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Letter from the Editor
The year 2008 marks the anniversaries of two auspicious occasions in the 
history of public health. The first is the 60th anniversary of the founding 
of the World Health Organization on 7 April 1948, the second the 30th an-
niversary of the Declaration of Alma Ata on 12 September 1978.

With the establishment of the United Nations (UN) in 1945, it was 
decided in 1946 to create a single health organization of the UN which 
would join together and continue the functions previously carried out 
by the Health Organization of the League of Nations, the Office Interna-
tional d’Hygiène Publique (OIHP), and a third across the Atlantic, the Pan 
American Sanitary Bureau. Thus was the beginning of WHO, but it did not 
come into formal existence until 7 April 1948, when its constitution was 
ratified by UN Member States.

The preamble to the WHO Constitution illustrates the idealism em-
bodied in the establishment of the Organization: that health goes beyond 
simply the absence of disease or infirmity and is a state of complete 
physical, mental, and social well-being; that health is a basic human right 
for all people, irrespective of race, religion, political belief, and economic 
or social condition; that health is central to the attainment of peace; and 
that governments have a responsibility for the health of their peoples. The 
Organization thus has just one objective, clear and simple: the attainment 
by all peoples of the highest possible level of health.

While in the 30 years following the founding of WHO much progress 
in health was made, there was a growing realization of and dissatisfaction 
with the inequalities in health status and the provision of health care, 
particularly among the developing countries. This prompted WHO and 
UNICEF to convene the International Conference on Primary Health Care 
at Alma Ata in 1978. At this groundbreaking meeting, primary health care 
came to the fore and its importance as a means to achieving an acceptable 
level of health for all was recognized. The meeting culminated in the 
Declaration of Alma Ata which emphasized, inter alia: the need to reduce 
inequalities in health status; the link between health and development; the 
need for community involvement in health care planning and provision; 
and the responsibility of governments for the health of their peoples. It 
reaffirmed that health is a human right and the attainment of the highest 
possible level of health was a paramount social goal, and it clearly stated 
that primary health care was the key to attaining this goal.

Now in 2008, the world is greatly changed since 1948, and even 1978. 
Unfortunately, inequalities in health status and in access to health care 
remain and much still needs to be done, but there is now unprecedented 
interest in health and increasing recognition that health and development 
are inextricably linked and should be addressed together; hence the focus, 
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for example, on the Millenium Development Goals and the Social Deter-
minants of Health. WHO continues to pursue its objective and remains 
committed to comprehensive primary health care as a means to address the 
challenges of health in the 21st century.

The current special issue provides a brief view of WHO’s work and 
achievements in the past 60 and 30 years, with particular reference to the 
Eastern Mediterranean Region. Sixty, or even 30, years of work cannot 
be condensed into a single issue but we hope the papers presented give 
some illustration of what WHO has been doing and where it is going in its 
continuing aspiration to achieve health for all.

We would like to thank all the authors in this issue for their valuable 
contribution.

Among the 26 countries that ratified the WHO Constitution, the follow-
ing were from the Eastern Mediterranean Region: 

 Iran 23 November 1946
 Syria 18 December 1946
 Jordan 7 April 1947
 Saudi Arabia 26 May 1947
 Iraq 23 September 1947
 Egypt 16 December 1947

The dates shown indicate the time each country became party to the 
constitution.
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Preamble to the Constitution of the 
World Health Organization

THE STATES PARTIES to this Constitution declare, in conformity with the Charter of the United 
Nations, that the following principles are basic to the happiness, harmonious relations and 
security of all peoples:

Health is a state of complete physical, mental and social well-being and not merely the 
absence of disease or infirmity.

The enjoyment of the highest attainable standard of health is one of the fundamental rights 
of every human being without distinction of race, political belief, economic or social 
condition.

The health of all peoples is fundamental to the attainment of peace and security and is 
dependent upon the fullest co-operation of individuals and States.

The achievement of any State in the promotion and protection of health is of value to all.

Unequal development in different countries in the promotion of health and control of 
disease, especially communicable disease, is a common danger.

Healthy development of the child is of basic importance; the ability to live harmoniously in 
a changing total environment is essential to such development.

The extension to all peoples of the benefits of medical, psychological and related knowledge 
is essential to the fullest attainment of health.

Informed opinion and active co-operation on the part of the public are of the utmost 
importance in the improvement of the health of the people.

Governments have a responsibility for the health of their peoples which can be fulfilled only 
by the provision of adequate health and social measures.

ACCEPTING THESE PRINCIPLES, and for the purpose of co-operation among themselves and with others 
to promote and protect the health of all peoples, the Contracting Parties agree to the present 
Constitution and hereby establish the World Health Organization as a specialized agency within 
the terms of Article 57 of the Charter of the United Nations. 
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Declaration of Alma Ata

The Declaration of Alma Ata was adopted at the International Conference on Primary Health Care, Alma 
Ata, USSR, 6–12 September 1978

The International Conference on Primary Health Care, meeting in Alma-Ata this twelfth day 
of September in the year Nineteen hundred and seventy-eight, expressing the need for urgent 
action by all governments, all health and development workers, and the world community to 
protect and promote the health of all the people of the world, hereby makes the following

Declaration

I

The Conference strongly reaffirms that health, which is a state of complete physical, mental 
and social wellbeing, and not merely the absence of disease or infirmity, is a fundamental 
human right and that the attainment of the highest possible level of health is a most impor-
tant world-wide social goal whose realization requires the action of many other social and 
economic sectors in addition to the health sector.

II

The existing gross inequality in the health status of the people particularly between devel-
oped and developing countries as well as within countries is politically, socially and eco-
nomically unacceptable and is, therefore, of common concern to all countries.

III

Economic and social development, based on a New International Economic Order, is of 
basic importance to the fullest attainment of health for all and to the reduction of the gap 
between the health status of the developing and developed countries. The promotion and 
protection of the health of the people is essential to sustained economic and social develop-
ment and contributes to a better quality of life and to world peace.

IV

The people have the right and duty to participate individually and collectively in the plan-
ning and implementation of their health care.

V

Governments have a responsibility for the health of their people which can be fulfilled only 
by the provision of adequate health and social measures. A main social target of govern-
ments, international organizations and the whole world community in the coming decades 
should be the attainment by all peoples of the world by the year 2000 of a level of health that 
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Primary health care is essential health care based on practical, scientifically sound and so-
cially acceptable methods and technology made universally accessible to individuals and 
families in the community through their full participation and at a cost that the community 
and country can afford to maintain at every stage of their development in the spirit of selfre-
liance and self-determination. It forms an integral part both of the country’s health system, 
of which it is the central function and main focus, and of the overall social and economic 
development of the community. It is the first level of contact of individuals, the family and 
community with the national health system bringing health care as close as possible to where 
people live and work, and constitutes the first element of a continuing health care process.

VI

will permit them to lead a socially and economically productive life. Primary health care is 
the key to attaining this target as part of development in the spirit of social justice.

VII

Primary health care:
1. Reflects and evolves from the economic conditions and sociocultural and political 

characteristics of the country and its communities and is based on the application of 
the relevant results of social, biomedical and health services research and public health 
experience;

2. Addresses the main health problems in the community, providing promotive, preventive, 
curative and rehabilitative services accordingly;

3. Includes at least: education concerning prevailing health problems and the methods of 
preventing and controlling them; promotion of food supply and proper nutrition; an 
adequate supply of safe water and basic sanitation; maternal and child health care, in-
cluding family planning; immunization against the major infectious diseases; prevention 
and control of locally endemic diseases; appropriate treatment of common diseases and 
injuries; and provision of essential drugs;

4. Involves, in addition to the health sector, all related sectors and aspects of national and 
community development, in particular agriculture, animal husbandry, food, industry, 
education, housing, public works, communications and other sectors; and demands the 
coordinated efforts of all those sectors;

5. Requires and promotes maximum community and individual self-reliance and participa-
tion in the planning, organization, operation and control of primary health care, making 
fullest use of local, national and other available resources; and to this end develops 
through appropriate education the ability of communities to participate;

6. Should be sustained by integrated, functional and mutually supportive referral systems, 
leading to the progressive improvement of comprehensive health care for all, and giving 
priority to those most in need;

7. Relies, at local and referral levels, on health workers, including physicians, nurses, mid-
wives, auxiliaries and community workers as applicable, as well as traditional practition-
ers as needed, suitably trained socially and technically to work as a health team and to 
respond to the expressed health needs of the community.
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All countries should cooperate in a spirit of partnership and service to ensure primary health 
care for all people since the attainment of health by people in any one country directly con-
cerns and benefits every other country. In this context the joint WHO/UNICEF report on 
primary health care constitutes a solid basis for the further development and operation of 
primary health care throughout the world.

VIII

All governments should formulate national policies, strategies and plans of action to launch 
and sustain primary health care as part of a comprehensive national health system and in 
coordination with other sectors. To this end, it will be necessary to exercise political will, to 
mobilize the country’s resources and to use available external resources rationally.

IX

X

An acceptable level of health for all the people of the world by the year 2000 can be attained 
through a fuller and better use of the world’s resources, a considerable part of which is now 
spent on armaments and military conflicts. A genuine policy of independence, peace, détente 
and disarmament could and should release additional resources that could well be devoted 
to peaceful aims and in particular to the acceleration of social and economic development 
of which primary health care, as an essential part, should be allotted its proper share. The 
International Conference on Primary Health Care calls for urgent and effective national and 
international action to develop and implement primary health care throughout the world and 
particularly in developing countries in a spirit of technical cooperation and in keeping with 
a New International Economic Order. It urges governments, WHO and UNICEF, and other 
international organizations, as well as multilateral and bilateral agencies, nongovernmental 
organizations, funding agencies, all health workers and the whole world community to sup-
port national and international commitment to primary health care and to channel increased 
technical and financial support to it, particularly in developing countries. The Conference 
calls on all the aforementioned to collaborate in introducing, developing and maintaining 
primary health care in accordance with the spirit and content of this Declaration.
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Editorial

Thirty years of primary health care 
in the Eastern Mediterranean Region
Belgacem Sabri1

1Director, Division of Health Systems and Services Development, World Health Organization Regional Office 
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The World Health Organization (WHO) is 
celebrating its 60th anniversary this year 
which coincides also with the 30th anni-
versary of the Declaration of Alma Ata on 
health for all through primary health care 
(PHC) [1]. The double celebration will al-
low countries around the world, including 
those of the WHO Eastern Mediterranean 
Region, to assess the major achievements 
of PHC reform, to deal with the unfinished 
agenda and to look to the future taking into 
consideration the evolving health and non-
health scenarios at national, regional and 
global levels.

Since Alma Ata, the health status of 
people has improved in most countries as 
reflected in the trend analysis of life expect-
ancy and important morbidity and mortality 
indicators. These health gains have been 
facilitated by improvements in the major 
social determinants of health, including 
literacy, economic development and access 
to clean water and sanitation. In addition, 
during this time, more evidence has been 
generated on the positive linkages between 
health and development as reflected in sev-
eral global publications such as the World
Development Report: investing in health
and Macroeconomics and health: investing 
in health for economic development. Report 
of the Commission on Macroeconomics and 
Health [2,3]. Key poverty reduction strate-
gies have advocated increasing investment 

in health and the development of pro-poor 
health policies and interventions. The glo-
bal efforts culminated in the United Nations 
(UN) Millenium Summit in 2000 out of 
which came the Millennium Development 
Goals that called for actions to improve the 
lives of the poor and set targets to be met 
by 2015 [4].

The strong political commitment of 
policy-makers to the Goals and principles 
of PHC has had a positive impact on the de-
velopment and strengthening of health sys-
tems in the Eastern Mediterranean Region. 
Ministries of health have been restructured 
in order to accommodate the new integrated 
and comprehensive approach to service 
delivery and to focus on decentralization. 
Many countries have expanded their PHC 
networks using community health workers, 
who provide prevention and promotion 
services and supply essential medicines to 
treat minor health problems in the com-
munity. Efforts have also been made to 
promote community participation and 
empowerment and to seek intersectoral 
collaboration through community-based 
initiatives centred on health development.

All community-based schemes use so-
cial and economic determinants as entry 
points to comprehensive development in-
cluding health. The increase in the number 
of countries using such approaches illus-
trates the degree of ownership that com-
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munities feel of their efforts to improve 
individual, community and public health 
services. The WHO Regional Office for 
the Eastern Mediterranean has been active 
in networking between developing com-
munities inside and outside countries and in 
trying to make objective evaluations of the 
integration of the various social, economic 
and health dimensions of community-based 
initiatives [5].

The launch of health for all through pri-
mary health care in 1978 occurred against 
an unfavourable economic and political 
background worldwide and in our Region. 
The severe economic crisis in the 1980s and 
major macroeconomic reforms implement-
ed in low- and middle-income countries 
constrained investment in health and public 
health. The economic support advocated 
by WHO to implement PHC, the need for 
which has been further highlighted by the 
work of the Commission on Macroeconom-
ics and Health, has not fully materialized, 
and many health systems in the Region 
remain under-funded.

Inequity in health care financing has 
not decreased since Alma Ata as reflected 
in increasing out-of-pocket spending and 
reduction of government spending on health 
[6]. The limited economic and financial 
support to health systems has not allowed 
proper implementation of decentralized 
health systems based on PHC in some 
countries. Despite commendable efforts 
by governments, the level of social health 
protection remains inadequate in low- and 
middle-income countries of the Region. Re-
cent research carried out by WHO globally 
and in the Region shows a worrying trend 
of catastrophic ill health expenditure and 
impoverishment following sickness of one 
or more household members [6].

Achievement of health goals has also 
been hampered by the political determi-
nants of health represented by war, oc-

cupation and civil strife which exist in 
about a third of the countries of the Region. 
Man-made disasters, and also droughts and 
earthquakes, have also negatively affected 
the development and strengthening of PHC 
networks, particularly in rural and remote 
areas.

Health systems of the Region are faced 
with many challenges, including epidemio-
logical and demographic transitions, and the 
challenge of globalization. Our countries 
are at various levels of transition and most 
low-income countries are facing the double 
burden of communicable and noncommuni-
cable diseases. The health workforce is not 
appropriately trained to deal with the impact 
of this transition, particularly in relation to 
the promotion of healthy lifestyles and ca-
tering for ageing patients and communities.

Globalization is having an impact both 
on lifestyles, through the promotion of un-
healthy food, and on health systems, through 
limited access to health and biomedical 
technology and migration of skilled health 
professionals inside and between countries. 
At the same time some countries of the 
Region are striving to benefit from new 
opportunities offered by global economies 
in view of their comparative advantages in 
trade in health. These opportunities include 
health and medical tourism which is being 
promoted in some countries and the training 
of health professionals for external markets 
by other countries.

In view of this background and the 
awareness of the importance of PHC, policy-
makers of the Region have reaffirmed their 
commitment to the values and principles of 
PHC, as reflected in many Regional Com-
mittee resolutions [7]. They have reaffirmed 
health as a human right and highlighted the 
importance of intersectoral collaboration 
in health development. Their strong com-
mitment to the Millenium Development 
Goals has focused on the need to invest in 
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health and to direct attention to the social 
determinants of health. This move was also 
triggered by WHO’s renewed focus on so-
cial determinants through the establishment 
of the Commission on Social Determinants 
of Health, a global commission that has 
worked for 3 years and that  will provide 
WHO and its Member States with concrete 
and feasible recommendations on including 
the social determinants approach in health 
systems.

