


 
 

WHO-EM/WHD/007/E 
 

 
 
 
 
 
 
 
 
 
 
 

 
Gender issues in health  

in the sociocultural context of the  
Eastern Mediterranean Region 

Report on a regional consultation 
Cairo, Egypt, 19–21 December 2004 

 
 

 

World Health Organization 
Regional Office for the Eastern Mediterranean 

Cairo 
2005 





 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

© World Health Organization 2005 
All rights reserved.  
The designations employed and the presentation of the material in this publication do not 
imply the expression of any opinion whatsoever on the part of the World Health 
Organization concerning the legal status of any country, territory, city or area or of its 
authorities, or concerning the delimitation of its frontiers or boundaries. Dotted lines on 
maps represent approximate border lines for which there may not yet be full agreement. 
The mention of specific companies or of certain manufacturers’ products does not imply 
that they are endorsed or recommended by the World Health Organization in preference 
to others of a similar nature that are not mentioned. Errors and omissions excepted, the 
names of proprietary products are distinguished by initial capital letters. 
The World Health Organization does not warrant that the information contained in this 
publication is complete and correct and shall not be liable for any damages incurred as a 
result of its use. 
Publications of the World Health Organization can be obtained from Distribution and 
Sales, World Health Organization, Regional Office for the Eastern Mediterranean, PO Box 
7608, Nasr City, Cairo 11371, Egypt (tel: +202 670 2535, fax: +202 670 2492; email: 
DSA@emro.who.int). Requests for permission to reproduce WHO EMRO publications, in 
part or in whole, or to translate them – whether for sale or for noncommercial distribution 
– should be addressed to the Regional Adviser, Health and Biomedical Information, at the 
above address (fax: +202 276 5400; email HBI@emro.who.int). 

 
Cover design by Suhaib Al-Asbahi 

Printed in Cairo, Egypt, by Fikra for Advertising 
 

Document WHO-EM/WHD/007/E/ 04.05/500 





 

Contents 

1. Introduction ....................................................................................... 1 
2. The social roles of males and females in religion in the  

Eastern Mediterranean Region........................................................ 4 
2.1 Presentation by Father Louka Baseilios, Priest,  

Coptic Orthodox Patriarchate, Cairo ................................... 4 
2.2  Presentation by Dr M. H. Khayat, Senior Policy  

Adviser to the Regional Director.......................................... 4 
2.3  Discussion of presentations................................................. 13 
2.3  Working Session 1: The role of religion in  

guaranteeing the human right to health............................ 15 
2.4. Plenary discussion for working group presentations...... 17 

3. Social factors contributing to negative outcomes in public 
health ................................................................................................ 18 
3.1  Mental health......................................................................... 18 
3.2  Women’s health .................................................................... 19 
3.3  Risk behaviour among youth.............................................. 21 
3.4  Discussions of social factors contributing to negative 

health outcomes .................................................................... 22 

4. Social factors influencing vulnerability and health  
outcomes .......................................................................................... 24 
4.1 Health in emergencies........................................................... 24 
4.2 HIV/AIDS............................................................................... 25 
4.3 Tobacco use............................................................................ 26 
4.4 Discussions on social factors influencing  

vulnerabilities and health outcomes .................................. 28 
4.4 Group presentations on social obstacles affecting  

positive outcomes for health ............................................... 29 



 

 

5. Strategies for action......................................................................... 31 
5.1 The positive social outcomes of the community-based 

initiatives programme in Sudan ......................................... 31 
5.2 Discussion of community-based initiatives ...................... 32 
5.3 Group presentations on strategies for action .................... 33 
5.4 Discussion of presentations ................................................. 34 
5.5 Concluding remarks ............................................................. 35 

6. Recommendations........................................................................... 36 

Annexes 
1. Agenda ............................................................................................... 40 
2. Programme ....................................................................................... 41 
3. List of Participants ........................................................................... 43 
 

 
 



 

1. Introduction 

Differences between males and females in levels of mortality 
and morbidity throughout life have long been recognized. The 
concept of gender can be used as a tool for exploring the reasons for 
these differences, and for identifying ways in which health outcomes 
for both males and females can be improved. Gender is a social 
construct which defines and describes the socially perceived roles, 
responsibilities, rights, opportunities and interactions for females and 
males for the betterment and maintenance of society, within the 
sociocultural framework of each region. Gender equity in society is 
promoted by Islam and Christianity, which are a significant influence 
on social behaviour in the Eastern Mediterranean Region. Thus, 
religious concepts and principles should be emphasized in efforts to 
provide a sound foundation for social behaviour, and for optimal 
health outcomes for all members of society, males and females. 

A regional consultation on gender issues in health in the 
sociocultural context of the WHO Eastern Mediterranean Region was 
held in Cairo, Egypt, on 19–21 December 2004. The consultation was 
organized by the WHO Regional Office for the Eastern 
Mediterranean (EMRO) and the Islamic Educational, Scientific and 
Cultural Organization (ISESCO). In keeping with the concerns of the 
consultation, participants were experienced in many fields in 
addition to medicine and public health, such as religion, law and 
public affairs. Twenty-nine representatives came from 15 Member 
States in the Region; other participants came from the Regional Office 
(18), WHO headquarters (2), United Nations and other agencies (6), 
and the United States of America (2).  

During the opening session, Dr Jamileh Kadivar was elected 
Chair, Dr Mohamed Abdullah Shawish co-Chair, and Dr Widad Ali 
Rapporteur. The agenda, programme and list of participants are 
attached as Annexes 1, 2 and 3, respectively. 

Dr Hussein A. Gezairy, WHO Regional Director for the Eastern 
Mediterranean, welcomed the participants. He noted the increasing 
commitment to health promotion as a way to reduce inequalities in 
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health, highlighting the adoption of the Millennium Development 
Goals in 2000, especially those focusing on improving health 
outcomes for males and females, poverty reduction and improving 
people’s lives. Preventive activities were essential to change the 
environment and unhealthy lifestyles (such as smoking and drug 
taking) that resulted in illness. WHO continued the work of the 
Health for All movement; for example, it had recently formed a 
Commission on the Social Determinants of Health and had issued an 
Organization-wide gender policy. This policy specifically recognized 
the distinct biological and social factors that resulted in different 
health outcomes for males and females. For example, in the Region, a 
high value was placed on protecting women, which could, in certain 
settings, mean that women were prevented from moving freely in 
society and thus had less access to health care than men. Greater 
awareness was needed of the many ways that social role differences 
could result in vulnerabilities for women, and for men, that directly 
affected health outcomes. At the same time, in efforts to protect the 
value systems in the Region, especially the strong family units, 
flexibility was needed in responding to existing conditions that did 
not favour positive health outcomes for all. Religious values were key 
resources for tackling social structures that impeded positive health 
outcomes in the Region. Joint efforts were needed to close the gender 
gaps in public health, and ensure optimal health for all people of the 
Region, regardless of sex, race, religion, political belief, and economic 
or social condition.  

Mr Mohamed Hakkou, from the Office of Special Programmes 
in the Deputy Director General’s Office, ISESCO, welcomed the 
cooperation between ISESCO and EMRO to raise the status of women 
and improve their lives. He noted especially the need to tackle 
problems of poverty, substance abuse and reproductive health. 
ISESCO has encouraged the participation of women in local and 
national affairs and improved education through seminars and 
workshops.  

Dr Shiva Dolatabadi, Islamic Republic of Iran, delivered a 
message from Dr Shirin Ebadi, the Nobel Peace Prize winner in 2003. 
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Her message began with a statement that access to health was a basic 
human right that was denied to many in the Region. Health-related 
priorities for the Region should be maternal and child mortality, and 
HIV/AIDS, followed by poverty and smoking. Poor mental health, 
especially depression, was a constraint for women in performing 
their roles effectively. She looked forward to reading the resolutions 
of the consultation, and expressed a willingness to comment on them. 

The objectives and outcomes of the consultation were presented 
by Ms Joanna Vogel, Technical Officer, Women in Health and 
Development, WHO/EMRO. She noted that gender was a fact – a 
network of roles, rights and obligations of males and females as they 
carried out their daily lives as parents, spouses and employees. The 
defensive reactions so often experienced in the Region to the term 
“gender” suggested that its use had often been culturally insensitive. 
Gender should be used as a tool to understand health differentials, 
and not to form judgements. WHO’s role was not to make 
judgements, but to support Member States in achieving optimal 
health for all their citizens. The biological dispositions of males and 
females and their societal roles could result in greater vulnerabilities 
and thus in unhealthy outcomes for either sex. The challenge was to 
identify these vulnerabilities and design interventions to address 
them. Religion must be included in the discussions of roles and 
behaviours, as in the Eastern Mediterranean Region Islam and 
Christianity strongly influenced people’s behaviour. Here, it was 
important to distinguish between religious influences on behaviour 
and traditional influences that had developed over time. During the 
consultation, deliberations would explore the wide range of 
sociocultural factors influencing health, and identify the meaning of 
gender within the Eastern Mediterranean cultural context.  

