Abou El-Atta 
Professor, Occupational Medicine Department 
Kasr El-Aini, Faculty of Medicine  
Cairo University 
Cairo 
EGYPT 
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Deputy General Director 
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SYRIAN ARAB REPUBLIC 
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Mr Fareed Qatreeb 
Arab Labour Organization 
Damascus 
SYRIAN ARAB REPUBLIC 
 
Mr Alawi Issa Shubber 
Head of Occupational Health 
Ministry of Labour and Social Affairs 
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Director  
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SYRIAN ARAB REPUBLIC 
 
Dr Zeinab M.A. Youssef 
Director General of Occupational Health Department 
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Annex 4 

CONCLUSIONS AND RECOMMENDATIONS OF THE THIRTEENTH SESSION OF 
THE JOINT ILO/WHO COMMITTEE ON OCCUPATIONAL HEALTH 

GENEVA, 9–12 DECEMBER 2003 

The Committee recognized the need to raise occupational health issues at the global, 
regional and national levels, and that the development of national occupational health and 
safety programmes was essential to achieving this goal. The Committee called for special 
attention to be given to the needs of vulnerable groups (for example, migrant workers, 
children, and the elderly at work and the growing informal sector), and the special needs of 
women in the workplace. 

There should be top-level commitment within WHO and ILO for collaboration between 
the two organizations on occupational health, and this should be communicated to the 
regional and national levels. 

The Committee recommended that WHO and ILO collaboration should focus on the 
following key areas: 

(1) Guidance and support for national occupational health and safety programmes, 
including: 
− providing models for organizing occupational health and safety at national or 

subnational levels; 
− providing basic occupational health services; 
− promoting occupational health and safety management systems and tools, 

including control banding; 
− developing national profiles and indicators; 
− assessing the cost effectiveness of occupational health and safety interventions; 
− establishing effective enforcement agencies. 
 

(2) Enhancing regional collaboration and coordination, including: 
− The development and dissemination of models for cooperation, such as the 

African Joint Effort. 
 

(3) Coordination and enhancement of informational and educational programmes and 
materials, such as: 
− the development of a joint internet-based global portal; 
− statistics. 

 
(4) Awareness-raising activities and instruments, through: 

− campaigns; 
− events; 
− special days. 
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The Committee recommended that special attention should be paid to the following 
global occupational safety and health issues in future ILO/WHO collaboration: 

• the elimination of silicosis and asbestos-related diseases; 
• ergonomics; 
• violence at work; 
• list of occupational diseases; 
• occupational injuries. 

HIV/AIDS should be addressed through the cooperation of both agencies in a global 
perspective, including occupational exposure. 