In reviving PHC, countries are building 
on positive achievements and are trying 
to mitigate the negative impact of some 
shortcomings in implementing PHC. Im-
proved integration, out-reach programmes 
and community- and home-based services 
are now the focus of service delivery. Train-
ing of health professionals is being oriented 
towards meeting community health needs 
and dealing with the implications of epi-
demiological and demographic transitions. 
Human resources development is scaling up 

community health workers in some coun-
tries where health systems are facing severe 
challenges including limited funding.

Communities are being empowered in 
order to contribute to their own health de-
velopment by promoting healthy lifestyles 
and physical activity and by involving them 
in planning and management of health care 
services. This is being facilitated by the 
growing and active role played by social 
society organizations in many countries of 
the Region.

The celebration activities to mark the 
30th anniversary of Alma Ata and the 60th 
anniversary of WHO offer a golden op-
portunity to learn important lessons on 
both the factors that facilitate and those 
that hamper implementation of PHC in our 
Region. Sharing experiences and network-
ing between countries and professionals 
will strengthen the Regional move towards 
better and equitable health development.
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Evolution of health promotion: 
a stand-alone concept or 
building on primary health 
care?

The origin and evolution of health promo-
tion is complex, and no single driver is re-
sponsible [1]. The predominant belief (and 
understanding) revolves mostly around the 
fact that health promotion as a public health 
component was introduced in 1986 by the 
World Health Organization (WHO) in Ot-
tawa [2], paving the way for the subsequent 
health promotion movement. However, health 
promotion, as a conceptual framework, stimu-
lating a shift in thinking began around 1978 
when “primary health care” was adopted at 
the Alma-Ata conference as the principal 
mechanism for health care delivery [3]. The 
Alma-Ata Declaration underlined the WHO 
strategy of “Health for all by the year 2000” 
(1977) [4]. It crucially recognized that health 
improvements would not occur just by devel-
oping more health services or by imposing 
public health solutions and heralded a shift in 
power from the providers of health services 
to the consumers of those services and the 
wider community [1]. The primary health 
care initiative became the driving force for 
comprehensive health development over the 
following 2 decades, and provided the right 
environment for the concept of health promo-
tion to develop and grow. 

During the early 1980s, the term “health 
promotion” was increasingly used by a new 

wave of public health activists who were 
dissatisfied with the rather traditional and 
top-down approaches of “health educa-
tion” and “disease prevention” [1]. This, 
however, generated a debate among the 
global public health community about the 
various theories and concepts of prevention, 
education and promotion. Whereas the term 
“health protection” existed long before that, 
and was considered to be consistent with the 
disease perspective and focused attention 
on prevention of disease risk factors and 
diseases [5], it has since been reinforced 
through the primary health care and health 
promotion approaches. 

The debate prompted WHO to call a spe-
cial meeting in late 1984 in Copenhagen to 
provide some clarity and direction. This led 
to the first substantive document on health 
promotion [6]. Two years later the first con-
ference on “health promotion” in Ottawa 
defined the term as “the process of enabling 
people to increase control over, and to im-
prove, their health” in the Ottawa Charter, 
which is still considered the most valid 
principle of furthering health promotion in 
the 21st century [2]. The definition has its 
roots in earlier initiatives such as the Alma-
Ata Declaration, which introduced political 
action, social understanding, and economic 
policy to the concept of health promotion 
[3]. The Ottawa Charter further legitimized 
health promotion as it emphasized the need 
for intersectoral collaboration and equity 
in health [2]. The call for action for health 
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promotion referred to 5 strategies: building 
healthy policy, creating supportive environ-
ments, strengthening community action, 
developing personal skills, and reorienting 
health services. The Ottawa conference is 
often regarded as a milestone in the field 
of health promotion because a vision and a 
strategy to advocate health promotion were 
developed and effectively brought to the 
attention of the public.

In the ensuing 2 decades, the key achieve-
ment of Ottawa 1986 was to legitimize the 
vision of health promotion by clarifying the 
key concepts, highlighting the conditions and 
resources required for health, and identifying 
key actions and basic strategies to pursue the 
WHO policy of “health for all”. Importantly, 
the Charter that emerged also identified the 
prerequisites for health, including peace, a 
stable ecosystem, social justice and equity, 
and resources such as education, food and in-
come. It highlighted the role of organizations, 
systems and communities as well as individual 
behaviours and capacities, in creating choices 
and opportunities for better health [1].

Since the first conference in Ottawa, WHO 
has been instrumental in organizing subse-
quent global conferences on health promotion 
in partnership with national governments 
and associations. These mostly focused on 
each of Ottawa’s 5 health promotion strate-
gies. The Second International Conference 
on Health Promotion in Adelaide, Australia 
in 1988 explored in greater depth “building 
healthy policy”. The focus of the Third Inter-
national Conference on Health Promotion in 
Sundsvall, Sweden, in 1991 was on “creating 
supportive environments”. This particular 
conference was the first where the notion 
was put across how environments (physical, 
social, economic, or political) can be made 
more supportive of health. The Fourth Inter-
national Conference on Health Promotion 
held in Jakarta, Indonesia, in 1997 reviewed 
the impact of the Ottawa Charter and engaged 

new players to meet global challenges. The 
evidence presented showed that health promo-
tion strategies can contribute to improvement 
in health and the prevention of diseases in 
developing and developed countries alike. 
Five priorities were identified in the Jakarta 
Declaration on Health Promotion into the 
21st Century: promote social responsibility 
for health, increase investments for health 
development, consolidate and expand partner-
ships for health, increase community capacity 
and empower the individual and secure an 
infrastructure for health promotion. These 
were confirmed in May 1998 through the 
World Health Assembly Resolution on Health 
Promotion (WHA 51.12). 

Despite the evolution of health promotion 
over the decades and the progress being made 
through these successive conferences as well 
as through the parallel initiatives WHO was 
taking, 2 important challenges remained. The 
first was to demonstrate, and communicate 
more widely to developing countries, that 
health promotion policies and practices can 
make a difference to health and quality of life. 
The second was even more important: that ac-
tion for health promotion can achieve greater 
equity in health and can close the health gap 
between population groups [1]. That is why the 
Fifth Global Conference on Health Promotion 
in Mexico in 2000 primarily focused on health 
inequalities both within and between coun-
tries. This conference resulted in the Mexico
Ministerial Statement for the Promotion of 
Health: from ideas to action, which affirmed 
the contribution of health promotion strategies 
in sustaining local, national and international 
actions in health [7].

At the dawn of the new millennium, it was 
increasingly realized that the global public 
health landscape was changing dramatically 
and that more understanding (and action) 
was required to address the determinants of 
health if the health of the population was to be 
promoted. Unforeseen opportunities and chal-
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lenges surfaced, such as the negative effects 
of climate change on population, geopolitical 
changes, debt in developing countries, and 
of course globalization of people, money, 
products and services [1], which had very 
important implications on wider public health 
as well as the way health promotion should 
position itself. 

It was in this context that the Sixth Global 
Conference on Health Promotion in Bangkok 
in 2005 identified actions, commitments and 
pledges required to address the determinants 
of health in a globalized world through health 
promotion [8]. The conference was structured 
around 4 themes: the new context, health-
friendly globalization, partners, and sustain-
ability, and resulted in the second health 
promotion charter, which identified 4 key 
commitments to promote health (central to the 
global development agenda; a core responsi-
bility for the whole of the government; a key 
focus of communities and civil society; and 
a requirement for good corporate practice) 
and 5 key action areas (advocate for health 
based on human rights and solidarity; invest in 
sustainable policies, actions and infrastructure 
to address the determinants of health; build 
capacity for policy development, leadership, 
health promotion practice, knowledge transfer 
and research, and health literacy; regulate and 
legislate to ensure a high level of protection 
from harm and enable equal opportunity for 
health and well-being for all people; and part-
ner and build alliances with public, private, 
nongovernmental and international organiza-
tions and civil society to create sustainable ac-
tions). The 4 key commitments and the 5 key 
action areas build on the previous key action 
areas put forward by the Ottawa Charter and 
articulate a renewed vision on health promo-
tion, tackling the inequities and inequalities 
in health through addressing the determinants 
of health.

However, some of the terms commonly 
used in the public health community, e.g. dis-

ease prevention, health education, wellness, 
quality of life, and health promotion, have at 
times led to confusion in their understanding. 
It is therefore, important that the concepts of 
health promotion, prevention and protection 
are discussed so as to effectively understand 
the difference between these public health 
disciplines.

Prevention, promotion, 
protection and education in 
health: similar or different 
entities?

As mentioned above, a clear understand-
ing of the terms (and their application) is 
essential for public health practitioners to 
understand:
• Are these more or less the same terms, 

and applied in a similar fashion? 
• If different, can they be applied togeth-

er?
• If the same, why are different terms used 

in public health practice? 
This paper does not aim to generate a 

theoretical debate on these questions but 
to try to argue (based on the published lit-
erature) for a more rational approach in the 
meaning and application of these terms.

Prevention 
Prevention in health calls for action in ad-
vance, based on knowledge of natural his-
tory, in order to make it improbable that the 
disease will progress subsequently. Preven-
tive actions are defined as interventions di-
rected to averting the emergence of specific 
diseases and reducing their incidence and 
prevalence in populations. The discourse 
of prevention is based on modern epide-
miological knowledge. It aims to control 
the transmission of infectious diseases and 
reduce the risk of degenerative diseases or 
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other specific ailments. Health prevention 
and education projects are structured by 
circulation of scientific knowledge and nor-
mative recommendations to change habits. 
To promote means “to further the devel-
opment, progress, or establishment of (a 
thing); encourage, help forward, or sup-
port actively (a cause, process, etc.)” (New 
Shorter Oxford English Dictionary, Ox-
ford University Press, 1997). Traditionally, 
health promotion is defined more broadly 
than prevention, since it relates to measures 
that “are not directed to a given disease or 
disorder, but serve to increase overall health 
and well-being” [9]. Promotion strategies 
emphasize changing people’s living and 
working conditions, which underlie health 
problems, calling for an intersectoral ap-
proach [10].

Although this undeniably constitutes 
progress, this positive concept entailed a 
new problem at both the theoretical and 
practical levels. By considering health in its 
full sense, we are dealing with something as 
broad as the notion of life itself [11].

Promotion
Health promotion reaffirms considering not 
only how to avoid being sick, a negative 
concept, but also how to expand the poten-
tial for living, a positive view: “The main 
difference between health promotion and 
disease prevention is the premise of health 
promotion regarding health as a resource of 
everyday life” [12]. Without doubt, most 
people want life to include being able to 
move about freely, enjoying food, feeling 
good, remembering things, and having fam-
ily and friends. 

This is clearly beyond disease preven-
tion, and illustrates the importance of con-
sidering the nature of health promotion 
[11].

There are other dimensions differentiat-
ing health promotion from disease preven-

tion which are embedded in the definition 
of health itself (WHO 1986): health balance 
and health potential [2]. Health balance 
is essentially the Hippocratic notion of 
dynamic equilibrium between the human 
organism and its environment, a basically 
stable relationship of a person with the 
world outside. On the other hand health 
potential consists of reserves, an individual 
capacity to cope with environmental influ-
ences that jeopardizes health balance. This 
concept goes beyond the idea of immunity 
to harmful biological agents: it includes 
the ability to withstand the adverse effects 
of causes leading to ill-health, the loss of a 
loved one or myriad other injurious circum-
stances of daily life [13–15].

Health is a phenomenon of the individual 
just as disease is: each person has a certain 
degree of health that may be expressed as a 
place in a spectrum. From that perspective, 
promoting health must focus on enhancing 
people’s capacities for living. This means 
shifting them toward the healthier end of 
the spectrum, just as prevention is aimed 
at avoiding the conditions that can push 
them toward the opposite end. Of course, 
many of the actions, e.g. obtaining adequate 
exercise and appropriate nutrition, aimed at 
health promotion also achieve specific dis-
ease prevention. When such measures are 
directed against a particular disease, such as 
cessation of smoking to minimize the risk 
of lung cancer, they may be regarded as dis-
ease prevention; when the same measures 
are aimed at improving health generally, for 
example, preserving optimum respiratory 
and cardiovascular systems, they may be 
regarded as health promotion [16].

Health promotion is seen as a human 
right (as laid down in the constitution of 
WHO). This is a positive concept emphasiz-
ing social and personal resources as well as 
physical capacities. The responsibility of 
health promotion actions extends far beyond 
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the health sector and health behaviour to 
well-being and quality of life. It is a human-
istic approach having the human being and 
human rights in focus again. The individual 
becomes an active and participating subject. 
The role of professionals is to support and 
provide options, enabling people to make 
sound choices; to point out the key determi-
nants of health; and to make people aware 
of them and able to use them [17].

Protection
Health protection offers equality of op-
portunity for people to enjoy the highest 
attainable level of health, and is achieved 
through the development and implementa-
tion of legislation, policies and programmes 
in the areas of environmental health protec-
tion and community care facilities. Health 
protection in the modern public health age 
focuses mainly on: 
• preventing and controlling infectious 

diseases
• protecting against radiation, chemical 

and environmental hazards.
In summarizing these disciplines based 

on the recent public health discussion, the 
available literature shows that the health 
protection perspective means that the inter-
ventions limit the risk of disease. The efforts 
and interventions are population-based and 
passive. Health protection aims at reducing 
the likelihood that people will encounter 
environmental hazards or behave in unsafe 
or unhealthy ways. The interventions are 
aimed at preventing people from falling into 
sickness or illness by building protective 
mechanisms. The preventive perspective 
utilizes active interventions characterized 
by an empowering attitude where people 
are actively involved. The rationale is to 
reduce the negative effects and risks, thus 
maintaining the health of the public. The 
interventions are both population-directed 

(protective) and individual-based (preven-
tive) [18].

Education
Health education has a long tradition in 
public health practice. Originally, it was 
a question of the professionals informing 
people of health risks and giving advice 
on how people should live healthy lives. 
Today it is based on a dialogue, involving 
people in their own lives and making their 
own decisions supported by public health 
knowledge. People are, in general, more ac-
tively involved than in the previous stages. 
The interventions are directed towards both 
individuals and groups and one of the key 
outcomes is improved health literacy [19].

Discussion

Distinctions between health protection, 
health promotion and disease prevention 
are discussed in the literature in many ways. 
Health protection and disease prevention 
are considered to be consistent with the dis-
ease perspective. The dominant approach to 
“health” in the literature is health promo-
tion, which focuses attention on facilitating 
health to promote wholeness, integration 
and harmony [5]. It is based on health philo-
sophy, and utilizes health protection as 
well as promotion strategies to promote the 
health of individuals, families and com-
munities.

A clear-cut demarcation between these 
public health disciplines, however, would 
always be difficult to achieve. This dif-
ficulty arises partly in the way modern-day 
public health is defined. One issue is that 
public health defines itself as responsible 
for promoting health, while its practices are 
organized around disease concepts. Another 
is that these practices tend not to consider 
the distance between the concept of dis-
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ease (a mental construct) and falling ill (an 
experience endured), at times substituting 
one for the other [11]. It is precisely here 
that the radical, and at the same time very 
small, difference between prevention and 
promotion in health stands out. It is radical 
because it entails far-reaching change in 
the way knowledge is interlinked and used 
in formulating and operationalizing health 
practices, and this can only truly occur 
by way of a transformed world view, as 
discussed above. It is very small because, 
just like those of prevention, the practices of 
promotion use scientific knowledge. 