The specific objectives of the consultation were to 1) examine 
the interaction between the biological disposition of males and 
females and their social roles; 2) identify vulnerabilities that result in 
unhealthy outcomes for either sex; and 3) identify interventions to 
address these added vulnerabilities. Working groups discussed and 
presented materials based on these three objectives. In the first 
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session, participants discussed the role of religion in guaranteeing the 
human right to health. The second session focused on social factors 
influencing vulnerability and health outcomes in four areas: mental 
health, women’s health, high risk behaviour, and natural and man-
made emergencies. The third session discussed strategies for action to 
overcome gender barriers in these four areas, and formulated these 
into recommendations for the final session of the consultation. 

2. The social roles of males and females in religion in 
the Eastern Mediterranean Region 

2.1 Presentation by Father Louka Baseilios, Priest, Coptic 
Orthodox Patriarchate, Cairo 
Christians recognize God’s unity, infinity and eternity. In 

obedience to God, men and women share the responsibility to live 
and behave in ways that build their communities, and achieve the 
well-being of all peoples. Both the male and female were created from 
Adam, and are equal before God, meaning that women must also be 
part of decision-making and policy-making processes. Men and 
women must be fully integrated in society. Men and women have the 
right to choose their own destiny, and they face the same dangers and 
responsibilities. Love is an imperative for all human beings, and it is 
important to love all members of society and think well of people. 
Negative behaviour is against Christian teaching and everyone 
should strive to avoid sin and corruption. Flexibility is important in 
life.  

2.2 Presentation by Dr M. H. Khayat, Senior Policy Adviser to the 
Regional Director 
We must first recognize the dual meaning of the term “culture”. 

For the individual it means certain basic values instilled from birth 
through the family and teachers, until the age of independence. The 
culture of a society derives from the collective mosaic of people in a 
given environment. Culture and religion are closely intertwined; they 
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are two faces of the same coin, as was expressed by the poet T. S. 
Eliot.  

Language is the key component of culture. God has chosen 
Arabic as the language of the Quran, the language appropriate to the 
message of Islam, and known to the people who received it. We strive 
to understand the real meaning of the Quran as revealed in the 
language spoken by the Prophet Muhammad  and his tribe, the 
Quraish, and its Arab neighbours. 

Needles to say, language develops and admits new concepts, 
giving old words modern meanings. This is a beautiful aspect of all 
languages. But when we deal with an old text like the Quran or the 
statements of the Prophet  we must be wary lest we impose modern 
meanings on the words used in them, thus twisting the text to make it 
fit with our own prejudices. 

Arabic has a mode of address for women only and another for 
both sexes together. It does not have a mode for men only. As Ibn 
Hazm puts it eloquently: “We are absolutely certain that the 
Prophet  has been sent by God to address women as he addresses 
men, that the divine law is applicable to women as it applies to men, 
and that all provisions and rules of Islamic worship and Islamic law 
are applicable to both on equal footing, except for what is clearly 
stated to apply to one sex but not to the other. All this makes it 
imperative that men should not have any privilege over women 
concerning anything addressed to the Muslim community in its 
entirety, unless such exception is clearly stated in a religious text or 
by a unanimous ruling.” Therefore, it is the right and duty of both 
men and women to seek knowledge, to work, to participate in the 
Islamic mode of democracy called shura, according to the directives 
mentioned in the Quran and the sayings of the Prophet . Islam 
provides for complete equality of the two sexes in the way they are 
addressed, as well as in their rights, duties and responsibilities. 

When God tells us in the Quran about the first stage of man’s 
existence, the pronouns used throughout are in the dual form, a 
linguistic form specific to Arabic. The text makes it clear that the 
responsibility for both Adam and Eve’s error is shouldered by them 
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equally, and that they are both accountable for it, and not Eve alone 
(Quran, 7:20–23). 

Speaking of language and word meaning, there are two Arabic 
terms, ma’roof and munkar, which are the subject of an incumbent 
duty of all believers, men and women. God says in the Quran: The 
believers, men and women, are allies of one another: They enjoin what is 
right and forbid what is wrong (9:71). Yet we often see that the clear 
injunction of “enjoining what is right and forbidding what is wrong” 
is epitomized by a man holding a stick and walking around telling 
people to go to prayer, or confined to practices which are of little 
importance, such as the length of one’s robes, or the shape of one’s 
beard. What is right, or ma’roof, includes everything that is good for 
the individual and the community, and under “what is wrong”, or 
munkar, is included all that is detrimental to individual and 
community. To give some examples, breastfeeding is right. Hence, 
when we in the World Health Organization advocate breastfeeding, 
we are actually doing part of what God requires in enjoining what is 
right. In contrast, smoking is wrong, or munkar, because of its great 
detriment to the health of the smoker and the community. Hence, 
when we take action against smoking we are denouncing what is 
wrong and trying to forbid it. Likewise, throwing rubbish on the road 
is wrong, while removing harmful objects from people’s way is a 
deed of excellence. Therefore, to enjoin a person not to throw rubbish 
on the road is part of implementing this greatly advantageous duty. 

The rightly-guided Caliphs dealt positively with this issue, 
making it an important institution in Islamic society. Thus, Omar ibn 
al-Khattab established the system known as al-hisbah, as a means to 
control market activity and transactions, including quality control 
and the prevention of cheating and fraud. He founded this 
machinery, appointing at its head in Medina a good lady, al-Shifa’ 
bint Abdullah, a supervisory authority over all those carrying out 
trade in the market, including distinguished companions of the 
Prophet . The system was also applied in Mecca, where another 
lady, Samra’ bint Nuhayk, was at the head of this supervisory 
department. Who else could have thought of assigning such a role to 
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a woman nearly 1400 years ago? This was possible only under Islam 
as she enjoyed full equality with man, with absolutely no distinction. 

Islam makes it clear that both men and women have the same 
origin. It states that God has created all humankind from a single soul 
and from that soul He created its mate and out of the two He brought 
forth countless men and women (Quran, 14:1). Equality in human 
responsibility is firmly established by Islam (16:97; 40:40). 

The responsibility of both men and women to abide by the 
provisions of the divine constitution and to carry out religious 
commandments is absolutely the same, as defined in the Quran 
(33:36). Both men and women stand to receive equal regard from God 
for their good deeds (33:35). They also share equally the political 
responsibility for keeping their society on the right track (9:71). 

According to Islam, men and women have equal responsibility 
for building and maintaining human life on earth (11:61). Islam 
extends an equal right of ownership to both men and women, 
covering anything they may earn in return for what they do, or earn 
in any legitimate way (4:32). 

Islam also makes the right of inheritance from parents and 
kinfolk equally applicable to both sexes (4:7). However, in order to 
maintain complete justice, Islam has made the share received by each 
one of them commensurate with the financial responsibilities Islamic 
law imposes on them both. In some cases they inherit equal shares. In 
other cases men’s share is bigger, and in a third category women’s 
share is the bigger.  

Both men and women enjoy the same standing before the law 
and bear the same responsibility for any offences they may commit. 
Equality is assured in making a decision to get married and in the 
choice of marriage partners. Both men and women are equal partners 
in sharing responsibilities in their home. These are only some 
examples of the equality of men and women under Islamic law, 
which were put into practice by the Prophet Muhammad . 

Women continued to enjoy a respectable status in the Muslim 
community. An unnamed lady stands up in the mosque to object to 
the Caliph’s call to limit the amount of dower paid by a bridegroom. 
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She tells him: “This goes beyond the limits of your authority, Omar. 
God says in the Quran: If you wish to take one wife in placer of another 
and you have given the first one a large sum of money, do not take away 
anything of it (4:20). Omar, the Caliph, publicly acknowledged his 
mistake on the spot, saying: “The lady is right and I, Omar, am 
wrong.” This incident sets the tone and confirms that there can be no 
compromise in such matters. 

The situation continued to be the same during the period of the 
right-guided Caliphs and for the first part of the Omayyad reign. But 
later in the Omayyad period and early in the Abbasid reign, there 
was a great influx of new Muslims who brought with them certain 
aspects of their own culture. Needless to say, culture relies 
considerably on social traditions. When such traditions crept into 
Islamic society, bringing diverse trends from other cultures, the 
direction of that society began to change. There is no doubt that 
Muslim society was enriched by a diversity of cultures, Nubian, 
Coptic and Berber in the west, and Syriac, Greek, Persian and Indian 
in the east. All these trends interacted and enriched the common 
Islam civilization. While this was a great gain, it also involved 
importing some practices and concepts that are solidly based on 
traditions that are in conflict with Islamic teachings. Such traditions 
were soon able to establish themselves in Muslim society. Some 
scholars went so far as trying to find justification for them and 
incorporating them within Islam. 

When Persians embraced the divine faith of Islam in large 
numbers during the early Abbasid period, they did so on the basis of 
conviction and with good intention. However, they brought with 
them residues of their Zoroastrian culture, aspects of which looked 
down on women and deprived them of their rights. Such male 
chauvinists thought that characteristics of the Zoroastrian culture 
derived from its legend concerning the beginning of creation. This 
speaks of a supreme Lord who is addressed in worship, as he is the 
source of wisdom. From him twin spirits came into existence: one, 
Sepenta Mainou (Ahora Mazda), chose truth and light, and the other, 
Angra Mainou, chose untruth and darkness. A later version of 
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Zoroastrianism called Zarvan was started in some parts of Iran in 
which the two distinct aspects of the creative attribute of the supreme 
deity are seen as two separate deities, with the Ahora Mazda being 
the creator of good and Ahriman, the creator of evil. This later 
version of Zoroastrianism makes Ahriman, the evil spirit, very 
powerful and in practically full control of the world. However, like 
all such powers, he needs means and tools to exercise his authority 
and impose his will. Zarvani makes the sexual desire, epitomized in 
the woman, his main tool to seduce good people and divert them 
from their good ways. Thus, the woman, the symbol of tempting 
sexual desire, was thought to be manipulated by the evil spirit, ever 
since she tempted the first man. This has shaped perceptions of 
women as evil temptresses.  