Health promotion projects also rely on 
the classic concepts (disease, transmis-
sion, risk) that guide the production of 
specific knowledge in health and whose 
rationality is the same as that of preven-
tion discourse. This can lead to confusion 
and a lack of differentiation between the 
practices, mainly because the radical dif-
ference between prevention and promotion 
is not always clearly affirmed or exercised. 
The idea of promotion involves strengthen-
ing individual and collective capacity to 
deal with the multiplicity of factors that 
influence health. Promotion goes beyond 
applying techniques and norms. It is not 
enough to know how diseases function and 
to find mechanisms to control them: it has 
to do with strengthening health by building 
a capacity for choice, using knowledge to 
discern differences between events. 

In comparison with other established 
fields such as medicine, psychology, or 
sociology, the field of health promotion has 
only recently evolved. Health promotion 
has its roots in many different disciplines. 
As the field has developed, more and more 
components have become incorporated. 
Many of these components existed be-
forehand in their own isolated and limited 
sphere of influence: health education in 
schools or primary health care settings; 

public health programmes such as immu-
nizations or screenings; and occupational 
health measures aimed at preventing dis-
ease or accidents at the workplace. These 
activities involve education, prevention, 
protection and legislation, and all relate to 
the concepts of positive health, well-being 
and lifestyle [20]. The health promotion 
model developed by Downie, Fyfe and 
Tannahill demonstrates the wide range of 
possibilities for health promotion by incor-
porating prevention, health education and 
health protection in overlapping spheres 
[21]. According to this model, Prevention 
focuses on services such as immuniza-
tion, cervical screening, hypertension case-
finding, the use of nicotine-containing 
chewing gum to aid smoking cessation, etc; 
health education is aimed at influencing 
behaviour on positive health grounds and 
seeks to help individuals, groups or whole 
communities to develop positive health 
attributes which are central to the enhance-
ment of true well-being; and health protec-
tion deals with regulations and policies 
such as the implementation of a workplace 
smoking policy in the interests of providing 
clean air, or the commitment of public funds 
to the provision of accessible leisure facili-
ties in order to promote positive health.

Health promotion not only incorporates 
all the domains described above, but also 
the overlapping areas. Preventive health 
education includes educational efforts to in-
fluence lifestyle in the interests of prevent-
ing ill-health, as well as efforts to encourage 
the uptake of preventive services. Preven-
tive health protection addresses policies 
and regulations of a preventive nature such 
as fluoridation of water supplies to prevent 
dental caries. Health education aimed at 
health protection involves raising aware-
ness of, and securing support for, positive 
health protection measures in the public 
and in policy-makers [20]. All 3 dimensions 
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come together as health education, preven-
tion and protection overlap in efforts to 
stimulate a social environment conducive to 
the success of preventive health protection 
measures, e.g. intensive lobbying for seat-
belt legislation. 

These categories, however, are not rig-
idly separate compartments in practice but 
are in reality often combined. For example, 
most health promotion measures are of a 
preventive nature and aimed at empower-

ing individuals to adopt healthy lifestyles. 
Further, the discussion also underlines the 
necessity to include other disciplines such 
as psychology, sociology, public admin-
istration, business and economics, com-
munications and politics. This indicates that 
health promotion comprises efforts to en-
hance positive health and prevent ill-health 
through the overlapping spheres of health 
education, prevention, and protection.
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Introduction

In celebrating the 30th anniversary of pri-
mary health care (PHC) and the declaration 
of Alma Ata in 1978, it is useful to remind 
ourselves that PHC was identified as the 
means or strategy to achieve health for all. 
In other words PHC was considered a com-
prehensive health developmental approach. 
Such an approach includes several features 
and each word in the phrase “primary health 
care approach” represents an essential con-
stituent.

Thus the “Primary” element means that it 
involves what is essential from the perspec-
tive of burden of disease, epidemiology, 
morbidity, mortality and cost–effectiveness, 
as well as what is acceptable. The “Health” 
element means complete health as defined 
by the World Health Organization (WHO), 
i.e. a state of complete physical, mental and 
social well-being and not merely the ab-
sence of disease or infirmity. Health is also 
seen in the context of overall development 
and encompasses the social determinants of 
health. Related sectors and the community 
usually contribute more to the “H” of PHC 
than the Ministry of Health which focuses 
on services or rather the PC of PHC. The 

“Care” element (which is broader than cure) 
includes preventative, curative and reha-
bilitation-related care. It also covers per-
sonal and public aspects. The “Approach” 
element indicates that PHC is dynamic, 
health system-oriented and is the means to 
achieve health for all. As the health system 
orientation covers health services and non-
health services, such as nutrition, water and 
sanitation, primary care (PC) is sometimes 
used interchangeably with PHC. There is, 
however, a clear difference. PC can be 
considered the essential or basic service 
provided by the health authorities and is the 
most widely addressed component of PHC 
as a whole worldwide. PC provides promo-
tive (mainly health education), preventive 
and curative care.

PHC values and principles

PHC is a global public health movement 
based on ethical values and principles. De-
spite the faltering implementation of the 
PHC approach, the world has come to see 
that its values and principles are time-tested 
and as much needed now as they were in 
1978. The principles of PHC include: eq-
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uity, universal coverage, involvement of 
the people, comprehensiveness, integration, 
human rights based, person/user centred-
ness.

Equity is a fundamental principle of 
PHC and is congruent with the vision of 
health for all. It incorporates social inclu-
sion and intolerance of health inequality. 
Health is thus a human right.

The PHC approach encompasses social 
values that put people in the driving seat; 
health systems are driven to respond to what 
people need and aspire to. Such people-
centred health care delivery requires a health 
system where:
• close-to-client health care networks ex-

ist which allow individual, family and 
community problems to be seen in con-
text;

• providers and people can build enduring 
relations of trust that are necessary for 
care to be comprehensive, integrated, 
continuous and appropriate;

• people have and know their rights, have 
choices, and can participate in decisions 
affecting their health; 

• health strategies are comprehensive and 
integrated with overall development.
Intersectoral action and community in-

volvement are essential requirements to 
ensure comprehensiveness, self-reliance 
and sustainability of all activities related 
to PHC.

An important PHC principle relates to 
the way we think of and work for health 
development. PHC is about thinking deeper 
and addressing root causes – the determi-

A value to people-centred care and the 
protection of the health of communities 
requires a response that only PHC-based 
health systems can provide.

A value to people-centred care and the 
protection of the health of communities 
requires a response that only PHC-based 
health systems can provide.

nants of health. A consistent theme through-
out the PHC approach has been the need 
to change the way we think about health 
and healthcare. The existing systems are 
inherently reactive organizations, designed 
primarily to cope with poor health, to pick 
us up when we fall. They are not designed 
to reduce the likelihood of poor health. Fur-
thermore, PHC considers health a strategic 
element of overall development. Recent 
economic studies have shown how people 
can be impoverished because of ill health 
and catastrophic expenditures (Figure 1).

Another principle of PHC is value for 
money. Within this context, primary care 
is about provision of essential care, which 
is most cost-effective. In comparison with 
specialized care, primary care is associated 
with a more equitable distribution of health 
care in the populations of countries which 
have opted to base their national health 
systems on PHC.

Findings and lessons learnt in 
EMR

The voice of the developing world was 
loud and clear at Alma Ata in support of 
PHC and most Eastern Mediterranean Re-
gion (EMR) countries accepted and have 
benefited from the PHC approach. PHC 
also paved the way for other related ini-
tiatives, such as poverty alleviation and the 
Millennium Development Goals (MDGs), 
which EMR countries also subscribed to 
and have benefitted from.

All of our countries, rich or poor, are 
living in two worlds, one for the well off 
and powerful and one for everyone else. 
The two worlds are on divergent paths 
and this is not ethical or acceptable.
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The health in the Region has improved 
and continues to do so but more slowly than 
aimed for (Table 1). Life expectancy and 
proximity to health services have continued 
to increase overall, but large parts of the 
Region have been left behind.

Assessment of PHC in EMR indicates 
that perhaps the main achievements have 
been in the P and C components of PHC. 
But even this has been with a variable de-
grees of success both between countries 
and, more importantly, within countries. 
Using MDG number 4 (under-5 mortality) 
as a proxy overall indicator, progress is 
slower than would reasonably be expected 
(Figure 2), and very variable. High-income 
countries in EMR with low child, low adult 
mortality (EMR B countries) have already 
achieved MDG 4, whereas poor countries 
with high child, high adult mortality (EMR 
D countries) are lagging behind. Further-
more, the gap between the 2 country groups 
has widened since 1970 (Figure 2).

Progress has not only been uneven in 
child health. Indicators show that while 
some countries are on track to meet the 
health for all goals, others are not keeping 
up, are stagnating, or are even going into 
reverse. Table 2 shows the stark inequalities 
among EMR countries with reference to 
some selected indicators.

As well as wide between-country gaps, 
exclusion of certain groups and within-
country inequalities are evident and have 
had direct and indirect effects on health. For 
example, Table 3 shows that Egyptians had, 
on average, 3.5 outpatient visits per year. 
In comparison with other low- and middle-
income countries, Egyptians are above av-
erage users of outpatient services. However, 
utilization rates vary significantly by region 
and income. Individuals in urban areas had 
4.48 outpatient visits per year compared to 
2.75 visits in rural areas. Outpatient visit 
rates varied with income level. Individuals 
in the highest income quintile (annual per 

Figure 1 Household out-of-pocket spending (OOPS) as percentage of total health expenditure 
(THE) in the Eastern Mediterranean Region, 2005 
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capita income > 1700 Egyptian pounds) had 
the highest number of visits (5.11 visits), 
compared with those in the lowest income 
quintile (annual per capita income < 560 
Egyptian pounds) with 2.32 visits. For out-
patient care the richest had over twice as 
many visits as the poorest, an indicator of 
inequity in access to care. The situation in 
most EMR countries likely follows a similar 
pattern of inequalities.

At the policy level, health leaders in 
EMR are learning from experience. The 
dominant pattern of thought in the EMR 
has assumed that what is required is either 
more of the same (more hospitals, nurses, 
doctors, technology) or delivering the same 
things in a different way (service redesign, 
community-based care). There is now a 
general recognition of the need for a com-
prehensive approach to health development 
to ensure better performing health systems. 
There is therefore a greater readiness to 
take a fresh look at the potential of PHC 
and its track record in circumstances where 
it received adequate support. The evidence 
shows that, in today’s globalized world, 
adherence to PHC values is the solution to 
meet what citizens expect for themselves 
and their families, and what they aspire for 
their society.

The achievements by countries that ad-
hered to PHC principles and strategies, such 
as Oman, where infant mortality rate was 
reduced from 118 per 1000 live births in 
1970 to 10.25 per 1000 live births in 2008 
and the under-5 mortality rate was similarly 
reduced from 181 per 1000 live births in 
1970 to 11 per 1000 live births in 2008, 
and the Islamic Republic of Iran, where the 
neonatal mortality rate was reduced from 71 
per 1000 live births in1970 to 21 per 1000 
live births in 2000 and the mortality rate in 
children aged 1–59 months was reduced 
from 150 per 1000 live births in 1970 to 
14 per 1000 live births in 2000, prove the Ta
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merits of the PHC approach. When there is 
the will, PHC flourishes.

The State has the ultimate responsibility 
for organizing health systems around the 
values that drive PHC. Stronger leadership 
is needed to guide the Ministry of Health in 
adopting a new role and new style of work-
ing. This redefinition of roles is important 
in all countries but particularly urgent in 
low-income countries. Experiences indicate 
the need to strengthen the role of the Min-
istry of Health and government and their 
capabilities in 3 key areas: i) explicit and 
effective mechanisms for inclusiveness and 
engagement with a variety of stakeholders; 
ii) information and knowledge management 
which includes continuous, real-time evalu-
ation as well as projections of future health 
challenges; and iii) capacity of the leader-
ship to combine long-term vision, alliance-

building and strategic policy dialogue with 
national and international stakeholders.

The quality of primary care varies from 
one country to another in EMR and tends 
to follows the same pattern as the service 
indicators. Several quality initiatives are 
under way but are still in their early phases, 
especially in middle-income countries. 

Making use of the experiences in devel-
oped countries in gatekeeping and efficient 
use of resources, several countries have 
embarked on the family physician model; it 
is expected that about 80% of ailments can 
be dealt with at this level.

Recently some countries have revisited 
the provision of care especially 2 main as-
pects: economic and organizational. Intro-
ducing prepayment schemes, such as health 
insurance schemes, forced national health 
authorities to consider an economically 

Figure 2 Under-5 mortality rate in 2 groups of Eastern Mediterranean Region countries, Emr 
B (high-income countries with low child, low adult mortality) and Emr D (poor countries with 
high child, high adult mortality),1970–2005 
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feasible package which will allow realloca-
tion of scarce resources to essential care 
(Afghanistan, Pakistan, Yemen and Iraq). 
Wealthy countries have also considered 
a wider package to prepare citizens for a 
defined package as well as to introduce the 
gatekeeper concept (Bahrain, Oman, Saudi 
Arabia, United Arab Emirates, Qatar, Ku-
wait). Some lower income countries have 
also considered packages for improving 
quality of care (Tunis, Egypt) and provid-
ing feasibility and sustainability. Needless 
to say, these packages, while they mimic 
primary care’s essential care by incorporat-
ing preventive, promotive and curative care, 
fall short because they are facility-based and 

reactive rather than proactive; nor do they 
address the determinants of ill heath. This 
is not to underestimate the achievements 
of such schemes but rather to qualify what 
needs to be developed further on the unfin-
ished agenda of PHC in the 21st century.

Challenges and the unfinished 
agenda of PHC in EMR

One may wonder why we did not obtain bet-
ter results with PHC. The following chal-
lenges explain shortfalls in performance 
and response of the health sector in most 
EMR countries.

Alienation of the health workforce
Differences in professional culture and 
financial disincentives explain why health 
care providers have been reluctant to inte-
grate population-based interventions and 
health care services. In particular a major 
challenge is integrating population-based 
work in the practice of private providers.

Fragmentation of care
Political and managerial responsibilities 
(and the corresponding financing mecha-
nisms) for population-based services are 

Table 2 Inequalities in the Eastern 
Mediterranean Region between the highest-
income countries with low child, low adult 
mortality and lowest-income (countries with 
high child, high adult mortality

Indicator Highest Lowest

Population with access 
 to local health services 
 (%) 100 50

Life expectancy at birth 
 (years) 77.5 44.1

Maternal mortality (per 
 100 000 live births) 1600 1

Physicians (per 10 000 
 population) 28.4 2

Nurses (per 10 000 
 population) 55 3.1

Hospital beds (per 
 10 000 population) 37 4.2

Literacy rate (%) 99 19

Population with access 
 to improved water 
 source (%) 100 20

Population with access 
 to improved sanitation 
 (%) 100 23

Table 3 Annual utilization rate per capita, 
Egypt, 1995

Category No. of outpatient 
  visits per year 

Total sample 3.51

Residence
 Urban  4.48
 Rural 2.75

Income quintile 
 Quintile 1 (< LE 560)  2.32
 Quintile 5 (LE > 1704) 5.11
Source: Egypt household health utilization and 
expenditure survey, 1995.
LE = Egyptian pounds.
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located in different institutions or different 
branches of government from those deal-
ing with people-centred care. Because of 
this situation, efforts to decentralize did not 
work and also there was little input from the 
people themselves in the decision-making 
for their health and well-being. 

Shrinking role of MOH as a 
normative national institution
The global and national policy environ-
ments (structural adjustment, decentraliza-
tion of the entire public sector, poverty 
reduction strategies, trade policies, new tax 
regimes, fiscal policies, withdrawal of the 
State) have not been sensitive to health 
issues. Health authorities have failed to 
anticipate or assess the health impact of 
these changes. They have shown a poor 
track record in influencing these policies 
and have been unable to use the economic 
weight of the health sector for leverage.