When Islam spread into Persia, the faith soon took root. 
However, local traditions continued to shape the communal 
mentality, manifesting themselves in different ways. Thus, the 
woman continued to suffer under a concept that places her solidly in 
the domain of evil. Since it was thought that she was the medium for 
spreading corruption and vice, she was kept in an inferior position, 
humiliated and looked upon with contempt, so that she should not 
tempt man into sin. 

A number of Muslim scholars in the Abbasid period began to 
be influenced by this traditional outlook, importing such concepts 
into Islamic jurisprudence, fiqh. Hence, we find in traditional fiqh 
many borrowed elements that blame the woman, making her the 
cause of man’s fall into sin and his deviation from the right path, and 
assigning to her the original role of seduction and temptation. It is the 
duty of good people to suppress such sources of seduction and purge 
them from Islamic society. This is the original deviation in Muslims’ 
outlook concerning women. It started to influence the interpretation 
of Quranic verses. Women in the Islamic societies had to endure a 
position of inferiority imposed on them by such inherited traditions.  

The situation of women in many Western societies was even 
worse; therefore it became very natural to go from this oppressive 
extreme to the opposite extreme of feminism. Movements began 
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throughout the world with the initial goal of bringing about women’s 
emancipation. These later gave way to what is now known as 
feminist movements. One such movement used slogans blaming 
women’s biological constitution for much of the injustice that women 
had suffered. This was seen clearly, for example, in Simone de 
Beauvoir’s reference, in 1949, to childbearing as “the slavery of 
reproduction”. She thus considered human reproduction, beautiful 
and enriching as it is, to be a form of slavery, limiting women’s 
freedom.  

Another aspect of this trend is extending the use of the English 
word “gender”, which was originally used to denote distinction 
between the two sexes only in a grammatical context. With the new 
trend its use was extended to include the social distinction. Thus, the 
word “sex” was restricted to a biological context, while “gender” 
denoted the social dimension. When this new sense needed to be 
expressed in other languages, a problem of translation occurred. 
French, for example, like Spanish and other Latin-based languages, 
translates “gender” as “sexospécificité”, because there is no Latin 
word that corresponds to “gender”. Hence, they coined a word that 
expresses what it denotes. 

As we have already stated, Islam lays down the principle of 
equality between men and women in all aspects, but with a provision 
denoted in the Quran by the reference to bounties “with which God 
has favoured some of them more abundantly than others” (4:34). This 
is reflected most clearly in the area of the family. One aspect in which 
women are more favoured is expressed in a verse which is correctly 
translated as: Men shall take full care of women because of the bounties 
with which God has favoured some of them more abundantly than others 
(4:34). Men are obligated to provide financially for the family, while 
women have the option to work or not.  

Many people cite the Islamic dress code and approvingly or 
disapprovingly exaggerate its significance. A piece of cloth, one metre 
in length, dominates our discussions, to the exclusion of more 
important and constructive issues we need to address. But we need to 
remember here a clear rule which states: Women shall, in all fairness, 
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enjoy rights similar to those exercised against them (2:228). This means 
that a man should put on his adornment, and wear perfume at home, 
but he should not go out in such an appearance, in the same way as 
women are not allowed to put on their adornments in public. Both 
should wear outside what is decent and respectable. The other 
condition is that the dress should be what we describe in Arabic as 
zeenah, which we normally translate as “adornment or charms”, but 
in this sense means “smart”, because God has described clothing as 
zeenah. He says in the Quran: Let them no display their charms except 
what may ordinarily appear thereof (24:31). We understand from this 
that what appears of our clothing should be decent and smart. Such 
adornment does not mean black or white, but means other colours 
such as red, green and blue.  

Muslim women used to wear many different colours during the 
time of the Prophet . Ali ibn Abi Talib, the Prophet’s cousin and 
son-in-law, was in Yemen and he travelled to join the Prophet  on 
his farewell pilgrimage. Before Ali’s arrival the Prophet  had 
ordered those of his companions who were not committed to 
combine the pilgrimage and the umrah (the mini-pilgrimage) to 
release themselves from the state of consecration by performing the 
umrah first and then doing the pilgrimage on its own at the 
appropriate time. This relaxes the restrictions on the clothes both 
sexes wear, the prohibition against using perfume, and some other 
restrictions. When Ali went to his wife, Fatimah, the Prophet’s 
youngest daughter, he found her wearing a colourful dress and some 
make up, which is the normal situation. He felt that this was not 
appropriate as she was on the pilgrimage. Hence, she replied to his 
questioning by saying: “My father ordered me to do so.” He went to 
the Prophet   and reported the incident, but the Prophet  told 
him: “What she said is certainly true”. It is indeed the normal state of 
affairs, which we should implement. It is not Islamic to impose a 
culture of two colours: black and white. Smart clothing should be 
apparent. 

What is, then, the nature of the marital relationship? It is 
defined by God as one based on love and affection and characterized 
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by mutual inclination towards one another and compassion. God 
says in the Quran: Among His wonders is that He creates for you mates 
out of your kind, so that you might incline towards them, and He engenders 
love and compassion between you (30:21). At this point it is important to 
stress two of the essential dimensions of religion which we often 
overlook, namely the aesthetic and moral dimensions. Perhaps I 
should explain first that when I speak of religion I refer to the divine 
religion, in all its stages and manifestations. God says in the Quran: In 
matters of faith, He has ordained for you that which He had enjoined upon 
Noah, and which We have revealed to you, as well as that which We had 
enjoined upon Abraham, Moses and Jesus (42:13). Referring to the 
revelations given to Moses, God says in the Quran: Indeed, it is We 
who revealed the Torah, containing guidance and light (5:44). And of the 
Prophet Jesus  God says: We gave him the Gospel, containing guidance 
and light (5:46). All these lights derive from the same source, and 
when we cite an example from any of them we do not exclude the 
others. If we were to carefully study them we will find that they all 
stress the same concepts. 

Marriage, then, is a relationship based on love and nurtured by 
mutual sympathy and compassion. The moral dimension is of 
fundamental importance. It is basically reflected in the love, 
compassion and intimacy between the couple. This is, indeed, the 
reason why Islam attaches great importance to love. In my view, 
prayer is the material or physical expression of man’s love of God. 
Can any one of us imagine that God, in his Majesty, brings Himself to 
his servant’s position, allowing a mutual relation of love to develop 
between them. Speaking of His true servants, God says: People whom 
He loves and who love Him (5:54). The Prophet  says: “Love God with 
all your hearts.” And, in the Quran, the Prophet  is commanded to 
say: If you love God, follow me; God will love you and forgive you your sins 
(3:31). 

This close and intimate relationship, which many of us 
overlook, is the basic one between God and man. In Christianity it is 
expressed by the maxim: “God is love”. It is a love that permeates 
everything. It is not something theoretical which we utter by mouth, 
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but let our deeds take the opposite direction. Our deeds must always 
give credence to what we say. In fact, such love is a favour God 
grants to His servants, particularly those of them who follow His 
guidance. He also establishes between them all a network founded on 
love and mutual care. As for those who believe and do righteous deeds, 
God will certainly bestow love on them (19:96). “In their mutual love, 
compassion and sympathy, the believers are like one body: whenever 
any part of it suffers a complaint, the rest of the body demonstrates 
its sympathy, suffering sleepless nights and fever.” Thus, mutual love 
between married couples is of the highest importance. It is indeed an 
often forgotten part of the moral dimension of the family relationship. 
The passion of love is normally at its strongest in the early years, but 
when the couple attain old age, only compassion and care remain: He 
engenders love and compassion between you (30:21). It is the compassion 
that helps either partner to endure the troubles created by the other in 
old age. What we term “compassion” is expressed in an attitude that 
makes you tolerate the other, regardless of the problems you may 
experience as a result. All the above concepts should flourish within 
the bond between man and wife.  

2.3 Discussion of presentations 
Participants stressed the equal responsibilities and rights of all 

Muslims, women and men, in financial and economic measures, 
inheritance, political participation, education, social capital and 
reputation, and in compensation for harm. In former times, women 
went into battle, and Aisha issued fatwas. Dr Khayat stated that, in the 
time of the Prophet , women could not travel without fear of attack, 
therefore they were told not to travel without the company of their 
husband or a close male relative; this condition could be lifted when 
there was no longer danger in travelling. One participant brought up 
questions relating to equity in punishments, pointing out that these 
did not always hold for women, and also concerning the concept that 
women and men were equal outside the home yet women were 
expected to wear a specific attire, a rule that did not apply to men. 
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Some participants maintained their preference for the term gender 
equality, rather than gender equity. 