Disrupted health systems
In some EMR countries, war and humani-
tarian crises (Afghanistan, Iraq, Palestine, 
Somalia, Sudan) have damaged health and 
impeded health progress, both directly and 
by disruption of health systems.

Erosion of trust in the performance 
of national health systems
There has been chronic under-funding of 
national health systems, as shown in Fig-
ure 3. This has led to under-investment in 
the infrastructure and human resources for 
health, which thus has limited the scale of 
response to people’s needs. There has also 
been an erosion of trust in the system among 
the people as a result of wrong choices in 
investing in health where the share of pri-
mary care expenditure in most countries 
is modest in absolute and relative terms. 
The health systems of developing countries 
are thus trapped in a vicious circle of loss 

of trust and under-performance. Striking 
examples are high household out-of-pocket 
expenditure, especially in low- and middle-
income countries (Figure 1) and expendi-
ture on treatment abroad. For example, in 
Yemen it is estimated that a third of total 
health expenditure is for treatment out of 
the country.

Capacity to cope with change
Policy choices within the health sector have 
not kept pace with the challenges of the 
health transition, both old and new, in-
cluding the diseases of poverty, ageing, 
urbanization and globalization. In addition, 
the potential of prevention and promotion 
has been undervalued. Figure 4 shows how 
Oman has invested judiciously in prima-
ry care centres rather than hospitals since 
1975. This correct investment policy is also 
seen in the developed countries, such as the 
United Kingdom, where primary care is the 
default health system and the number of 
hospital beds has steadily decreased since 
1928.

Policy dilemma
Tools, methods and working systems used 
for policy choices within the health sector 
have also not kept pace with the demands 
that have come with globalization, mod-
ernization and the amount of information 
available. The nature of (at times supply-
induced) demand is changing. Unlike the 
market, health leaders have been slow in 
taking this into account and devising and 
using new economic, societal, managerial 
and quality tools.

Dilemma of organization of care in a 
globalized world
It has been a challenge to know how best 
to respond to different forms of trade 
agreements, patents rights and technology 
transfer. In national health systems that are 
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Figure 3 Total health expenditure (THE) per capita in the Eastern Mediterranean Region, 2005 
(THE = US$ 56 billion; average per capita THE = US$ 106; the low income population in the 
Region is 47% of the total, but THE is only 8% of total)

Figure 4 Number of government health institutions in Oman, 1970–2006
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traditionally fragile and have not been able 
to cope adequately with healthcare delivery, 
it is uncertain if they can cope with the ad-
ditional more complex politico-economic 
environment of today and the future.

Conflicting messages from 
international donors and partners
History should not repeat itself by sending 
conflicting messages on revitalization of 
PHC as happened soon after the Alma Ata 
conference. An effective safety measure 
against this is to help national health author-
ities take the lead in steering national health 
programmes and the international support 
they may receive when revitalizing PHC.

Regional aspirations, our 
strategic axes for action 

Bearing in mind all the above discussion, 
there is a need to outline the strategic axes 
to be taken in the next decades to revitalize 
the PHC approach in EMR.

Despite the deepening economic crisis 
and increase in food prices globally, the 
climate for health is not unfavourable for 
the following reasons.
• The world is better armed now to maxi-

mize the impact of PHC for health and 
health equity both technologically be-
cause of new technology and informa-
tion networks, and also socially because 
of growing civil society involvement in 
health and the collective global thinking 
and solidarity for health. 

• The awareness of the link between 
health and poverty makes it possible 
to establish alliances beyond the health 
sector. It shows that the responsibility of 
health leaders is not just for survival and 
combating diseases, but for health as a 
capability in society.

• Global health is receiving unprecedent-
ed attention, with growing interest in 
integrated action and comprehensive 
and universal care.
EMR countries should therefore seize 

the opportunities to advance health and 
“market” PHC values and principles. For 
example, it is possible for developing coun-
tries within the EMR to make substantial 
gains in reducing the infant mortality rate, 
as has been done in some countries of the 
Region, in a shorter period of time than that 
taken by developed countries in the past: in 
the United Arab Emirates, the time taken to 
reduce infant mortality from 100 per 1000 
live births to 30 per 1000 live births was 
12 years (1965–77); for Oman the time was 
15 years (1975–90), for Kuwait 25 years 
(1955–80), while in England and Wales it 
was 36 years (1915–51) (Hill & Yazbeck, 
1994; Mitchell, 1988).

In pursuit of the ultimate strategic goal 
of health for all, the following axes are 
proposed.

Balancing accountability for health, 
health care, wellness and illness
The fact that many health problems have 
multiple determinants makes it necessary 
for PHC population-based interventions 
to rely on multisectoral approaches, which 
are challenging to establish and sustain. 
Furthermore, illness care is only one part 
if health and PHC should develop to be a 
vehicle for health promotion, protection 
and disease control, its core constituents. 
To maximise these aspects, it is necessary 
i) for the State to take measures to ensure 
that population-wide health protection (e.g. 
iodine supplementation, road safety, etc.) is 
funded and implemented; and ii) to ensure 
that, where appropriate, such protection is 
fully integrated with the development of 
people-centred services.
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Much more proactive leadership is 
needed by the State. It needs to: i) survey 
the current social, political and economic 
background, to build consensus and explain 
how PHC can respond to the complex com-
bination of challenges, opportunities and 
aspirations, and to provide communities and 
other stakeholders with examples of actions 
they can take now, and in the medium- and 
long-term, to achieve greater progress in 
health of the people; ii) improve access by 
scaling up PHC networks, through strategies 
that are tailored to the different contexts and 
circumstances; iii) use financial leverage 
to improve equity, in particular through 
targeted strategies to reach the unreached, 
especially those in the lowest percentiles; 
(iv) implement initiatives such as institu-
tional development of local government 
and decentralization; (vi) establish the basic 
structures of accountability within the PHC 
system. These make effective links between 
the first level (such as health centres), the 
districts, and ultimately the Ministry of 
Health.

Strengthening needs assessment 
and responsiveness
One of the core principles of PHC is that 
health care should be organized and deliv-
ered in response to needs in the communi-
ties served. The implication of this principle 
is that the PHC system must have the capac-
ity to assess need in order to change services 
and improve outcomes.

The capacity to assess need becomes 
more important when the health system 
is facing major epidemiological and de-
mographic change (which is the case in 
developed and developing countries). At 
present, the capacity for needs assessment 
in the PHC system in the EMR is limited 
and needs to be improved, particularly at 
the district and health facility levels. This 
requires redeployment of significant re-

sources to the districts, in order for them to 
build the capacity for needs assessment.

Making strategic investment 
decisions in support of PHC 
infrastructure
Primary care is about provision of essen-
tial care which is most cost-effective. The 
evidence from EMR countries shows that 
primary care in comparison with special-
ized care is associated with a more equitable 
distribution of health care in populations of 
countries who opted to base their national 
health systems on PHC. Delivering basic 
services in primary care requires careful 
and skillful planning and multiples levels 
of support – basic is not simple! Strategic 
investment planning of this sort is arguably 
the clearest demonstration of any health 
system’s commitment to PHC. An example 
of appropriate investment in primary care is 
provided by Oman (Figure 4).

The traditional approach to budget 
setting in health systems will often work 
against the implementation of a robust mod-
el of PHC. For example, as demand from an 
ageing population results in increased pres-
sure on hospital beds, the temptation is to 
invest in hospital capacity in response. This 
would be a traditional and reactive planning 
model. The alternative is to anticipate those 
changes well in advance, and to invest in 
improvements to the PHC infrastructure 
and reduce the need for hospitalization.
In addition to financial investment in PHC, 
certain policies are needed in relation to:
• Guaranteeing universal access to es-

sential care through an adequate health 
system preferably supported by a social 
security system; 

• Ensuring a shift from vertical disease-
oriented programmes towards a horizon-
tal community-oriented approach;

• Organizing health systems in an inter-
sectoral network, with cross links to 
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environment, economy, work and edu-
cation at different institutional levels;

• Using the bottom-up approach involv-
ing civil society. The basic development 
needs approach (BDN) in EMR is a 
time-tested approach that can be used in 
different socioeconomic settings, par-
ticularly the deprived ones.

Shifting resources to match 
different communities’ needs
The future orientation of the PHC system 
needs to be towards identifying changing 
needs in diverse communities, and deploy-
ing resources in response to those needs. 
This will make the PHC system more flex-
ible and responsive at the local level. The 
differences in communities can be seen 
in age profile, economic status, morbidity 
patterns, degrees of rurality and also care 
utilization. Thus each community is differ-
ent and unique.

The PHC system initially followed a 
strategy of standardization. However, as 
needs within communities become more 
diverse, resources will need to be redirected 
among communities to deliver a better local 
match of need and capacity. Ensuring the 
most effective match should be one of the 
most important functions of the districts and 
provinces in the future. This argument also 
addresses the equity principle. Stratification 
of communities according to their needs 
requires close communication with and in-
depth knowledge of the community being 
served. Databases and indicators, such as 
demographic and health surveys, are thus 
necessary tools to help achieve this and 
track progress.

Harmonizing the divide between 
personal and communal care
Population-based approaches when adopt-
ed have to be rooted in a strong primary 
care delivery network, even where personal 

health care delivery does not include the 
prevention and promotion programmes (as 
in commercial health care provision). 

The stratification of the population ac-
cording to the spectrum of their health con-
ditions is one method to strike the balance 
between personal and communal care. At 
one end of the spectrum is the healthy popu-
lation whose needs are for promotion and 
counselling and equipping them with skills 
to sustain their healthy status. At the other 
end of the spectrum is the disabled popula-
tion with mental or disabling conditions 
whose particular needs are for rehabilitation 
and hospice care. In between are those 
who are at risk, those suffering from acute 
diseases and those suffering from different 
grades of chronic disease. Stratification 
should include everyone and ensure that at 
any stage of one’s life essential healthcare 
needs are met. The number of strata must be 
limited to enable national PHC systems to 
offer a sensible array of integrated services 
for each stratum and to make these care 
services available almost everywhere.

This axis is essential for building the 
credibility of PHC. There is a very large 
burden of death and suffering from com-
municable and noncommunicable diseases. 
Much of this burden could be averted by im-
proved capabilities for their prevention and 
treatment at the primary care level. Treating 
tuberculosis is personal care but is also 
communal care, whereas treating diabetes 
is personal care. Nonetheless, curbing the 
magnitude of diabetes in the long term is a 
communal issue requiring a comprehensive 
public strategy to address the lifestyle pat-
terns of the community. Future efforts to 
advance PHC should emphasize “compre-
hensive” PHC that addresses such problems 
and, more generally, addresses emergency 
and other unforeseeable situations which 
fall more within the personal domain.
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In a world threatened by emerging dis-
eases and pandemics, vigilance of PHC is 
needed. Any pandemic, such as avian in-
fluenza, exposes weak areas in the national 
health care system, not just in individual 
care but more importantly in communal 
care, and not just in standard areas, such 
as childhood immunization, but more in 
resources allocation and decision-making. 
When building PHC capacity, it is resil-
ience and experience that will protect both 
individuals and the community and will 
hold a system together during a crisis, rather 
than large-scale financial and infrastructure 
investment alone.

Rethinking the boundaries of 
primary care
Based on the arguments above, primary 
care should have different first points of 
contact in response to different needs. With 
the change in burden of disease and need 
for continuity of care, primary care has to 
qualify the first level of contact to meet this. 
These changing patterns require interven-
tions at more than one level of care and, 
in some countries, by other than the public 
sector alone. Chronic diseases in particular 
have different first contact points with the 
health care delivery system depending on 
the stage of disease, whether diagnostic, 
elective or emergency management, or fol-
low-up.

The orientation of the primary care sys-
tem is to deliver care locally wherever 
possible, and to combine health care with 
health protection and health promotion in 
the community. This can, over time, change 
the orientation and role of some specialties, 
which are traditionally seen as a part of 
secondary care, for example paediatrics 
and obstetrics. In some highly developed 
health systems, e.g. Oman, these specialties 
are part of the primary care model, with 
the specialists operating as members of an 

extended primary care team at the local 
level, rather than working predominantly in 
secondary care settings providing reactive 
health care.

There are growing examples worldwide 
of new models of care that are rethinking the 
boundaries of primary care. Some countries 
are addressing broader health and strategic 
thinking for healthy nations. They are look-
ing to redirect the healthcare system from 
providing mainly acute and reactive care 
towards a model which can handle promo-
tion and prevention more effectively.

Promoting and practising the 
integration of healthcare
Promoting integration involves taking a 
whole system perspective and actively en-
couraging ways of working that blur some 
of the distinctions between primary, sec-
ondary and tertiary care, and link them ef-
fectively. There is growing evidence from 
other systems that suggests that high levels 
of such integration can produce good results 
for the population, especially for chronic 
diseases (Green, 2005). Some practical ex-
amples include:
• Promoting co-location and co-working.

This can mean encouraging special-
ists from secondary care to do some of 
their work in primary care settings, such 
as health centres, where they operate 
alongside their primary care colleagues. 
This has major advantages in developing 
the skill base within primary care and 
can help to develop new areas of special 
interest in the primary care team. It also 
improves accessibility for patients.

• Developing care pathways for speci-
fied patient journeys. The pathway will 
describe the required interventions and 
contributions to be made by actors, e.g. 
clinicians in each part of the health sys-
tem for that particular patient journey, 
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including social care, after-care and re-
habilitation. The pathway therefore inte-
grates all of the components of the whole 
care system and clarifies individual re-
sponsibilities. The process of developing 
a new care pathway also gives an ideal 
opportunity for modifying those con-
tributions and improving effectiveness.
In line with care pathways, it is also 
necessary to find a balance between 
interventions at different levels of care 
across the disease continuum so as to 
ensure that the health system includes 
health promotion, illness prevention, 
care of the sick and true community de-
velopment. This thus redefines the com-
prehensiveness of services beyond those 
considered medically necessary. In the 
context of health pathways, preventing 
health problems and responding to them 
if and when they occur requires a contin-
uum of actions at home, in community 
settings (e.g. places of study, play, work 
and worship) and in first level and refer-
ral levels of health facilities. A range of 
actors have roles to play in each of these 
settings, including patients themselves, 
individuals in daily contact with them 
(parents and other family members), 
as well as individuals in regular or oc-
casional contact with them (friends, 
family friends, teachers, sports coaches, 
religious leaders and health workers).

• Using technology to link clinicians 
across primary, secondary and terti-
ary care. The most obvious example is 
telemedicine, which allows clinicians 
in primary care settings to have direct 
access to the skills of their specialist 
colleagues, in real time, and in relation 
to particular patients. This promotes 
co-consulting, and can avoid substantial 
travelling for the patient. In addition, 
such technology can help reach isolated 
and dispersed populations.

• Devolving more tasks to the primary care 
level. New healthcare issues and needs 
have arisen, such as emerging diseases, 
healthy living for ageing, debilitating 
chronic conditions, socially deprivation 
and injury disability. The question will 
always be how to strengthen primary 
care to be able to respond and manage 
such new health needs. Through devolu-
tion, provinces should have the capacity 
to address integration as a long-term 
strategy and to support activities, such as 
the development of new care pathways. 
This step will also address the present 
strongly oriented vertical programming.