Participants discussed the importance of a linguistic 
interpretation of the message of Islam, noting that the masculine 
plural is used in Arabic to refer to both women and men; it is also 
used in a similar way in other languages, such as French. Al mar’a is 
the Arabic term for woman, therefore al mar’ should be used for men, 
as gendered terms expressing social roles. The Arabic term usra, 
family, is also a gendered term, identifying the legal link between a 
male and a female. Linguistic misunderstandings should be 
researched and corrected, and the findings communicated to 
members of other faiths both within and beyond the Region.  

One participant noted that women in Islam are struggling to 
reconcile Islamic interpretations they learned during socialization 
and schooling. Many women do not understand their rights in Islam 
until later in life upon graduation from universities, often when it is 
too late, an example being the right to khula. Why is it that 
Christianity and Islam both appear to endorse male hegemony, and 
that this is so often followed in practice? In the Middle East, both 
sexes receive equal pay for equal work. Education for women is 
essential; Islam promotes complete literacy for both sexes. Muslims 
must read the Quran, understand it and know why certain passages 
were revealed. For people of all faiths, the depth of religious 
understanding differs between different parts of society, especially 
between rich and poor. 

The need to distinguish between tradition and religion was 
discussed. People often favour customs over religious precepts. 
Tradition which brought erroneous ideas about women entered Islam 
not only as survivals from the time of the jahaliyya and from Persia 
through Zoroastrianism, but also from Greece and Rome. The 
enlightening aspects of Islam should be documented, and advocated 
publicly in an atmosphere of tolerance and with a willingness to 
correct misunderstood practices.  

Participants recognized that in both Christianity and Islam 
marriage and the family is essential for social stability and for 



Gender issues in the sociocultural context of the Eastern Mediterranean Region 15 

 

individuals’ well-being and good health. The basic question in 
marriage concerns gender roles, not who submits to whom, or the 
hegemony of the husband. In Islam, men must carry out menial tasks 
in the home, as well as women. In both faiths, often the practices and 
norms concerning the roles of women and men do not follow 
religious precepts. Actually women are often the decision makers 
within the household, especially with regard to health, but men often 
do not wish to recognize this. In Islam, a man provides a dowry to 
symbolize his agreement to care for his wife. When a woman wishes 
to leave a marriage she can return her dowry as a symbol of her 
rejection of her husband. Muslims in India have often accepted the 
local practice of the woman providing the dowry, showing how 
tradition can supersede religious observances. However, they have 
resisted the tradition that wives may be burnt on the funeral pyre 
alongside their dead husbands.  

The need for open discussion on religious and gender issues in 
the spirit of tolerance and understanding was stressed. In conclusion, 
the Chair noted that equality for women is rooted in Islam and that 
any kind of dogmatism and propaganda contradicting the rights of 
women in Islam should be rooted out and reformed. There is a lot of 
negativism targeted at Islam, while the real culprit lies elsewhere, in 
local traditions. In closing the discussion, Dr Gezairy reiterated the 
need to read the Quran in depth. Nothing said by humans is 
sacrosanct, only those words revealed in the religious scriptures. Any 
religious injunction or provision should be considered in the light of 
its intended result. 

2.3 Working Session 1: The role of religion in guaranteeing the 
human right to health 
The groups identified the following specific examples of 

religious beliefs and practices in the Region which promote health as 
a human right. 
• Religious practices promoting personal cleanliness and 

domestic hygiene.  
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• Beliefs promoting the right to be respected, to live in dignity 
and security.  

• The protection of the institution of marriage in both Christianity 
and Islam, which promotes social stability and health. 

• Breastfeeding, which promotes birth spacing and family 
planning, as well as the survival of the infant. 

• Smoking, which is regarded as harmful in both Christianity and 
Islam, and which is the subject of a fatwa in Islam. 

• The prohibition of alcohol, drugs and some kinds of food, 
which is good for health. 

• The prohibition against suicide. 

The groups identified the following examples of traditions 
merging with religious practices in the Region, with implications for 
health. 
• Female genital mutilation, which is harmful for the health of 

women.  
• Discrimination against young girls; examples are providing 

girls with less nutritious food than boys, denying girls 
education and encouraging early marriage 

• Overfeeding women after childbirth, which is not a healthy 
practice 

• Qiwama, which is often wrongly understood to mean the 
control of women by men 

• Violence against women and children. 
• Honour killing. 
• Isolation of women during menses. 

The groups identified the following ways in which religious 
institutions may contribute to closing health gaps faced in the Region, 
and work with other institutions to promote health as a human right. 
• Creating a dialogue in religious groups concerning religion and 

health.  
• Providing religious leaders with more specific knowledge to 

encourage good practices and dissuade people from following 
unhealthy ones, as in the case of FGM.  

• Training women as religious leaders. 
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• Using prayer time and sermons for health promotion messages. 
• Incorporating more information about current health issues, 

and their relationship to religious precepts, into curricula for 
religious leaders. 

• Including religious precepts relevant to the preservation of 
health in curricula for health workers. 

• Using funds provided through the institutions of zakat and 
awkaf to combat poverty and provide health care and education. 

• Promoting the right to health care, and the right of patients to 
informed choice, especially on ethical issues such as abortion. 

• Discussing, advocating and fully recognizing the longstanding 
concern in Islam for bioethical issues such as permitting 
autopsies and, most recently, organ transplants.  

• Recognizing the doctors’ responsibility for ethical decisions, 
such as when a sick person should fast, or concerning abortion. 

 
2.4. Plenary discussion for working group presentations 

Dr Hathout, from the Islamic Center of Southern California, 
United States of America, began the discussion by expressing his 
concern about the current trend of questioning established beliefs 
among Christians, Muslims and Jews. Science was incomplete, he 
noted; it changed through time and could not claim to be the ultimate 
truth. Yet increasingly, people acted as if science was god. 
Revisionism was abroad in the world.  

Participants took up the discussion by asking how people could 
bridge the gap between the religion established by God, and that 
made by humans. Media should be used as a way to convey revealed 
religion.  

The discussion also focused on gender and gender differences 
and discrepancies. Some felt that the concept of gender is obscure, 
and that the radical feminist school still provides words with 
meanings that might lead to dangers for humanity, such as the 
definition of the family to cover even sexual deviations. There is a 
need to protect the family and motherhood and establish the right 
value for these concepts. Children should be brought up in balanced 
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families and individualism should not be exaggerated, as it is in the 
West. One participant was concerned that the conflicting demands of 
family versus those of the individual was posed as a problem facing 
women, but rarely seen as a problem for men. Put in the form of a 
rhetorical question: What is the status of the existential life, of 
individual responsibility? Dr Hathout emphatically stated that family 
concerns came before those of individuals, whether men or women. 

3. Social factors contributing to negative outcomes in 
public health 

3.1  Mental health 
Dr Ahmad Mohit 
The Region is undergoing a rapid transition in all aspects of life, 

which adversely affects mental health. The presence of oil in the 
Region has created dependency and lack of innovation. The extended 
family, which used to provide economic security and a social support 
system, is being replaced by the nuclear family, and roles within the 
family are changing. Conflicts result when women are working but 
men’s attitudes are not changing accordingly. For example, in the 
Islamic Republic of Iran, a sudden increase in the suicide rate among 
young women in rural underdeveloped areas was noted; this was 
generally related to rapid transition, with an increase in women’s 
literacy rates and employment, but no corresponding change in the 
attitude of men. There is a conflict between the pace of women’s 
development and men’s adaptation to this change. 

Mental disorders are exacerbated by unplanned urbanization, 
the lack of basic needs such as running water and electricity, and 
problems of unemployment and the growing youth population. Even 
a flawed social system is better than no system at all, which leads to 
chaos. In emergency situations, refugees face a complete breakdown 
of customary life patterns and constantly think of returning; often no 
mental equilibrium or peace of mind is possible until repatriation. 

Overall, rates of mental disorders for males and females are 
similar, but the types of disorder, time of onset and patterns of 
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treatment may be different. Anxiety and depression are more 
common among women. Women are more likely to seek help for 
mental disorders and therefore have a higher use of psychotropic 
drugs. This may also be a result of physicians’ practices, for 
prescribing drugs saves time and the need to consider alternative 
approaches. Co-morbidity is usually more common among women, 
often in the form of somatoform disorders, physical symptoms which 
are expressions of mental illness.  

Substance abuse is more common among men, but may be 
increasing among women throughout the world, including our 
Region. Patterns of substance abuse are also changing, with an 
increase in intravenous injections. Schizophrenia is more severe in 
men, and may have an earlier onset than for women. Men are often 
inhibited by pride from seeking treatment for mental disorders. 
Women may also show less tendency to seek care as they become 
more involved in professional life, in part a response to the increasing 
accountability of such work, in terms of professional status and hours 
worked.  

Within the family, a woman’s mental illness affects her ability 
to care for her children. Abuse is also linked to emotional distress in 
women. Women’s burdens increase as they have to take care of 
family members with mental illness. The decline of the extended 
family increases the demands on women in such situations, and also 
has a negative impact on the support system for the elderly. 

Some solutions to the growing problem of mental disorders are 
preventive, such as life skills education, especially parenting skills. 
The integration of mental health services into the public health 
system, and the coverage of mental disorders in health insurance 
would also help to protect affected families.  

3.2 Women’s health 
Dr Ramez Mahaini 
Health and well-being are determined by the interplay of 

biological, social, economic and cultural factors. When discussing 
women’s health and its social determinants, therefore, one feels 
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compelled to tackle the topic from a gender perspective, considering 
the critical roles of cultural and social factors in promoting or 
impeding health. 

In many parts of the world, societies and families treat women 
as if they had a lower social status than men, which leads to a 
situation where girls and women face poverty and fewer 
opportunities and receive less investment in their health and 
education. The image of women having lower social status results in 
widespread violations of health and human rights. In certain parts of 
the Region, it perpetuates practices detrimental to women’s health 
(female genital mutilation, gender-based violence, too frequent and 
closely spaced pregnancies). The access of women to cash income in 
many countries of the Region is limited, and women’s economic 
activity rate in these countries is extremely low compared with that of 
men. Poverty places a double burden on women, as it makes women 
more vulnerable to disease while being less capable of obtaining 
health care when needed. Throughout the Region, the adult literacy 
rate and gross primary school enrolment ratios are higher for males 
than for females. Women’s lack of education leads to a dramatic 
decrease in social and economic opportunities, compared with men, 
with a consequent deterioration in health. 

These social factors come into play and determine much about 
the health risks a woman faces in her life as well as her knowledge,  
vulnerability, personal resilience, capacity, self-confidence and access 
to social support systems which help her to deal with health 
problems as they arise. Existing gender norms hinder adolescent 
girls’ access to formal education and, consequently, employment 
opportunities. This in turn places restrictions on her future income 
and reinforces the social factors that negatively influence her health. 
Examples include health-related behaviours, such as seeking and 
receiving health care; harmful practices such as FGM; and health 
policy with regard to women’s health. 

WHO has long recognized the factors that shape women’s 
health and acknowledged their influence. Therefore, in recent years 
the Organization has been paying increasing attention to women, 
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their roles in the family, community and economy. WHO 
recommends that a wide range of factors be addressed in the 
endeavour to improve women’s well-being. Health policy can 
influence health care provision for women by emphasizing the 
importance of equity, and the nature and quality of services available 
for women. Three theme areas have been given specific priority in 
WHO’s policies on women’s health. At the country level women’s 
health can be promoted by: 1) disaggregating health data by sex so as 
to identify morbidity patterns among women; 2) using these and 
other data to prepare appropriate documentation for the need to 
promote women’s health and to establish strategies to meet women’s 
health needs; and 3) training health staff on the management of 
women’s health problems throughout the life cycle.  

3.3 Risk behaviour among youth 
Dr Abdel Halim Joukhadar 
Men have a greater risk of premature death, partly due to 

cardiovascular conditions and lung cancer, but mainly due to injuries. 
Globally, twice as many men as women die from injuries, including 
road accidents and acts of violence. The only injuries 
disproportionately experienced by women are from burns, mostly 
during cooking.  

Men are more likely to be injured as they have a poorer 
understanding of health issues than females; they are less informed of 
the risks, less aware of symptoms and less likely to seek care. As well, 
the social construction of masculinity in most cultures requires them 
to mask their emotions, and to act as if they are invulnerable. Some 
risk behaviours are culturally defined as masculine, and have a 
negative impact on women’s health, especially in the case of violence 
against women.  

Youth are especially prone to accidents and injuries as they feel 
invulnerable and under pressure to conform to peer group norms; 
this is especially the case for boys. For example, a study in Tunisia 
found risk taking behaviour among boys twice as common as among 
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girls. While most new customers for tobacco are children, the risk of 
taking up this habit is greater for boys than for girls.  

Adolescents are also ignorant of the possible consequences of 
their behaviour. For example, even though sexual behaviour may be 
sporadic and infrequent, it is often unprotected thus exposing youth 
to the risk of sexually transmitted diseases and HIV/AIDS. Bullying 
and fighting among school age children may be influenced by seeing 
violence in the home, or in the media. The mass media, including 
television, video games and advertisements, often presents violent 
behaviour as acceptable and thus encourages aggressive behaviour; 
many adolescents spend more time watching television than 
studying. Unemployment and poverty also produce frustration, 
anger and violence among youth. Thus, the propensity to risk taking 
behaviour among youth derives from a variety of sources; from 
individual biological factors, psychological influences, from the 
family environment where harsh physical punishments and family 
violence are common, and from peer influences. Risk-taking 
behaviour can also originate in societal factors, such as rapid social 
change, the quantitative increase in the youthful population, and a 
poor social environment. In the Region, unchecked youth is a time 
bomb. 

3.4 Discussions of social factors contributing to negative health 
outcomes 
The discussion began with the co-Chair emphasizing the need 

to adopt recommendations that link health, education and social 
institutions, incorporating all available evidence concerning the social 
determinants of health. Participants discussed the need for sex 
disaggregated data to demonstrate gender differences in mortality 
and morbidity throughout the life cycle, and for in-depth qualitative 
research to identify reasons for these differences.  

Some programme strategies exist to correct these gender 
imbalances, especially those developed by family planning 
organizations. These include the accessibility of abortion and other 
health services, and capacity building. Life skills training was stated 
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to be as useful for health as vaccination; it has been identified as 
especially important in addressing mental health issues. Training in 
parenting skills can guide parents about how to love a child, and to 
understand that violence is not only physical. Coping mechanisms 
are often neglected in family training and people simply learn as they 
go along.  

Lady health volunteers, in the Islamic Republic of Iran and 
Pakistan, have been found to be very effective in reaching women. In 
Pakistan, the volunteers visit women in their own homes as women 
are reluctant to go to family planning clinics because everyone can 
see them when they go. In the Islamic Republic of Iran, women health 
volunteers have been able to operate at the grass roots level, and 
begin to sensitize people to the issue of child abuse. Examples of 
successful strategies should be publicized.  

One aspect of life skills training for youth concerns the need to 
train them to understand commercial concepts underlying the media 
and develop critical thinking to counter false ideas. Educational 
curricula should teach skills and attitudes, building on the idealism 
common among young people. 

Participants discussed the need to understand the process of 
“gendering” and why it has attracted attention in recent years. 
Smoking research in the Islamic Republic of Iran showed that girls 
smoke less than boys because their beliefs are different. This 
demonstrates the process of gendering, how everyone learns to look 
at life through the prism of gender, through “gendered bodies”. Some 
participants expressed the fear that, with social change and women 
taking on more economic and political roles outside the home, 
women would become more like men; each gender must maintain its 
special qualities, otherwise women would take less care of their 
families and become risk takers. Others focused on the need to 
change gender stereotypes. In conclusion, one speaker stressed that 
men also have caring and compassionate natures and that we should 
allow emotional expression for men.  
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4. Social factors influencing vulnerability and health 
outcomes 

4.1 Health in emergencies 
Mr Altaf Musani 
For the purposes of the presentation the terms disaster, 

emergency and crisis were used interchangeably. The impact of a 
number of disasters (natural and man-made), coupled with the 
inherent vulnerability of the populations is often expressed through 
health status and outcomes. During the 20th century there was an 
increase in the proportion of civilian deaths and injuries in armed 
conflict, such that by the 1990s, 90% of casualties were civilians, many 
of them women and children. Unlike wars, natural disasters tend not 
to be sex selective in their impact. In the Bam earthquake in 
December 2003, 85% of all health infrastructure was destroyed and 
half of all health personnel were lost in one minute. 

The impact of disasters on populations expresses the severity of 
the crisis, and can be measured by the extent to which they disrupt 
routine health care; their affect on mental health in terms of 
increasing rates of violence and substance abuse; and an increase in 
forced labour and prostitution. Existing vulnerabilities are 
exacerbated, among the very young, the very old and among women; 
for example women suffer increased anxiety, rape and unwanted 
pregnancies and sexually transmitted diseases. Girl soldiers are 
found in at least 54 countries, and in 2001 between 700 000 and 2 
million women and children were trafficked across international 
borders. However, it is important to note that men and adolescent 
boys are also victims of war. Men and boys are generally recruited 
into the military to serve as slaves or soldiers, resulting in significant 
mortality and disability. Landmines and unexploded ordnance have 
also caused death and injury among male populations, as noted by 
the International Committee of the Red Cross.  

War is bad for health. If health access is denied to a population 
of a certain size, it is possible to compute how many people are 
denied access to care. For example, for every 10 000 people denied 
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health care in Iraq for one month, at least 30 cases of childhood 
diarrhoea and 55 cases of respiratory infection go untreated; for every 
100 000 Iraqis without access to a referral hospital, 25 emergency 
operations cannot be performed.  

Priorities in the response to disasters, natural or human, are to 
ensure human survival and to reduce suffering. To respond 
effectively we need to learn, and to understand, which are the most 
vulnerable populations and communities, what is their health status, 
to understand the traditional roles and responsibilities of vulnerable 
populations and how communities respond to the testing of their 
social fibre. Activities cannot be undertaken without information 
about the impact of the disaster on the population. Interventions need 
to be appropriate to the particular situation and gender sensitive. In 
the longer term, there is also a need to build capacity for disaster 
reduction and for risk management. 