Putting the health workforce at the 
centre
Within the context of comprehensive PHC, 
health workers have key roles to play in 
promoting health, preventing health prob-
lems and responding to them if and when 
they arise. They have roles to play both as 
service providers and as agents of change. 
As service providers, health workers help 
well individuals stay well and ill persons 
to get back to good health. As community 
change agents, health workers can help in-
fluential community members take health 
seriously. They need to use their credibility 
and influence to help educators, religious 
leaders, political leaders and others under-
stand the health needs of the community 
and the importance of working together to 
meet these needs.

Health security, occupational hazards 
and potential devastating threats, such as 
avian influenza, demand that primary health 
care workers play a key role at the front line 
of epidemic detection and response.

In order to retain health workers and 
ensure their equitable distribution, particu-
larly among disadvantaged areas, requires 
policies and strategies. Globally countries 
and development partners should address 
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the issues in a more fundamental way and 
support for incentives for national health 
workers should be in the context of equity 
and sustainability.

Additionally, unfinished issues related to 
the health work force should be addressed, 
such as skills mix, career development, 
training, distribution, retention and alloca-
tion of health workers, job descriptions, and 
salaries and incentives.

Strengthening the steering role 
of national health authorities and 
building alliances
In its steering role, the State should support 
the PHC approach through strategic think-
ing, coordination, standards setting and 
quality assurance, and overall assessment 
of the health of the nation. The leadership 
of national health authorities for PHC needs 
to structure and organize an inclusive social 
debate and clearer set of relationships with 
key stakeholders. It should identify these 
stakeholders and show how establishing 
dialogue and relationships is a long-term 
endeavour, but one that conditions the suc-
cessful reorientation of the health sector. 
With the understanding of the fundamental 
PHC values and principles of equity and 
social justice, there is a rising tide of ex-
pectation and mounting public pressure on 
politicians and other leaders in many coun-
tries to re-examine and redefine their com-
mitment to such values and to demonstrate 
more inspired leadership.

At present, the main orientation is to 
the management and delivery of health 
services. As a result, attention at all levels 
is focused on health delivery activities, 
such as number of attendances at health 
centres and other measures of the “inputs” 
of health care. This is understandable when 
the concern is to ensure that all populations 
have access to health services through the 
national PHC system. For the future, how-

ever, the orientation towards accountability 
needs to increasingly reflect a concern for 
health outcomes. This will include linking 
social determinants of health and intersec-
toral action to address the root causes of 
health and ill health.

Alliances should have a purpose in line 
with PHC principles especially when scal-
ing up access to PHC and introducing PHC 
in areas of massive deprivation, neglected 
rural areas and post-conflict situations. The 
State should lead by capitalizing on dis-
trict health care approaches and bringing 
disease-based efforts together in a compre-
hensive and coordinated way to strengthen 
delivery capacity of health systems.

The vital alliance is with the community. 
The principle of community participation is 
at the heart of the Alma Ata declaration and 
allows people’s priorities to be considered 
within the health system, thus increasing 
their participation and inclusion. It also pro-
vides opportunities for expanding delivery 
of some of the key health interventions. 
It offers currently the most potential for 
realigning health care with or integrating it 
in overall development.

Another area for alliance with the com-
munity is financial protection as part of the 
safety net in addtion to empowering the 
excluded, e.g. the peri-urban poor.

An important asset for alliance at the 
national level is the public–private mix 
for PHC. In most settings, a wide array of 
healthcare providers are approached by the 
people to meet their primary health needs. 
Evidence from tobacco control in some 
parts of the industrial private sector in Egypt 
and tuberculosis programmes shows that 
public–private mix is a feasible and cost-
effective approach to engage diverse care 
providers so as to support health promotion, 
strengthen service delivery, improve access 
to health care and provide financial protec-
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tion to the poor (WHO/EMR, unpublished 
data, 2008).

Developing and using new tools 
PHC as an approach has to be innovative 
and dynamic. Additional tools should be 
continuously developed and used to address 
new challenges and changes. The tools gen-
erated should cater for the following areas.
• results-based accountability frameworks 

to lay out what can be done to make 
information instrumental to improving 
outcomes, not only for healthcare, but 
also for social outcomes, such as the 
extent to which the system is people-
centred, equitable and encourages par-
ticipation;

• needs assessment and stratification to 
ensure equity, especially in the margin-
alized and deprived areas. In EMR due 
to the increasing number of displaced 
people and victims of civil strife, new 
ways of addressing the needs of such 
vulnerable groups have to be sought. 
In these settings models should also 
be developed to enable primary care to 
“navigate” patients towards emergency 
medical service.

• partnership of public and private sectors 
including division of tasks of provision 
and financing of care, contractual ar-
rangements and policy setting.

• globalization and its effect at national 
and local levels, including magnitude of 
treatment taken abroad and the migra-
tion of human resources.

• role of PHC in health security especially 
against pandemics and newly emerging 
diseases.

• policy dialogue and engagement includ-
ing evidence-based interventions for 
policy formulation, and managerial, op-
erational and technical activities.

• promotion of self care for all the popu-
lation to avoid risk factors and, for pa-
tients, to encourage compliance with 
treatment.

• cost–effectiveness of the PHC approach 
to prove its relevance and ability to ad-
dress current health needs.

• effective decentralization and integra-
tion in organizing healthcare and its 
programmes;

• retention, recruitment and career devel-
opment of human resources to ensure 
equity;

• effective intersectoral action;
• the best practices of participation of peo-

ple and civil society organizations;
• the strategic use of evidence-based in-

formation and communication technolo-
gies to advance effective PHC;

• health financing in support of PHC and 
use of financial leverage to promote eq-
uity;

• effectiveness and distribution of foreign 
aid in sustaining PHC activities at the 
national level.
Training, followed by continued support 

and supervision of health professionals, is 
key to make these tools effective in revital-
izing PHC.

Promoting global solidarity
If we want to move quickly on the above 
axes we must correct the large financing 
gap. Hence international solidarity is need-
ed, organized so as to bring structural im-
provement to the way countries deal with 
health inequalities. This has implications 
for reshaping and focusing development aid 
for health.

The predicament of aid-dependent coun-
tries shows how countries can build their 
capacity to put pressure on the global aid 
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environment to bring it more in line with 
the Paris principles of harmonization and 
alignment. In this regard the PHC strategy 
can help countries bring more coherence to 
global solidarity for health.

Concluding key messages

 “If the determinants of health, as revealed 
through the PHC approach, are multiple and 
interactive, then policy-making must have 
these qualities. We need government ma-
chinery which is capable of comprehending 
the whole system, as a system, rather than 
its constituent parts…” (Harris & Hast-
ings, 2006). In addition to its complexity, 
health has also become a substantial global 
economic activity amounting to trillions 
of dollars. This fact justifies much greater 
investment in health services research and 
development and building the capacity of 
the national health sector to understand 
and influence the global policies that af-
fect progress towards PHC. It is thus of 
paramount importance to engage senior 
health sector leadership with other sectors, 
political leaders and key sector stakeholders 
in order to:
• heighten the profile of health as a politi-

cal imperative and social goal; 
• articulate the values that drive PHC and 

relate them to other sociopolitical priori-
ties;

• develop a long-term view of the place of 
PHC and the whole of the health sector 
(and not merely its public sector compo-
nents) in society;

• govern human resources for health with 
a double objective of re-orienting the 
system towards PHC and managing the 
human resources crisis.
PHC has demonstrated effectiveness 

and greater efficiency, drives equity, and 
has better outcomes and responsiveness in 
countries where it has been adopted. Thus 
there is a strong rationale for investing in 
PHC, and, given the way the world stands 
today and the challenges of the future, re-
vitalization of PHC is more necessary and 
relevant than ever if we are to achieve the 
most noble and equitable of goals – health 
for all.
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Introduction

Choices about forms of health care, includ-
ing primary health care (PHC), are fun-
damentally political decisions, reflecting 
global and national power structures and 
alliances, changing economic conditions, 
emerging new health problems and health 
care challenges, and the development of 
new health technologies. However, these 
choices also reflect, and are often expressed 
in terms of, a philosophy or rationale based 
on ethical theory or political “ideology”, a 
set of principles that guides decisions. The 
philosophical perspectives on ethics un-
derlying health issues have variously been 
identified as utilitarianism, liberalism, neo-
liberalism, social egalitarianism and com-
munitarianism (Box 1) [1,2]. As regimes in 
many developing countries have changed 
over time, so has the political ideology, re-
sulting in the reinforcement of, indifference 
to, and sometimes rejection of, the major 
tenets of PHC. 

The major tenets of PHC, as they emerge 
globally and in the Eastern Mediterranean 
Region (EMR), prior to and following the 
Alma Ata Declaration of 1978, support 
universal access to care, health equity and 
gender equity, community-based activities 
to link formal health care systems with 
the communities, and intersectoral action, 
which are all needed to tackle what we now 

call the “social determinants of health”. 
As such, they represent to varying degrees 
principles of egalitarianism and/or com-
munitarianism.

This paper traces the evolution of global 
and regional policies on PHC and its cheq-
uered history, which has been marked by 
a number of phases when conditions were 
more, or less, favourable for its develop-
ment. The paper identifies 3 policy phases: 
before Alma Ata; Alma Ata – the first 15 
years (1978–1993); and the era of health 
sector reform and the resurgence of PHC 
(1993–2008). The paper goes on to discuss 
the regional perspective on PHC and fi-
nally closes by recommending a sustainable 
health system based on PHC.

Policy development and 
planning before Alma Ata

Health systems in developing 
countries in the fifties and sixties
In developing countries during the 1950s 
and 1960s conditions gradually emerged 
that were favourable to systematic health 
planning, which extended to the local level 
and was based on a scientific assessment 
of what worked. This laid the foundation 
for the Alma Ata Declaration and the sig-
nificant improvement in maternal and child 
health in the second half of the 20th century. 
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Prior to this time, and depending on the 
country’s political situation, social orien-
tation and economic development, health 
care research and service delivery was frag-
mented and, in general, did not respond to 
actual needs. In former colonial countries 
health systems were developed primarily to 
protect the colonizers, and to maintain the 
economic productivity of the indigenous 
workforce; as such they were poorly adapted 
to the health problems and needs of the gen-
eral population [3,4]. In India immediately 
before and following independence, efforts 
were made to establish an adequate health 
service infrastructure. However, these ef-
forts were largely ineffective, especially 
in rural areas where 80% of the population 
lived but only 20% of the health budget was 
allocated. Health planning restricted itself 
to developing norms and regulations estab-
lished by various committees [5].

In most of Latin America, where 
as a result of past colonialism and 
neocolonialism wide gaps prevailed among 

different social classes with respect to rights 
and privileges, income, education and land-
ownership, as many as 5 different health 
systems co-existed alongside mostly inef-
fective, understaffed and underfinanced 
regular government health services [6]. 
Health services provided by missionaries 
tended to follow the traditional European 
pattern: treatment-on-demand in stationary 
facilities. As conversion was frequently 
considered more important than the deliv-
ery of health care, different denominations 
often duplicated services in one area, while 
leaving other areas uncovered [4].

In developing countries overall, health 
services were fragmented and uncoordi-
nated. Little was known about the health 
problems of the general population, and 
even less about the most vulnerable groups. 
Most countries failed to develop health in-
terventions based on factors acknowledged 
to have contributed so much to the decline 
in child mortality in affluent countries in 
the 19th and early 20th centuries, such as 

Box 1 Political ideology underpinning health systems worldwide

 Utilitarianism – humans act to increase their own well-being (Bentham); policies should 
be judged by their consequences. The greatest good for the greatest number results in, 
for example, an EPI target to cover 80% of children, without considering the fate of the 
other 20%. This perspective is closely related to Kantian liberalism, which holds that all 
individuals have the capacity to make moral choices about their life; hence the modern 
usage of neoliberalism which seeks to disengage the State from health and social 
welfare issues that are more appropriately the domain of individual choice in which health 
is seen as a commodity, not a right.

 Social egalitarianism – health is seen as a “public good” and the aim is to correct health 
and social inequalities by promoting a policy which ensures good health on equal terms 
for the entire population.

Communitarianism – based on a belief in the kind of society that is desirable, guided 
by religion or a sociopolitical philosophy such as socialism or Marxism. Health policy 
focuses on the provision of universal care and disease prevention in an appropriate 
social framework, as in the former USSR, Cuba and the Islamic Republic of Iran.

•

•

•



S44 La Revue de Santé de la Méditerranée orientale Vol. 14, Numéro thematique 

improved hygiene, housing, nutrition and 
breastfeeding, and later on immunization 
and curative programmes.

For the implementation of regional or 
transnational planning, a number of key 
prerequisites were missing. Most important 
among these were: a modern concept of 
public health; qualified public health pro-
fessionals; effective communication and 
exchange of knowledge and experience 
among health researchers; an epidemiologi-
cal database of health indicators for the gen-
eral population, especially for vulnerable 
groups; and the concept of health services 
planning and the prioritization of health 
problems and needs, specifying goals and 
outcome objectives. 

The “scientific” basis for health 
planning and policy formulation
The period between the mid-1950s and 
1970s saw the emergence of modern public 
health that largely replaced or comple-
mented colonial and missionary health care 
practices and research in the developing 
world. Investigations into the overall mor-
bidity and mortality of the general popula-
tion, especially among preschool children, 
were carried out. Outstanding were the 
pioneering surveys on health and nutrition 
of the Haitian population by the United 
States Department of Health, Education and 
Welfare [6] and on causes of child deaths 
in the Americas [7]. In parallel, an ever 
increasing number of corroborating and 
complementary findings were made and 
published by research institutions and indi-
vidual researchers the world over, notably 
the Nutrition Institute of Central America 
and Panama in Guatemala City in Central 
America [9–11], ICDDR-B in Bangladesh, 
[12,13], Narangwal Rural Health Research 
Centre, Punjab, India (RHRC) and Harvard 
University in Punjab, India [14,15], other 

research groups in Africa [16–18] and else-
where in the world [19–23]. The nature, 
precise numbers and causes of child deaths, 
prevalence and incidence of major morbid-
ity states, such as malnutrition, diarrhoeal 
disease, acute respiratory infections and 
tuberculosis, were identified and took their 
rightful place in the hierarchy of health 
problems. Inter-relationships between vari-
ous disease states and their pathological 
and physiological consequences were re-
searched and clarified [24–30]. Relatively 
simple yet highly effective intervention 
methods were devised and successfully 
tested in both urban and rural populations 
in various centres [31–34].

By the late 1970s enough evidence had 
accumulated to support worldwide child 
and maternal health interventions, first for 
the most vulnerable groups and later for 
the entire population. Major infectious dis-
eases could now be controlled: cholera, 
diphtheria, measles, neonatal tetanus, polio-
myelitis, tuberculous meningitis. The dev-
astating disease, smallpox, was eradicated. 
Preventive as well as curative measures 
for malnutrition were identified [35]. For 
the first time selected packages of health 
interventions could address priority health 
problems on a worldwide basis [36–38]. At
the same time, the causes for and effects of 
rapid population growth on health, economy 
and social development were examined and 
potential solutions advanced [39,40]. The 
nature and cost of resources needed for 
these interventions were determined and 
compared with those available to regular 
government services [41].

In parallel with these developments and 
in response to the availability of more evi-
dence for successful interventions, compre-
hensive health planning in response to the 
needs of the population now became pos-
sible. In the late 1960s, the Pan American 
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Box 2 Excerpts from the Declaration of Alma Ata

Article I

“health…is a fundamental human right and…the attainment of the highest possible level of 
health is a most important worldwide social goal whose realization requires the action of 
many other social and economic sectors in addition to the health sector”.