4.2 HIV/AIDS 
Dr Hala Abou Taleb  
Women suffer a double discrimination from HIV/AIDS and 

from gender. In the Eastern Mediterranean Region, HIV/AIDS is a 
growing problem. All figures are estimates, with almost half the total 
being female. Most transmission is sexual or the result of injecting 
drug use. 

The vulnerability of all sectors of the population is changing 
because formerly protective social behaviours are changing; the 
mobility of the population is increasing, as are socioeconomic 
disparities. There are increasing vulnerable populations which are 
socially marginal and therefore difficult to reach, such as those 
engaging in certain sexual behaviours and drug use. Most sectors of 
the population have limited access to information about AIDS and to 
health care. 

The vulnerability of women and girls is exacerbated by the 
widespread belief that they should be ignorant about sex, and 
passive. Gender norms result in women being restricted to the home, 
with men making most decisions, and the limited dialogue between 
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husbands and wives, especially among the poor. This can lead to 
young women not having the knowledge or power to negotiate 
within marriage. If the man is older and sexually experienced, he 
might be infected with a sexual disease which is then transmitted to 
his wife. Poor women may have no choice but to engage in 
commercial and non-commercial sex, and trafficking in women and 
girls is increasing. Gender stereotyping means that women have less 
access to resources, less negotiating power even within marriage, and 
that it is socially acceptable for men and boys to take risks and have 
multiple partners. There is a cultural silence concerning sexual health 
and education which needs to be overcome to protect girls and boys 
from the harmful effects of gender stereotyping. 

Both sexes would benefit from gender mainstreaming in 
HIV/AIDS services. Gender issues need to be fully integrated into 
HIV/STD programmes. Advocacy and an evidence-based policy 
dialogue would help to create an enabling environment for gender 
equitable access to services, and to information, education and 
communication programmes. Programmes need to be developed for 
three distinct groups: 1) the general population, whose HIV status is 
negative or unknown; 2) services for those who are HIV positive, 
including the protection of partners as most women get HIV from 
their husbands; and 3) special services for vulnerable groups, 
including outreach and referral.  

4.3 Tobacco use 
Dr Fatimah El Awa 
Tobacco use is a serious health problem in the Region, reaching 

epidemic proportions among women, men and children. The lower 
prevalence among women in the Region is due to cultural factors; as 
these cultural norms change, tobacco use increases. A key strategy is 
to change the social acceptance of tobacco smoking. A spiritual 
dimension is appropriate here, as health authorities cannot succeed if 
they act alone. Tobacco companies exploit popular culture in order to 
encourage people to smoke their products; they target women and 
children. A statement from tobacco companies indicates that they 
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consider religion-based tobacco arguments against tobacco use to be a 
threat to their interests, suggesting that they feel vulnerable to such 
approaches.  

The Regional Office issued a statement on the harmfulness of 
tobacco and developed a Regional Plan of Action in 1999 that 
included a religion-based approach; however financing for tobacco- 
related activities is limited. The Tobacco Free Initiative operates 
throughout the Region, helping to increase national capacity, and 
assessing, monitoring and evaluating interventions.  

The Tobacco Free Initiative has been supported by Islamic 
rulings against smoking, such as the fatwa issued in Egypt, which was 
distributed to Member States and in mosques and schools. This fatwa 
has been widely accepted; a study found that of those who accepted 
the fatwa, 68% intended to stop smoking and 60% actually reduced 
their cigarette use. Christian views on smoking are not widely 
known. However, the Vatican has adopted regulations banning 
tobacco use in the Vatican. At the same time, the initiative freeing 
Mecca and Medina from tobacco is one of the largest initiatives in the 
Region, proving that national coordination between different sectors 
is vital for the success of any tobacco control activities. 

There are some indicators that women and girls are at growing 
risk from tobacco use: 
• Changing norms put women and girls at risk. 
• Different motivations for taking up, continuing or ceasing to 

use tobacco can easily increase prevalence among women 
• The role of the tobacco industry in using popular culture in 

designing special campaigns for women and girls is expected to 
cause the prevalence of tobacco use to increase.  
Behaviour change takes time, as tobacco use is an addiction. 

The use of religion in tobacco control campaigns should therefore be 
part of a wider programme that includes strategies that have already 
proved to be successful. At the same time, special religion related 
campaigns should be designed to target women and girls, not only to 
demonstrate the religious aspects of the problem, but also to build on 
the existing culture which is hostile to the use of tobacco by women.  
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4.4 Discussions on social factors influencing vulnerabilities and 
health outcomes 
The discussion of emergencies began with a comment on the 

changing role of women and men in refugee camps, and the need for 
women to earn money for their family. One participant mentioned 
the post-conflict trafficking in women and children, which was rarely 
reported in the media; failed states could not offer protection against 
this. 

A participant involved in activities after the Bam earthquake 
mentioned the need for special services in the first 24 hours of the 
emergency, but that one year later 20% of the population still needed 
special medical care. One promising development has been the 
emergence of a group of 500 women volunteers. In response to the 
question of how one identified those who had been affected in an 
emergency such as that in Bam, or in the recent drought in the Islamic 
Republic of Iran, the speaker mentioned long-term impacts, such as 
drought survivors’ loss of income, and indeed of livelihood, or the 
needs of amputees (from landmines) in the aftermath of war.  

On the stigma of HIV/AIDS, one participant stated that certain 
vulnerable behaviours should remain stigmatized, but that there is an 
obligation to treat people because they are patients. While women 
and girls are more at risk from HIV, especially among displaced 
populations, care should be taken not to stigmatize them as being 
responsible for HIV. Female-headed households in poverty need 
credit to produce an income; credit is preferable to commercial sex, 
even if we accept that debt and credit are not part of our culture. The 
taboo on any discussion of sexuality between spouses is an issue not 
dealt with by religious leaders. One participant pointed out that, 
contrary to an earlier speaker, sex education is now part of the 
curriculum in Morocco and discussed on the media; while there is no 
veto on this kind of discussion, it needs to be dealt with more 
sensitively. 

On smoking, one participant stated that it seemed that people 
were still smoking, though perhaps they smoked less. After four 
years of activities, there should be some impact on behaviour; the 
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speaker responded that it took 40 years for doctors in the United 
Kingdom to change their behaviour. Another participant stressed the 
need to understand the reasons for smoking, and to target the young 
before they start smoking. As everyone knows the health risks of 
smoking, new messages need to be developed. There appear to be 
contradictions when public offices in the Region display no-smoking 
signs, yet smoking is allowed in all coffee shops and restaurants. 
Existing legislation should be enforced and new legislation is needed; 
for example, taxing tobacco and legislating against children buying 
tobacco. Alternative crops also need to be considered for families that 
grow and process tobacco for a livelihood.  

4.4 Group presentations on social obstacles affecting positive 
outcomes for health 
For the second working session, participants were divided into 

four groups: women’s health, emergencies, risk behaviour and 
mental health. Although each group followed the same presentation 
format, a number of different themes emerged that gave unity to 
some presentations, such as that on gendered differences in risk 
behaviour.  

The presentation on women’s health identified the different 
biological vulnerabilities of males and females as expressed in 
different patterns of cancers for males and females; cardiovascular 
diseases as more common among men; and women suffering more 
from reproductive and related morbidities, and chronic illness. 
Women’s illnesses that are stigmatized are those relating to 
reproductive morbidity, sexually transmitted diseases and infertility. 
Mental illness was stigmatizing for both men and women, and the 
grounds for marital separation. 

The group discussing emergencies identified the problem of 
stigmatization of both genders by the host communities as victims, 
rather than as members of communities that have skills, and are 
resilient and can be engaged in defining and implementing the 
solutions to their problems. Men can be stigmatized if they are 
unemployed. Women can be stigmatized if they have been coerced 
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into commercial sex, are forced to beg, or are seen as vulnerable 
heads of households. In many cases, humanitarian agencies do not 
consult women, which results in the inappropriate design of 
responses to the emergencies. In the emergency setting, men and 
women share some common problems: loss of jobs and status, and of 
education; loss of social cohesion, and a sense of isolation because of 
their losses, and, in the long term, hostility from host communities. 
Male norms of behaviour may prevent them from seeking for 
assistance. Women may not have the skills to deal with the world 
beyond their family. 

Risk behaviour was related to differences in the sexual drive for 
males and females. Male promiscuity was tolerated for men, with a 
toleration for multiple partners that was not granted to women. 
Women who appeared not to have undergone FGM, in those 
communities which practice it, may be seen to jeopardize their future 
respectability and be considered promiscuous. Stigma was related to 
condom use as it was often associated with illegal relationships. 
Puberty was seen as a positive experience for men, who felt proud of 
it, but not for women. For males engaging in risk behaviour such as 
drug taking and smoking, stigma and religious prohibitions may 
prevent them from seeking care. Sex education was seen as not 
culturally sensitive and not linked to authentic religious teaching. 

Mental health vulnerability for males and females was seen to 
vary through the life cycle. While minor early childhood disorders 
were more common in boys, by adolescence girls experienced more 
serious problems, such as eating disorders and lack of self esteem. For 
women, hormonal expression resulted in pregnancy-related 
problems, postpartum depression and menopausal problems. Modes 
of expression of mental disorders varied in different cultures, with 
insomnia, headache and similar symptoms in the Arab world, and 
gastrointestinal symptoms more common in the Islamic Republic of 
Iran and Pakistan. Young people exposed to sexual abuse and 
violence were more likely to experience mental illness later in life. 
The whole family experienced stigma if one of their members was 
mentally ill. Barriers to seeking for treatment for mental disorders 
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included stigmatization (gossip), financial and time constraints, and 
access, affordability and acceptability of services.  

5. Strategies for action 

5.1 The positive social outcomes of the community-based 
initiatives programme in Sudan 
Dr Sumaia Al Fadil 
Action-oriented initiatives at the community level, community-

based initiatives (CBI) comprise a group of socioeconomic activities 
based on self-reliance and self-help that are intended to empower 
communities to take care of their own health and development needs 
and alleviate their poverty. All development sectors work together, 
with activities supported on the macro level by pro-poor national and 
regional strategies, and on the micro level by community-based 
initiatives. CBI activities incorporate initiatives by established 
programmes in Basic Development Needs, Healthy Cities and 
Healthy Villages, Women in Health and Development, and 
Community Schools. In Sudan, activities have been supported at the 
highest level of government by the National Higher Committee for 
Sustainable Health and Development, and recently incorporated 
within Commission on Macroeconomics and Health and Poverty 
Reduction Strategy Paper initiatives. 

For CBI, health is at the centre of the agenda, with residents 
working as partners to promote healthy lifestyles, to improve 
environmental services and to reduce the poverty of vulnerable 
groups. Community structures such as village development 
committees and cluster representatives are established to lead the 
development process, with special subcommittees devoted to issues 
such as women, water, and education. Activities include seed loans 
for the skilled unemployed; training for the unskilled unemployed; 
income generation projects for the poor; literacy classes; health 
services and health insurance schemes. Within the village, women are 
encouraged to take on decision-making roles within the different 
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structures, leading to other development roles in the community. The 
experience in Sudan has documented how CBI contributes to the 
well-being of vulnerable groups; for example, it reduces the suffering 
of women by providing improved health facilities, piped water, and 
literacy and skills classes and income generating activities for 
women. The success of the CBI can be measured in a community by 
changes in the level of access to services such as water, safe sanitation 
and education; and changes in health indicators such as levels of 
diarrhoeal disease and acute respiratory infections among children 
under five years.  

The CBI initiative recognizes health as a priority goal in its own 
right, and of central importance to sustainable development; 
improved health has a direct effect on reducing poverty. In order to 
achieve and sustain CBI activities, it is necessary to: 1) provide 
political support at the highest level, together with an allocation of 
sufficient resources; 2) carry out effective advocacy; 3) foster 
intersectoral partnerships; 4) develop and apply regionally specific 
approaches; 5) mainstream gender; 6) initiate bottom-up planning; 
and 7) target the poor and vulnerable. 

5.2 Discussion of community-based initiatives 
One participant mentioned similar programmes to CBI in 

Pakistan; she went to one village and was told, as a politician, that 
she was no longer needed; people could supply their own needs. In 
the Syrian Arab Republic, CBI activities have limited tobacco use, 
with students helping to implement the project. Sustainability is 
important, as projects within the Ministry of Health are likely to stop 
when the funding stopped. In response, the speaker commended 
model CBIs in Pakistan and the Syrian Arab Republic. She said that 
funding for CBIs is not entirely from WHO. Seed money is provided 
to communities as they are poor, and, in time, revolving funds based 
on locally generated revenue and donations from rich community 
members can help to ensure sustainability. 
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5.3 Group presentations on strategies for action 
Common themes emerged from the third working session, with 

each group discussing the same topic as in the second session: 
women’s health, emergencies, risk behaviour, and mental health. 
Groups mentioned the need to document existing research, and to 
carry out further studies, especially on vulnerabilities and on 
stigmatized topics. For the first time, street children were mentioned 
as a high risk group. In sharing examples of successes and lessons 
learned, the CBI approach was identified as useful for long term 
recovery from emergencies, and in tackling mental health problems 
at the community level. 

Collaboration between health authorities and other agencies 
and organizations was mentioned, as health is a developmental issue. 
Intersectoral collaboration was stressed, for example, linking health 
agencies to ministries of religious affairs, women’s affairs and 
education. Partnerships should be forged between government 
agencies, international agencies, religious authorities, and 
nongovernmental organizations; a specific example was collaboration 
between Médecins sans frontières and UNHCR to develop and 
disseminate tools for disaster relief.  

An appeal to religious precepts can be made in efforts to 
prevent conflict, as all religions proscribe war. Religious guidance in 
life skills can also be provided to promote well-being. Fatwas against 
tobacco should be publicized, and other fatwas should be issued to 
promote healthy behaviour and to prohibit unhealthy behaviour. 
Religious education should respond to the developmental needs of 
children and provide them with guidance.  

Training was mentioned as needed for health professionals and 
religious leaders, as well as awareness programmes and sensitivity 
training on gender and mental health issues at all levels from the 
professional to the community; it is important to target religious 
institutions, such as Al Azhar. At the community level parenting 
education and group education sessions would be helpful. Pressure 
groups should be formed to promote legislation, and women should 
be informed of existing legislation and of their rights. 
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Resources exist at the international level for supporting health 
and gender issues, such as the Beijing and Cairo platforms, and the 
Millennium Development Goals. At the international, regional and 
national level WHO has provided strategies, guidelines and planning 
tools. At the local level, community and religious leaders are 
important resources. Mental health services should be integrated into 
primary health services, which should also be made more gender 
sensitive.  

5.4 Discussion of presentations 
The importance of the meaning of gender and gender 

mainstreaming in the Region was stressed. Participants felt that a 
common understanding of these terms within the culture of the 
Region, in harmony with its deep-rooted values and beliefs, needs to 
be established in order to dissipate misunderstandings. One 
participant pointed out that there are some deeply entrenched ideas 
about women’s rights in marriage. Women are stoned for adultery, 
but is it the same for men? Men can have several wives. For others, 
there is no problem with how the Quran perceives the gender issue, 
the problem is that other parts of the world have counter values. 
Western ethics, for instance, are often secular and reject religion.  

The gender programme uses the United Nations definition of 
gender, but on the ground concepts are often used in foreign ways 
which are not acceptable in the Region. Terms such as “gender” and 
“democracy” are formulated in the light of those who have power; 
thus the Government of the United States, for example, imposes a 
certain form of “democracy”. Furthermore, some conventions 
concerning gender issues reject submissions from Islamic countries. 
Perhaps the real problem is secular and religious extremism. To 
counter these trends, religions must be honoured and respected as 
unchanging and as based on respect for people; hence, all religions 
forbid adultery and prostitution.  

Participants agreed that there is clearly a need to think seriously 
about how to mainstream gender in health services, and to use the 
findings of research. Quantitative and qualitative research is needed, 
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oriented towards understanding existing patterns of health and 
health-related behaviour. 

In conclusion, one speaker reiterated that gender is a tool for 
analysis, a guide on how to deal with the reality being faced. There is 
no disagreement, the concept can be accepted, and strategies 
identified that are appropriate for the Region. Religion, which is 
firmly anchored in society in the Region, can be used to study gender. 
Both religion and medicine have a role; a doctor can tell a sick woman 
that she need not fast, yet she may not follow such advice that is 
important to preserve her health. 

The recommendations, based on the deliberations of all 
participants, were passed with minor additions and corrections.  

5.5 Concluding remarks 
The Chair for the final day, Dr Dolatabadi, reiterated earlier 

comments made by Dr Gezairy on the need to identify and separate 
practices endorsed by religion from traditional practices, such as 
female genital mutilation. She noted that the meeting was confronting 
a reality, the disparities in the health of women and men, and that 
health must be looked at first. If religion is viewed as a positive force, 
there are no controversies. Qualitative research, such as narratives of 
women’s lives, can help people to better understand the reasons for 
gender discrepancies in health status. 

Dr Khayat agreed with what had been said during the 
consultation, and stated that operational research, both qualitative 
and quantitative, was imperative. He reminded participants that the 
Regional Office has adopted a definition of gender as a social 
construct identifying roles, responsibilities, rights and interactions 
appropriate for males and females and for the betterment and 
maintenance of society within the Eastern Mediterranean Region. In 
the Region, the Abrahamic faiths – Islam, Christianity and Judaism – 
share important principles in common, and religion is a guide to help 
people to do what is right for their health. A group of Islamic scholars 
have identified the good points of the Beijing Conference, as well as 
the bad things. The Amman Declaration listed over 60 healthy 
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lifestyles supported by verses from the Quran and by the sayings of 
the Prophet  . He expressed the hope that other faiths would make 
similar efforts to identify healthful practices that are in accord with 
religious teaching, so that religion could be used for good things, 
rather than exploited for bad things. Fairness is the main principle 
expressed in both the Bible and the Quran. 

Ms Joanna Vogel thanked all participants for their input and 
guidance on these important issues. She also thanked all members of 
the secretariat. 