Article II

“The existing gross inequality in the health status of the people particularly between developed 
and developing countries, as well as within countries is politically, socially and economically 
unacceptable and is, therefore, of common concern to all countries.”

Article V

“Governments have a responsibility for the health of their people which can be fulfilled only 
by the provision of adequate health and social measures.”

Article VI

“Primary health care is essential health care based on practical, scientifically sound and 
socially acceptable methods and technology made universally accessible to individuals and 
families in the community through their full participation and at a cost that the community and 
country can afford to maintain at every stage of their development in the spirit of self-reliance 
and self-determination.”

Health Organization (PAHO), in collabora-
tion with the Center for Development Stud-
ies of the Central University of Venezuela, 
developed the PAHO–CENDEZ health 
planning method to prioritize major health 
problems in order of their effective response 
to interventions [42]. At about the same 
time, some public health universities in 
the US, notably Johns Hopkins University, 
started to offer courses on national and sub-
national health planning [43]. Senior health 
professionals from virtually all countries of 
the globe participated and, on return to their 
own countries, helped to initiate national 
and regional health plans. The time was 
now ripe to rally the world to make use 
of all that had been learned to create more 
equitable health services that would result 
in health for all.

Evolution of PHC since Alma 
Ata – the first 15 years (1978–
1993)

The Declaration of Alma Ata and its 
challengers
The International Conference in Alma Ata 
in Kazakhastan in 1978, which was spon-
sored by the World Health Organization 
(WHO) and the United Nations Children’s 
Fund (UNICEF), was a landmark in putting 
PHC on the global public health agenda. 
Over 3000 delegates, 134 Member States of 
WHO and 67 international agencies partici-
pated in the conference. The major outcome 
of the conference was the Declaration of 
Alma Ata (Box 2) that embraced the goal of 
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“Health for All by the Year 2000” using the 
strategy of comprehensive PHC. In addition 
to the provision of essential health services, 
it also envisaged tackling underlying so-
cial, economic and political causes of poor 
health [44]. The idea of comprehensive 
PHC operated at 2 levels: first, as a level of 
contact and care within the health system
reconfigured to emphasize the basic health 
needs of the population; and second, as a 
philosophy of health work, which was part 
of the overall social and economic develop-
ment of the community [45]. Other princi-
ples of the PHC philosophy included the 
use of appropriate technology, a critique of 
medical elitism and the explicit linkage of 
health and social development that requires 
intersectoral collaboration and full commu-
nity involvement [46].

The adoption of the Declaration of Alma 
Ata created a momentum in many develop-
ing countries to initiate changes in service 
delivery. In order to accommodate the new 
focus on PHC, many developing countries 
reorganized their ministries of health, in-
tegrating some vertical programmes and 
strengthening district health systems. WHO 
itself reconfigured its organizational profile 
to provide the required technical support 
to countries and to help them to develop 
necessary capabilities in planning and man-
agement using the concept of “managerial 
process for national health development” 
[47].

Within a year of the Declaration of Alma 
Ata, some international health profession-
als challenged the comprehensive PHC 
approach, which gave rise to “selective” 
PHC. This approach was considered to be 
more pragmatic, financially palatable and 
politically less threatening. Rather than 
trying to strengthen all aspects of the health 
system and simultaneously transform social 
and political relations, the proponents of 

selective PHC maintained that, at least in 
the short term, efforts should concentrate 
on a small number of cost-effective inter-
ventions aimed at tackling major causes of 
mortality and morbidity [48]. The UNICEF-
led GOBI initiative – Growth monitoring, 
Oral rehydration therapy, Breastfeeding and 
Immunization – was the first example of the 
selective approach. Later, at least on paper, 
FFF (Family planning, Female education 
and Food supplementation) was added to 
GOBI to make it more “comprehensive”.

Today, it is clear that the selective 
approach strengthened what are seen in 
many countries as established vertical pro-
grammes. However, selective PHC was 
characterized by a top down approach, 
reduced opportunities for response to local 
needs and local participation. It also ignored 
the broader concerns of poverty, develop-
ment and equity in favour of short term, 
possibly unsustainable, improvements that 
could be easily measured [49]. As such, it 
could be seen as undermining integrated 
PHC.

In response, efforts were made to push 
the wider PHC agenda. WHO established 
an Intersectoral Action for Health Unit, 
supported by the Rockefeller Foundation 
[50]. In 1986, Canadian agencies and WHO 
sponsored the adoption of the Ottawa Char-
ter on Health Promotion, which identi-
fied 8 key prerequisites for health – peace, 
shelter, education, food, income, a stable 
ecosystem, sustainable resources, and social 
justice and equity [51]. The Rockefeller 
Foundation supported the “Good Health at 
Low Cost” initiative to document how some 
developing countries, such as Cost Rica, 
Cuba, Sri Lanka and Kerala State in India, 
had been able to achieve a health status 
better than expected given their economic 
resources [52]. According to one analysis, 
the 5 shared social and political factors that 
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underpinned the success in these countries 
were: i) historical commitment to health as 
a social goal; ii) a social welfare orientation 
to development; iii) community participa-
tion in decision-making processes relative 
to health; iv) universal coverage of health 
for all social groups; and v) intersectoral 
linkages for health [53].

By the mid-1980s, moves to sustain 
PHC were threatened by a prolonged global 
economic recession and the associated debt 
crisis in the developing world that pushed 
many low- and middle-income countries 
to the brink of economic collapse. These 
events provided the context within which 
powerful industrialized governments and 
international financial institutions, the 
World Bank and the International Monetary 
Fund, could intervene directly in the econo-
mies of the numerous developing countries, 
requiring them to reshape their economies 
according to neoliberal prescriptions in 
order to qualify for debt rescheduling and 
continued aid [54]. The health agenda was 
affected by the broader economic structural 
adjustment programmes, which required 
countries to cut spending on health and to 
undertake health sector reforms (HSR).

One of the manifestations of the neo-
liberal approach to health was the levying 
of charges for primary care, which was 
formalized in the Bamako Initiative of 1987 
[55]. This promoted “community financ-
ing”, requiring people in poor communities 
to pay for their own care, compensating for 
cuts in social expenditures. WHO, which 
was faced with challenges to PHC and 
financially weakened by a funding crisis, 
sought to mobilize financial support to im-
plement health for all through PHC. In 1988 
it advised Member States to allocate at least 
5% of their GDP to achieve this goal [56].

Influence on national health policies 
and planning
The shift from comprehensive to selec-
tive PHC has had a major influence on 
national health policies since the 1980s, 
with the launch of vertical, unifocal, single 
purpose disease prevention and control 
programmes. These currently constitute the 
major approaches used by national govern-
ments to tackle priority public health prob-
lems. In many countries, such programmes 
have been successful and responsible for 
the control, elimination and eradication of 
specific diseases. In others, particularly, 
low-income countries, they have directly 
contributed to weakening integrated health 
systems.

The neoliberal doctrine has influenced 
national health policies in two ways: i) the 
broader structural adjustment programmes, 
which imposed cuts on social and health 
sector spending with negative consequences 
for health and social welfare; and ii) through 
the health sector reform agenda, which was 
in itself an extension of the structural ad-
justment programmes [2]. The health sector 
reforms encouraged privatization of health 
services and decentralization of manage-
ment, promoted private insurance and advo-
cated or enforced payment for PHC. These 
cost-cutting measures were undertaken at 
the expense of equity, and limited the role of 
government in the provision of health and 
other social services. 

The basic premise of the neoliberal vi-
sion is that markets freed from government 
interference are the best and most efficient 
allocators of resources in production and 
distribution and thus the most effective 
mechanism for achieving the common 
good, including health. This focus on the 
free operation of the market undermined 
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the role of health planning, and exacerbated 
the decline of the already weak capacity of 
ministries of health for health planning. 

The era of health sector reform 
and the resurgence of PHC 
(1993–2008)

PHC and health sector reform 
strategies
The publication of the 1993 World Bank 
World Development Report: investing in 
health marked the next phase in the see-
saw between PHC and HSR [57]. By that 
time it was clear that the deteriorating mac-
roeconomic situation and the effects of 
the structural adjustment programmes had 
undermined the health systems in poor 
countries and the health status of their 
populations. The report proposed a three-
pronged approach to government policies 
for improving health: i) foster an environ-
ment that enables households to improve 
health; ii) improve government spending on 
health; and iii) promote diversity and com-
petition. The report also defined and costed 
a basic benefit package of essential public 
health and clinical interventions estimated 

at US$ 12 per capita that governments 
should ensure reached all the population. 
The introduction of the concept of disability 
adjusted life years as a measure of health 
was intended as a tool to monitor the impact 
of disease control programmes [49].

This report strengthened the notion of 
selective PHC and proposed further struc-
tural reforms in the health sector, which 
were contrary to the spirit of comprehensive 
PHC (Table 1) [58]. By the late 1990s the 
initial optimism about HSR in developing 
countries was giving away to concern. In 
2000 Berman and Bossert [59] recognized 
that the more sweeping reforms, such as the 
establishment of nationwide health insur-
ance systems, were hard to implement and 
were rarely successful, while the apparently 
more modest and seemingly less demanding 
reforms, such as hospital autonomy, also 
had mixed results. At the same time, some 
commentators stressed the need to remedy 
the neglect of equity in HSR [60].

During this period, WHO sent mixed 
signals about PHC. In its 1998 annual re-
port, WHO reinterpreted and reinvigorated 
the health for all strategy under the banner 
of Health for all in the 21st century. The 
revitalization of health for all included a re-

Table 1 Contrasts between the approaches of primary health care and health 
sector reform

Attributes Primary health care  Health sector reform
  (Declaration of Alma Ata)

Ideology promoted Social egalitarianism Utilitarianism

Overall approach Comprehensive Selective – essential 
   package of services

Role of the government Greater public sector  Restricted role of 
  involvement  the government

Focus Equity and social justice Efficiency and competition

Champions Social scientists  Economists

Type of reforms Programmatic Structural

Basis Rights-based Reform-based
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newed effort to promote intersectoral action 
as a key component of public health strate-
gies [61]. However, the WHO’s millennium 
World Health Report 2000 did not follow 
up on these messages [62]. Nevertheless, as 
this report was devoted to improving health 
systems, it did succeed in bringing WHO 
back to the centre of the debate on health 
systems.

The year 2000 also marked the launch 
of the Millennium Development Goals 
(MDGs), many of which are health related. 
To many, the MDGs were seen as a vindica-
tion of the comprehensive PHC philosophy. 
Overall goals are “comprehensive” in that 
they represent commitments to reduce pov-
erty and hunger, gender inequality, lack 
of education, lack of access to clean water 
and environmental degradation. However, 
the health goals are “selective” in that they 
target specific health problems [63]. Equity 
and social justice were not, at first, explic-
itly addressed in the MDGs. In the same 
year the growing corpus of human rights 
laws was strengthened with additions to 
the landmark 1976 International Covenant 
on Economic, Social and Cultural Rights, 
which obligated health policy-makers and 
practitioners to ensure the right of equitable 
access to health care and health facilities 
[64]. This clearly demonstrated the im-
perative to recognize human rights in the 
delivery of care and the implementation of 
public health programmes [65].

In 2005, WHO launched the Global 
Commission on Social Determinants of 
Health. The Commission, which will de-
liver its final report in mid-2008, drew 
attention to the social determinants of health 
that are known to be among the most impor-
tant causes of poor health and inequalities 
between and within countries. These de-
terminants include gender inequity, unem-
ployment, unsafe workplaces, urban slums, 
globalization and lack of access to health 
services [66].

To complement these positive develop-
ments in PHC and health equity, WHO 
has taken upon itself the revival of PHC, 
making it the subject of the upcoming 
2008 World Health Report. WHO is well 
placed to support PHC as it is among the 
most decentralized of all United Nations 
organizations, with 6 regional offices with 
direct access to Member States. During the 
PHC–HSR phase, many regional offices 
remained steadfast to the PHC approach 
to health systems: among them the Eastern 
Mediterranean [67], European [68] and Pan 
American Offices [69].

Influence of the PHC–HSR discord 
on health policy and planning in 
countries
There is no question that organized global 
movements influence global, regional and 
national policies, especially the swings in 
health policy between PHC and HSR. For 
example, in the 1990s many ministries of 
health, which boasted of directorates, de-
partments or units of PHC became truncated 
or were replaced by HSR units. In some 
cases, ministries of health have found ways 
to work with vertical units, elsewhere the 
relationship has been marked by dishar-
mony. The relationship has also been com-
plicated by the increasing number of global 
players since 2000, bringing unprecedented 
opportunities to access external assistance, 
primarily directed towards specific diseases 
rather than integrated PHC [70].

Over the past several years there has 
been a greater effort, particularly in the 
Eastern Mediterranean Region, to establish 
health policy analysis and reform units 
within ministries of health in order to 
strengthen health systems based on PHC. 
The capacity for strategic planning in health 
in most developing countries has been and 
remains weak. However, the policy swings 
between more centralized planning and 
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greater reliance on free market approaches 
have created tension and confusion in the 
minds of health policy-makers in develop-
ing countries. Because HSR is in general 
a macro-reform, which has little to offer 
in terms of how health services can actu-
ally be delivered on the ground, they have 
distracted attention from service delivery, 
the district health system based approach 
and district health planning, which are so 
critical to effective programme implemen-
tation in most poor countries. These reforms 
also continued to ignore the importance of 
planning health services according to the 
health problems and needs of communities, 
and in harmony with their sociocultural and 
economic ecosystem. By doing so, service 
effectiveness and ultimately efficiency will 
once again be jeopardized as it was in the 
era of structural adjustment programmes 
and selective PHC.

Eastern Mediterranean Region’s 
commitment to PHC

Despite the ebb and flow of PHC, the Re-
gional Office for the Eastern Mediterranean 
(EMRO) has remained steadfast in its com-
mitment to the PHC approach, as seen in 
the report of the activities of the Regional 
Office during its first 40 years, 1949–1989, 
and in the number and nature of resolutions 
endorsed by its Regional Committee over 
the past decade [71–77]. This commitment 
has also been reflected in the community-
based initiatives programme, especially 
in the basic development needs (BDN) 
component, initiated in Somalia in 1988. 
During scaling up, BDN has evolved from 
meeting minimum needs to comprehensive 
development centred on health, focusing on 
tackling social determinants of health. This 
regional initiative is currently supported by 
WHO in 12 countries of the Region [78].

District Team Problem Solving (DTPS), a 
district planning and management tool to 
strengthen the district health system, was 
developed to identify and solve priority 
health problems using community resourc-
es. The DTPS manual developed for this 
purpose has been translated into national 
languages of the Region and training has 
been provided [79].

At the country level, a number of EMR 
Member States have taken pioneering 
steps in PHC. The commitment of Oman 
to strengthen the welayat (governorate) 
health system, using the DTPS approach, 
has received global recognition. The PHC 
programmes based on the training of male 
and female community health workers,
behvarz, in the Islamic Republic of Iran and 
the training of 100 000 lady health workers 
in Pakistan financed and organized by the 
government have had a considerable impact 
on health outcomes in both countries and 
are considered to be the largest community-
based health initiatives in the Region, along 
with the EMRO community-based initia-
tives programme [80,81]. Finally, the more 
recent policy of contracting out PHC serv-
ices to nongovernmental organizations to 
provide health services in the war disrupted 
health system in Afghanistan has shown 
some encouraging results. What remains to 
be seen is whether this can be sustained in 
the long term and whether there is a greater 
role for the public sector in future [82].

In countries in which PHC became more 
widely institutionalized, changes in medical 
education were needed to more closely align 
curricula with the objectives of PHC. To 
foster this approach, WHO and PAHO have 
promoted community-oriented educational 
institutions for health sciences [83]. The 
Islamic Republic of Iran underwent a major 
change in 1985 when all health-related 
schools and institutions were moved from 
the Ministry of Higher Education and inte-
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grated into the new Ministry of Health and 
Medical Education [84]. Until today, this is 
considered to be one of the most important 
initiatives in the country’s commitment to, 
and the success of, its PHC programmes.

Lessons for a sustainable PHC 
strategy in the future

The ups and downs in the short life of 
PHC since it was formally recognized as a 
strategy for health for all is not a matter of 
coincidence and provides several lessons 
for national health policy-makers, planners 
and programmers as well as development 
partners.
• Health for all through PHC as a philoso-

phy and approach has stood the test of 
time and remains relevant to all Member 
States, rich or poor. However, PHC can-
not be a “one size fits all” strategy and
has to be adapted to the needs of each 
country. Among the areas that need to be 
considered are: the set of health services 
to be provided, the skill mix required, 
the mechanisms for monitoring, the cost 
and financing of these services, and, 
most important, the non-health determi-
nants to be addressed.

• The MDGs, the growing corpus of 
human rights instruments, and the re-
emphasis on tackling social determi-
nants of health can serve as a sound 
foundation for the revitalization of the 
comprehensive PHC approach. There is 
thus a great need to align with and build 
on existing global initiatives, rather than 
to launch a new PHC project.

• The evidence generated during the pre-
Alma Ata years on priority public health 
problems provided the scientific basis 
for formulating health policies and plans 
and for the interventions that became an 
integral part of the PHC approach. There 

can be no compromise on the need for 
sound evidence. However, today evi-
dence is needed on how to make health 
systems functional and able to tackle the 
wider health determinants, as well as on 
disease control. 

• Improved efficiency and competition 
are desirable but under no circumstance 
should these override the collective value 
of equity and social justice embedded in 
health for all, which should continue to 
underpin the development of the health 
system in any country, rich or poor.

• Increased involvement of communities
through better governance, effective 
decentralization and greater responsive-
ness of health systems is essential. This 
requires a high level of political commit-
ment, respect for the citizenry, retraining 
and patience among professionals, and 
the development of strategies that en-
gage literate and illiterate communities. 

• Reforming ministries to become stew-
ards of health instead of health care is 
essential to forward a comprehensive 
PHC agenda. This entails strengthen-
ing ministries of health to engage in a 
serious dialogue on health with national 
and international development partners, 
to lead the effort on intersectoral action 
for health, and to advocate for greater 
investment in health for the social and 
economic development of the country. 

• The role of a vibrant civil society is es-
sential for the purpose of health advoca-
cy, capacity building, applied research, 
service delivery, and as a watchdog to 
ensure that the values of PHC are not 
compromised in health development.

• During the 1980s and 1990s the promo-
tion of different ideological perspectives 
by development partners confused and 
often damaged national health systems. 
In addition, the recent addition of new 
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and powerful global health players also 
poses new challenges. These develop-
ments call for better global health gov-
ernance through greater harmonization 
among development partners. The Paris 
Declaration for greater aid effectiveness 
is a step in the right direction. WHO will 
have to play its catalytic role in better 
coordination among the players and im-
proving aid effectiveness [85].

• The success of PHC rests heavily on 
the strengthening of the public sector, 
civil society and academic and research 
institutions and building a critical mass 
of individual leaders who can guide 
these institutions in developing coun-

tries. Over-reliance on institutions of in-
dustrialized countries would be a recipe 
for failure.

• WHO will have to prepare itself to ful-
fil its ambitious agenda to revitalize 
PHC. This means visionary leadership, 
strengthening its position among global 
and national partners, providing techni-
cal advice based on sound evidence, 
developing appropriate tools and instru-
ments from policy to community levels 
and strong capacity in country offices. 
Most importantly, this time there can be 
no wavering from the commitment to 
PHC for at least another 30 years. 
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Introduction

The Alma Ata Declaration of 1978 ex-
pressed the need for urgent and unified 
actions by all governments, health workers 
and communities to protect and promote 
the health of all people. The declaration 
emphasized: equity in access to health serv-
ices, economic and social development, the 
community’s right and duty to participate in 
health, access to primary health care (PHC) 
and intersectoral collaboration for health 
development [1].

During the past few decades, the health 
sector has confirmed its catalytic role for 
health promotion, devising appropriate 
initiatives for improving health and quality 
of life of the community. This effort has 
been promoted in the Eastern Mediter-
ranean Region (EMR) of the World Health 
Organization (WHO) since 1988 through 
Community-Based Initiatives (CBI), which 
have provided opportunities to integrate 
health interventions in local development 
processes.

The CBI approach addresses the major 
determinants of health within a broad per-
spective of development, and creates access 
to essential social services for optimum level 

of equity at the grass roots level through the 
active involvement of the community and 
intersectoral collaboration [2]. The initia-
tive adheres to the recommendations of the 
Alma Ata Declaration, and provides an 
excellent, replicable model of community 
ownership for health development. Current-
ly, CBI covers a population of 18 054 316 
in 17 countries of the Region. The major 
strength of CBI remains the empowered 
and organized communities who gained 
the knowledge and capacity to change in 
order to attain better social and economic 
status. This has created a move among the 
communities to achieve self-reliance, self-
sufficiency and solidarity. The success of 
the programme has resulted in improve-
ments in health and other socioeconomic 
indicators in the implementing sites. 

This paper presents experiences from 
countries in the WHO/EMR, with a focus on 
community ownership, intersectoral actions 
and building partnerships for health devel-
opment. It was prepared on the occasion of 
the 60th anniversary of WHO, the 30th an-
niversary of the Alma Ata Declaration and 
the 20th anniversary of CBI implementation 
in the Region. 
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Community-Based Initiatives

The CBI is an integrated, bottom-up, socio-
economic development concept, which is 
based on full community involvement, sup-
ported through intersectoral collaboration 
[3]. It is a self-sustained, people-oriented 
strategy that addresses the diverse basic 
needs of the community and recognizes 
health as a social cohesion factor. CBI of-
fers the added value of overcoming ineq-
uity, which has positive implications for 
health. The most salient aspects of this ap-
proach are the organization, mobilization and 
enhancement of community capabilities and 
involvement in micro-development through
social and income generating schemes [4].
The ultimate objective of the programme is 
to reach the goal of the Alma Ata declara-
tion, “Health for All”.

The EMR countries are implementing 
different programmes under the umbrella 
of CBI: Healthy Villages, Healthy Cit-
ies, Basic Development Needs (BDN) and 
Gender in Health and Development. The 
CBI was launched in Somalia in 1988, and 
has subsequently been extended to support 
community development in other countries 
of the Region. 

The programme focuses on fostering 
community action in poor areas and ad-
dressing inequities in health. The major 
strategies of the CBI programme are:
• empowering community and intersecto-

ral collaboration;
• addressing the needs of women, children 

and youth;
•  strengthening health, nutrition and envi-

ronmental conditions;
• improving economic status to reach self-

sufficiency at the local level;
• targeting poor and underprivileged com-

munities;
• encouraging networking;

• partnership with nongovernmental or-
ganizations, universities and potential 
donors;

• linking various health-related pro-
grammes.
Intersectoral coordination is an integral 

part of the CBI concept; it encourages gov-
ernment line departments to work together, 
and mobilizes communities and involves 
them in the development process. Inter-
vention sites are identified in response to 
requests by local residents [5]. For needs 
assessment and implementation, each site is 
divided into clusters of 25–40 households. 
Each cluster elects 1 representative. The 
cluster representatives nominate a commu-
nity/village development committee. The 
CBI intersectoral team provides training 
and support to the cluster representatives 
and the development committee to enable 
them to conduct a baseline survey assessing 
the socioeconomic needs of the commu-
nity. The final interventions/development 
projects are decided on, implemented and 
managed by the community, which ensures 
the programme’s sustainability [6].

Community-designed projects include: 
rehabilitating health facilities, training 
community health workers and volunteers, 
using the community to accelerate the 
Expanded Programme on Immunization, 
raising awareness on reproductive health 
and nutrition, implementing the directly 
observed treatment, short course (DOTS) 
strategy for treating tuberculosis (TB), com-
munity-based water and sanitation projects, 
organizing literacy classes and vocational 
training centres for women, establishing 
community-based information centres, sup-
porting agriculture and livestock projects, 
and tree planting. 

The CBI brings into reality commu-
nity ownership and intersectoral action for 
health, which are the 2 main principles of 
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PHC strategy. The CBI experiences are 
used as a successful model to encourage 
policy-makers and key stakeholders and 
seek their support in expanding PHC based 
on active community involvement. 

Community ownership and 
political commitment

Community involvement in pre- 
and post-conflict situations in 
Afghanistan
The BDN programme in Afghanistan, im-
plemented for more than a decade, covers 
a population of nearly 120 000. The pro-
gramme endured all the challenges of war 
and political instability, and continued under 
the protection of the community even in the 
absence of a government. In BDN villages, 
the community convinced the authorities to 
reopen girls’ schools while many schools in 
the rest of the country remained closed. 

At the beginning of the post-conflict era 
in 2002, the government included the BDN 
programme in the national health policy as a 
priority and established a special unit in the 
Ministry of Health to run the programme. 
The community’s active participation in 
TB-DOTS and Roll Back Malaria initia-
tives are successful examples of linkages 
between BDN and PHC services. 

Villagers living on the Kabul River 
continuously suffered from waterborne dis-
eases until the community prioritized the 
construction of a deep well and the resulting 
clean drinking water supply alleviated one 
of their long-standing health problems. 
Similarly, the establishment of female vil-
lage development committees motivated the 
women to utilize the available health serv-
ices. Currently, 56% of economic projects 
target women.

An informal assessment in BDN sites 
showed that social and income-generating 

interventions have made a significant dif-
ference to the health, social status and live-
lihoods of families (Afghanistan office 
assessment, unpublished report, 2007). The 
programme has created confidence in the 
community to strive for ownership, self help 
and self reliance. Table 1 shows changes in 
some of the key indicators that occurred 
as a result of BDN intervention between 
2003 and 2007. Particularly notable are the 
greatly increased access to safe drinking 
water and the proportion of births attended 
by trained individuals.

Community health workers and 
women health volunteers in the 
Islamic Republic of Iran [7]
Selection and training of the community 
health workers (behvarz) in the Islamic 
Republic of Iran started in the 1970s, in-
troducing new front-line health workers. 
Behvarz are native, literate, young females 
and males with intermediate qualifications, 
selected by the community and trained by 
the government for 2 years. They are re-
sponsible for providing PHC services to a 
defined population of around 1500. The be-
hvarz are stationed at health houses, which 

Table 1 Changes in some key health and 
social indicators between 2003 and 2007 as a 
result of interventions in Basic Development 
Needs sites in Afghanistan

Indicator 2003 2007
  % %

Births assisted by trained 
 personnel 29 82

Enrolment of eligible children 
 in school 53 82

Access to safe drinking-water 12 66

EPI full coverage for children 
 aged < 1 year 40 77
EPI = Expanded Programme on Immunization.
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is the most peripheral unit of the national 
health system. In the mid 1980s the district 
PHC network expanded throughout the 
country with the behvarz being the first line 
of contact between the community and the 
health system. Currently more than 25 000 
behvarz provide the bulk of good qual-
ity PHC services in rural areas all over the 
country. In addition, health houses collect 
and report vital events using a unique health 
planning tool called the Vital Horoscope. 
This is a simple tool that the community 
health worker can use to register the vital 
events in his/her catchment area. A number 
of health indicators can be extracted from 
the Vital Horoscope, which is now a source 
of demographic and health information in 
rural areas of the country.

Another example of community involve-
ment in health development is the use of 
women health volunteers who are active in 
urban areas, building bridges between fami-
lies and the urban health centres. Women 
health volunteers are trained on priority lo-
cal health problems and participate in health 
education, promotion and prevention activi-
ties on a voluntary basis. 

Commitment toward development in 
Morocco [8]
The BDN programme in Morocco covers 
a population of more than 200 000 in 17 
provinces. The programme evolved during 
the past decade, supported by tools such as 
a territorial approach; institutionalization of 
local development committees; participa-
tive community diagnosis; and community-
based health insurance. Apart from the posi-
tive impact on quality of life, the programme 
resulted in improved incomes for poor fami-
lies through small loans. In addition, BDN 
played an important role in mobilizing the 
community towards local development and 
the fight against illiteracy.

In 2005, His Majesty King Mohamed 
VI endorsed the National Initiative for Hu-
man Development (NIHD), providing a 
holistic perspective for Morocco’s national 
development goals. This was an opportunity 
for reforms and structural projects that were 
launched to promote development and the 
rights of women and children and to im-
prove the conditions of vulnerable groups. 
In this context, CBI joined NIDH and used 
high level political commitment to move 
the programme forward. As a partner of the 
BDN programme, the Ministry of Interior 
assesses and facilitates intersectoral action 
and ensures submission of community-
based projects to NIHD authorities. NIDH 
provides not only an opportunity to extend 
the CBI programme, but also a platform 
to institutionalize intersectoral actions in 
an integrated development process with a 
strong focus on equity.

Political commitment for expanding 
the Healthy City Programme in Oman
CBI started in Oman in 2002. Over the 
years, community support group volunteers 
have established themselves as an important 
part of the PHC network. The Healthy City 
Programme currently covers a population 
of 219 274.

Oman is going through a rapid epide-
miologic and demographic transition, and 
health promotion has been identified as the 
main strategic choice, focusing on key risk 
factors such as diet (including breastfeed-
ing), physical activity, tobacco and safety. 
The establishment of the department for 
CBI within the Ministry of Health has fa-
cilitated the consolidation and expansion of 
CBI and demonstrates Ministry of Health 
commitment to encouraging community 
participation and intersectoral action to 
tackle major health problems. 
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Lady Health Workers in Pakistan 
With the aim of achieving universal health 
coverage, the Government of Pakistan, 
in collaboration with WHO, successfully 
launched the National Programme for Fam-
ily Planning and Primary Health Care in 
1994. The programme aimed to deliver basic 
health services to the doorstep in rural com-
munities through training and deployment 
of Lady Health Workers. The programme is 
currently implemented in almost all districts 
of the country, with 100 000 Lady Health 
Workers providing PHC services to nearly 
80% of the population. 

The Lady Health Workers are trained 
to provide preventive, promotive and ba-
sic curative care, including vaccination, 
antenatal and postnatal care, and family 
planning services. They also manage minor 
health problems, advise families on referral, 
and keep records of vital events in their 
catchment areas. An international third 
party evaluation highlighted the important 
role played by Lady Health Workers in the 
provision of a comprehensive package of 
PHC services and in serving as a vital bridge 
between health facilities and the community 
(unpublished report, Agha Khan University, 
Pakistan, 2008). The programme has be-
come an indispensable part of the national 
health system, and contributes significantly 
to overall human resource development and 
poverty reduction. 