In his closing words, Dr Khayat assured participants that all 
deliberations had been recorded, and that the resulting documents 
would be shared with colleagues. He said that everyone should work 
towards the implementation of recommendations, and should 
continue interactions through email. Constructive proposals would 
be welcomed. The language best understood in the Region should be 
used. Fiqh, jurisprudence, is the result of many years of work, but the 
text can be improved in the light of the needs of the hour. Along with 
the Islamic Organization for Medical Science, there is need to 
consider the right way to arrive at correct and valid views that 
preserve the basic values in the Region. At the same time, it is 
important to move with the present day, be dynamic and innovative, 
and carry out needed reforms. Research past and current is a great 
treasure in providing guidance for health. The Regional Office 
supports research to benefit all the inhabitants of the Region. Action-
oriented research, both qualitative and quantitative, is vital and 
should be made available to all.  

6. Recommendations 

Preamble 
The participants in the regional consultation on gender and 

health in the sociocultural context of the Eastern Mediterranean 
Region, representing 15 countries, sponsored by WHO-EMRO and 
ISESCO: 
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• Taking into consideration that gender is a social construct 
which defines and describes the socially perceived roles, 
responsibilities, rights, opportunities, and interactions for 
females and male for the betterment and maintenance of 
society, within the sociocultural framework of each region; 

• Emphasizing that the religions of Islam and Christianity 
provide a significant influence on social behaviour in the 
Eastern Mediterranean Region and acknowledging that those 
religions promote gender equity in health and society: 

• Presented the following recommendations. 

Recommendations 
Enabling environment 
1. Greater political commitment is needed to mobilize different 

sectors to achieve gender equity in health, both physical and 
mental, as well as equity in human rights. Efforts should be 
made to ensure that legislation, policies and programmes, in all 
areas and at all levels, integrate women’s as well as men’s 
concerns and experiences in their design, implementation, 
monitoring and evaluation. This should include applying the 
following approaches: 

• Reviewing and revising existing laws on the status of 
women. 

• Creating pressure groups to influence legislation on equity 
in health. 

• Strengthening networking and collaboration among civil 
societies. 

• Advocating greater awareness of the government sector in 
understanding social barriers to health in order to influence 
policy design. 

• Using ongoing global gender mainstreaming initiatives to 
facilitate policy change at country level. 

• Promoting community mobilization. 
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Life cycle 
2. The life cycle approach should be used to study gender in public 

health programmes, using sex dissagregated data and mortality 
and morbidity analysis. The life cycle approach should also be 
given greater consideration in gender mainstreaming of public 
health. 

Research 
3. More qualitative and quantitative operational social research 

should be conducted that studies gender factors in health, and 
existing research should be reviewed using sex disaggregated 
data. It is especially important to recognize the value of 
qualitative methodologies, in order to understand in depth the 
“why” and “how” of social processes, taking the following 
points into consideration. 

• Baseline behaviours according to gender should be studied in 
the context of the Region. 

• More study and research is needed on the access to, and 
utilization of, health services. 

Media 
4. The media should be encouraged to promote gender equitable 

behaviour and to reflect health-related religious messages 
positively. Youth, who are most vulnerable to media influences 
on behaviour, need greater awareness and sensitivity in 
deconstructing media messages. Sensitization campaigns should 
be conducted on gender equity in health, especially considering 
constraints of poverty and limited health literacy. 

Religious influence 
5. Religious institutions and leaders should be sensitized to gender 

in health issues, such as FGM, including the ethical dimensions 
and the health institutions and leaders in religious issues. 
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6. Distinctions should be made clearer between religious 
influences and traditional influences on behaviour, through 
the use of educational curricula, religious institutions and 
media channels. 

7. Religious institutions should be encouraged to advocate for 
open discussions on matters traditionally regarded as 
taboo, such as sexual health and FGM. 

8. Women should be encouraged to pursue religious careers. 

9. More discourses should be held on linguistics and the use 
of language in interpretation of religious texts, particularly 
issues related to gender. 

10. Religious institutions should be encouraged to analyse and 
study sociocultural barriers to health and, where 
appropriate, issue fatwas accordingly. 

Education 
11. Educational curricula should be expanded in scope to 

include greater knowledge and training in life skills, 
including parenting, gender, and health awareness. The 
lady health volunteers programme (based on models 
developed in Pakistan and the Islamic Republic of Iran) 
should be promoted as a useful tool to increase health 
literacy and improve health outcomes. 

12. Education should be provided on promoting health seeking 
behaviour among men, as men are less likely to seek health 
care than women. 

13. Training workshops on gender in health should be 
provided to health professionals. 
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Annex 1 

Agenda 

1. Opening remarks 

2. The social roles of males and females in religion 

3. Group work 1: examples of religious practices in the Region 
which promote health as a human right; examples of traditions 
merging with religious practices in the Region and the 
implications, if any, on health outcomes; examples of male and 
female roles influenced by religious practices; ways in which 
religious institutions may further contribute in closing health 
gaps faced in the Region and work with other institutions in 
promoting health as a human right 

4. Obstacles affecting positive health outcomes: mental health; 
women’s health; risk behaviour in youth 

5. Social factors influencing vulnerability and health outcomes in 
public health: tobacco use; armed conflict; HIV/AIDS 

6. Group work 2: specific male and female biological 
vulnerabilities and risks for the designated public health topic; 
specific male and female responses to the designated public 
health topic; stigma that may exist for this topic; specific social 
barriers that exist for males and females that impede successful 
health outcomes or contribute to vulnerability in public health 

7. Presentation on the positive social outcomes of community 
based initiatives programme in Sudan 

8. Group work 3: specific actions and recommendations which can 
be implemented to overcome some social barriers; existing 
resources and tools that can be used to address social barriers to 
achieving public health within the Region 
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Annex 2 

Programme 

Sunday, 19 December 2004 Cultural dimension of gender and health 
in the Region 

8:30–9:00 Registration 
9:00–9:30 Opening remarks 

Dr Hussein A. Gezairy, Regional Director, WHO 
EMRO 
Mr Mohamed Hakkou, Specialized Programme in 
DDG, ISESCO 

9:30–10:00 Election of Chair and Rapporteur 
Adoption of Agenda 

10:00–11:00 Objectives and expected outcomes, Ms Joanna Vogel 
11:00–12:00 Presentation on the social roles of males and females 

in religion, Dr M.H. Khayat, Father Louka Baseilios 
12:00–2:00 Plenary on the social roles of males and females in 

religion in the Region 
2:00–3:30 Working Session 1: role of religion in guaranteeing 

the human right to health 

Monday, 20 December 2004 Obstacles affecting positive health 
outcomes 

8:30–10:30 Panel 1: Social factors contributing to negative 
outcomes in public health 
Mental health, Dr Ahmad Mohit 
Women’s health, Dr Ramez Mahaini 
Risk behaviour in youth, Dr Abdel Halim Joukhadar 

10:30–12:00 Group presentations from working session 1 
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12:00–2:30 Panel 2: Social factors influencing vulnerability and 

health outcomes in public health 
Tobacco use, Dr Fatimah El Awa 
Armed conflict, Mr Altaf Musani 
HIV/AIDS, Dr Hala Abou Taleb 

2:30–4:00 Working session 2: Social obstacles affecting positive 
health outcomes in the Eastern Mediterranean Region 

Tuesday, 21 December 2004 Strategies for action 

8:30–9:00 Presentation on the positive social outcomes of the 
community-based initiatives programme in Sudan, 
Dr Sumaia Al Fadil 

9:00–11:00 Working session 3: Strategies for action to overcome 
social barriers in achieving optimal health outcomes 
in the Eastern Mediterranean Region 

11:00–2:00 Group presentations from working sessions 2 and 3 
2:00–3:00 Major conclusions and future directions 
3:00–3:30 Closing session 
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Cairo 
 
Dr Susan Watts 
Senior Research Associate 
Social Research Center 
American University in Cairo  
Cairo 
E-mail: sjwatts@aucegypt.edu 
 
 
ISLAMIC REPUBLIC OF IRAN 
Dr Shiva Dolatabadi 
WRO/Islamic Republic of Iran  
E-mail: Shdolatabadi@yahoo.com  
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Dr Jamileh Kadivar 
Member of Parliament 
Secretary General of Association of Iranian Women Journalists 
Teheran  
E-mail: Jamileh-k@hotmail.com 
 
 
IRAQ 
Dr Busrah Z. Khalef 
Medical Operations and Specialist Services  
Ministry of Health  
Baghdad  
 
Dr Abdul Rahman Dawood 
Planning and Human Resources Directorate 
Ministry of Health  
Baghdad 
 
Dr Faten Abdul Majeed 
Public Health and PHC directorate 
Ministry of Health 
Baghdad 
E-mail: faten-mays@yahoo.com 
 
Dr Alia Kurdi  
Gender Expert 
Baghdad 
E-mail: aliakurdi95@hotmail.com 
 
 
JORDAN 
Dr Ruwaida Rashid 
Director of Maternity and Childhood Services 
Ministry of Health  
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Dr Amal Mansour 
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Beirut 
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Dr Taha Abdurrahman 
Professor of Philosophy and Logic 
Mohamed V University 
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Dr Saddudin Othamani  
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Ms Halima Saghour 
Chairperson 
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