Community-based information 
centres in Sudan [9]
The BDN programme, introduced into Su-
dan in the 1980s, currently covers a popula-
tion of 250 000. Community information 
centres, where the data to be used for plan-
ning and decision-making is collected and 
analysed, have been established in 27 of 
72 BDN areas. The required information is 
collected through a baseline household sur-
vey, allotting a number to each family; this 

helps in project planning, implementation 
and management. The village development 
committee and BDN team members super-
vise the survey process to ensure quality 
and reliability. Cluster representatives are 
trained to collect data on key health indica-
tors on a monthly basis and record it in the 
community information centre based at the 
nearest health facility. The information is 
presented in a simple format and is acces-
sible to communities. It is valuable to health 
personnel in identifying target groups and to 
the community at large for priority-setting, 
developing village profiles, monitoring in-
terventions and evaluating results. 

BDN bridging access to deliver PHC 
services in complex emergencies, 
Somalia
The BDN initiative in Somalia closely 
integrated its activities with other PHC 
programmes, notably the Expanded Pro-
gramme on Immunization, malaria control 
and basic hygiene and sanitation. As a re-
sult, communities in BDN villages actively 
participated in the implementation of these 
programmes, which led to improved access, 
coverage and quality of services. For exam-
ple, the coverage rate for a measles catch-up 
immunization campaign in 3 visited BDN 
villages in Hargeisa was more than 95%. An 
assessment in 8 BDN villages in 2005 con-
cluded that “the general health situation is 
better (than other villages) and there are no 
children affected by measles after the mea-
sles catch-up immunization campaign”. 

Moreover, the initiative was instru-
mental in expanding integrated malaria 
control activities, including distribution 
of insecticide treated nets; introduction of 
larvivorous fish to open, shallow irrigation 
wells; provision of antimalarial drugs and 
supplies; training of health staff; and rais-
ing community awareness for prevention 
and control measures. These interventions 
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helped contain frequent outbreaks of malar-
ia in BDN villages. Likewise, the initiative 
contributed to improved antenatal, delivery 
and postnatal services in BDN villages 
through the provision of supplies, training, 
and supervision.

Intersectoral action for health 
and partnership development

Political commitment and 
partnership for BDN in Djibouti
The Minister of Health in Djibouti launched 
the national strategy and plan of action for 
expansion of BDN in 2006. The strategy 
was developed in collaboration with Min-
istries of Labour, Agriculture, Women’s 
Development and Tourism after consulting 
with key stakeholders and members of the 
community. The strategy demonstrated the 
government’s high commitment towards 
making BDN a tool for reducing poverty. 
The strategy addressed partnership and set 
up an organizational structure for BDN 
management and expansion. 

A presidential decree was issued in 2007 
to establish an institutional framework for 
promoting health and involving community 
in poverty-reduction [10]. The decree was 
an important step in institutionalizing the 
BDN programme and achieving the mil-
lennium development goals (MDGs) in 
Djibouti. As a result, 5 regional committees 
have been established for health promotion 
and poverty reduction. The Health and 
Local Development Committee, which is 
involved in activities related to HIV/AIDS, 
tuberculosis and malaria, has now been 
extended to the BDN-implementing sites. 

Jordan’s experience of building 
partnerships for the Healthy Village 
Programme [9]
The Jordanian Ministry of Health, with 
support from WHO, introduced the Healthy 

Village Programme in 1996 with the objec-
tive of creating a supportive environment 
for improving the health and quality of life 
of the people. The programme implemented 
CBI and adopted other measures to respond 
to the needs of the area, particularly those 
related to health, environment and educa-
tion. By mid-2005, the programme covered 
30 villages in all governorates. 

The Ministry of Health established a 
Healthy Village Programme directorate 
in 2005, and the programme was later ex-
panded to cover 36 villages. Around 400 
income-generating loans were distributed 
amounting to more than US$ 283 000. The 
project targeted improvement of socio-
economic status of beneficiaries, of which 
70% were women. Over 84% of the projects 
were sustained, with 92% recovery rate. 
The programme succeeded in creating the 
first national network of women volunteers 
who actively participate in designing local 
interventions and strategies for health pro-
tection, environmental health and adoption 
of healthy lifestyles. 

Effective, result-based partnership in 
Basic Development Needs, Pakistan
The BDN programme is currently imple-
mented in 9 districts of Pakistan, covering 
a population of 4 million. The government 
of North West Frontier Province has pro-
vided funds to replicate the programme 
in 5 additional districts. The programme 
has established an effective partnership 
with Khushhali Bank, the United Nations 
Development Programme, the World Food 
Programme (WFP), the United Nations 
Population Fund and local nongovernmen-
tal organizations. In addition, a US$ 2.7 
million grant has been approved by Round 
III of the Global Fund to Fight AIDS, Tuber-
culosis and Malaria to support communities 
in the fight against these diseases in 9 BDN 
districts [11]. In an effort to achieve health 
equity, the Ministry of Health, in collabora-
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tion with district governments and WHO, 
has taken important steps to institutionalize 
the programme and involve civil society.

The Healthy City Programme in 
Saudi Arabia
The Healthy City Programme, implemented 
in Saudi Arabia since 1998, currently cov-
ers a population of nearly 8 million in 23 
districts. The programme is supported by 
the government and is a priority programme 
under the Director-General of Preventive 
Health at the Ministry of Health. There is 
active community participation in all as-
pects of the programme, including health 
and environment, with a strong focus on 
the promotion of women in planning and 
implementation. Support from princes and 
governors ensures sustainability, and inter-
sectoral collaboration is one of the corner-
stones of the programme. 

City health profiles are being developed 
and poverty reduction initiatives are under-
taken supporting finance schemes for the 
underprivileged and poor segments of the 
community. Health promotion activities 
are imparted in schools, and children are 
provided with free supplementary meals. In 
addition, a project on rehabilitation of disa-
bled people is being implemented through 
this programme. 

Integrated community recovery and 
development; United Nations joint 
programme in Sudan
In Sudan, The United Nations Children’s 
Fund (UNICEF), WHO, WFP, the Food and 
Agriculture Organization and the United Na-
tions Development Programme have joined 
hands in a collaborative project for poverty 
reduction and achieving the MDGs in 15 vil-
lages. The project attempts to fulfil the basic 
social and economic needs of vulnerable 
communities in South Kordofan through 
the introduction of BDN. This programme 

is a model for the joint programming under 
the United Nations Development Assistance 
Framework 2009–2011 [12].

Partnership with local 
nongovernmental organizations in 
the Syrian Arab Republic to increase 
access of the poor to social services 
and improve economic status
The Syrian Ministry of Health adopted the 
Healthy Village Programme in 1996, with 
the main focus on health development. The 
programme, implemented in 615 villages, 
covers a population of 1.27 million. It has 
been successful in strengthening health 
facilities and PHC services, including Inte-
grated Management of Childhood Illness, 
Mother and Child Health, the Expanded 
Programme on Immunization, promotion 
of healthy lifestyles, healthy school initia-
tives and no-smoking campaigns. UNICEF 
and WHO are working together in sup-
porting the community school programme, 
early childhood development, child friendly 
homes and community initiatives. In 2001, 
Mrs Asmaa al-Assad, wife of President 
Bashar al-Assad, visited Healthy Village 
Programme sites and, acknowledging the 
concept, supported the establishment of 
the nongovernmental Fund for Integrated 
Rural Development to provide assistance 
to underprivileged communities. WHO, the 
Fund for Integrated Rural Development, 
the Agha Khan Development Network and 
other partners have provided loans to com-
munities for micro-credit schemes amount-
ing to more than US$ 11 million for Healthy 
Village Programme activities. These loans 
created 11 039 job opportunities and the 
reimbursement rate was close to 100%. 

The external evaluation of the Healthy 
Village Programme in 2005 showed that, 
in areas where the programme had reached 
a certain level of maturity, the adult lit-
eracy rate improved from 70% to 93%, 
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access to safe drinking-water from 76% 
to 98%, and the population with adequate 
sewage disposal facilities from 65% to 92% 
[13]. The immunization of children under 
1 year old improved from 79% to 100%, 
and tetanus-toxoid vaccination of mothers 
increased from 58% to 92%. There was also 
a significant reduction in the incidences of 
respiratory infection, diarrhoeal disease and 
leishmaniasis [13].

Healthy and safe school 
environment project, Yemen [14]
The healthy and safe school environment 
for children project was launched by the 
WHO Regional Centre for Environmental 
Health Activities in Yemen in 2005 to raise 
awareness, through community participa-
tion and intersectoral action, about the im-
pact of the physical environment in schools 
on children’s health. 

The school committees assessed the 
environmental health status of 65 schools 
in the BDN areas and prepared and imple-
mented action plans to improve the environ-
mental health status. WHO is assisting the 
Ministry of Public Health and Population 
and the Ministry of Education in promot-
ing the project and to generate resources 
through building partnerships with the 
World Bank’s Social Development Fund, 
UNICEF, WFP and other partners. 

Intersectoral collaboration to 
improve female literacy in Basic 
Development Needs sites of Egypt
The recent project launched in BDN sites in 
Egypt was the result of a combined effort 
and partnership between the Ministry of 
Communication and Information Technol-
ogy, community members, the United Na-
tions Development Programme and WHO. 
The idea was to enhance the effectiveness of 
literacy classes by providing a new learning 
tool called “literacy CD”. Class instructors 
from BDN areas were given the opportunity 

to develop their skills through training on 
these CDs. The training was conducted by 
the Ministry of Communication and Infor-
mation Technology, and the community 
contributed by paying their transportation 
costs. By the end of the training sessions, 
literacy instructors were able to go back to 
their respective communities and teach their 
students using this new method. The BDN 
communities were provided with the neces-
sary teaching aids and equipment to com-
mence this endeavour, and the communities 
have shown great interest and enthusiasm 
in learning through this new method. The 
project also generated community-wide in-
terest in learning basic computer skills.

Challenges, lessons learned 
and future directions

A major challenge for the CBI programme 
is the issue of sustainability for existing 
projects and scaling up at the sub-national 
and national level so that WHO can redirect 
its support to expansion in new sites. War 
and civil strife have prevented the govern-
ments in Afghanistan, Iraq and Somalia 
from providing effective support to the CBI 
programme.

Government support for CBI creates 
opportunities for programme expansion and 
obtaining external support. Involvement of 
civil society organizations can also enhance 
sustainability, when they assume the re-
sponsibility of managing local projects. 

The WHO country offices need addi-
tional technical assistance to monitor and 
supervise implementation of the community-
based development plans. More emphasis 
needs to be placed on linkages between 
MDGs, CBI, poverty reduction strategy, 
sector-wide approaches and making CBI 
an integral part of national development 
and health policies. Partnerships need to be 
built between CBI, public health institutes 
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and universities at the country level, making 
these centres a technical resource for train-
ing and research in health and development. 
Improvements in the health component of 
CBI through integration of various health 
interventions/programmes will remain at 
the top of our priorities. 

In an effort to assist countries in achiev-
ing the CBI objectives, a greater emphasis 
will be placed on developing and reviewing 
national MDG strategies and plans of ac-
tion. This will be done in consensus with 
all major stakeholders and donors, with the 
aim of making Poverty Reduction Strategy 
Papers and Country Cooperation Strate-
gies documents MDG-oriented. Efforts 
will be placed on strengthening coordina-
tion between intersectoral health-related 
programmes.

CBI will continue to develop advocacy 
materials and to encourage Member States 
to create their own kits in the local language 
for exchange of experiences, evidence build-
ing for programme expansion and resource 
mobilization.

The experience of CBI in countries of 
the EMR provides a useful model for other 
regions in implementing grass roots level 
interventions that address social determi-
nants of health. CBI is particularly effective 
in overcoming gender discrimination and 
in providing a social environment that sup-
ports women’s development. 

The WHO Regional Office for the East-
ern Mediterranean is committed to follow-
ing up and providing technical support to 
Member States through [15]:
• institutionalizing CBI within the na-

tional health policy and plan;
•  building the capacity of communities to 

become partners in health planning and 
provision of PHC services, with special 
focus on poor and underprivileged areas;

• intrasectoral coordination for improv-
ing access, demand and quality of PHC 
services;

• implementing local development 
projects through community ownership 
and partnership development; 

• scaling up CBI expansion, promoting 
partnerships and linking CBI with ongo-
ing development activities like MDGs, 
Poverty Reduction Strategy Papers, etc; 

• streamlining programme management 
and the monitoring, reporting and evalu-
ation system; 

• integrating disaster preparedness, re-
sponse and management components in 
CBI-implementing areas; 

• obtaining government support for CBI; 
• involvement of civil society organiza-

tions.
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Introduction

Research has been an integral part of World 
Health Organization (WHO) collaborative 
programmes with Member States since the 
inception of the Organization in 1948. Arti-
cle 2(n) of the WHO Constitution states that 
WHO is “to promote and conduct research 
in the field of health” [1]. The principles 
governing the research functions of WHO 
were endorsed by the Second World Health 
Assembly in 1949. In the early life of WHO, 
most research was managed by the technical 
units of WHO headquarters. An Advisory 
Committee on Medical Research was estab-
lished in 1959 [2] to provide the Director-
General with the necessary scientific advice 
in relation to WHO’s research programme. 
With time, the regional offices of WHO 
assumed a greater role in managing health 
research among their Member States, and 
regional advisory committees were created.

Institutionalization of health 
research in EMRO

WHO’s Regional Office for the Eastern 
Mediterranean (EMRO) had been involved 
in medical research since 1966, by assisting 
and promoting medical and health research 
in the Region, as deemed appropriate and 
feasible. However, these collaborative ac-
tivities were intensified in 1976 with the 

establishment of the Eastern Mediterranean 
Advisory Committee on Biomedical Re-
search [3] as a result of a proposal by the 
WHO Committee on Medical Research, 
supported by resolutions of the World 
Health Assembly and the Executive Board 
(WHA27.61 and RB55.R35), for greater in-
volvement of the regional offices in research 
activities in their respective regions. The 
name of the committee was later changed to 
the Eastern Mediterranean Advisory Com-
mittee on Health Research (EM ACHR), 
as was done in the WHO headquarters and 
other regions, in order to reflect a broader 
scope and remit [4]. It comprises senior and 
outstanding researchers from the Region 
and represents a balanced disciplinary and 
geographical distribution.

EM ACHR functions to advise the 
Regional Director on all issues related to 
health research and development in the 
Region. Among its aims is to strengthen the 
informational, scientific and ethical founda-
tions of health research systems. Since its 
inception, numerous activities have been 
undertaken by the Regional Office covering 
almost all aspects of the research needs of 
the Region.

Another milestone for health research 
promotion in the Region was the establish-
ment of a Research Promotion and Develop-
ment unit in the Regional Office in 1978 [5],
subsequently renamed Research Policy and 
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Cooperation (RPC) unit. RPC maintains 
close contacts with its counterparts at WHO 
headquarters and in the regions as well as 
with national focal points for research or 
medical research councils and major health 
research institutions in the Region. RPC 
works in close collaboration with other 
technical units of the Regional Office and 
other national and international partners.

Research promotion and 
development in Member States

The Regional Office has been involved in 
many activities to promote research in the 
Region, including: assessment of the health 
research potential and research priorities of 
Member States; determination of areas of 
collaboration; designation of collaborating 
centres; training in research methodology; 
research management and scientific writ-
ing, funding of research within the Region; 
and assisting Member States with strength-
ening their capacity and setting their pri-
orities to undertake health research with a 
view to strengthening their health research 
systems.

The establishment of the Health services 
journal in 1986 and its replacement, the 
Eastern Mediterranean health journal, in 
1995 facilitated the publication of results of 
research by scientists in the Region [6].

Support to health research
Since the establishment of regional mecha-
nisms for promotion and development of 
research in the late 1970s, EMRO has fund-
ed a small number of research proposals 
received from within the Region. However, 
until 1992 the proposals were supported on 
an ad hoc basis and dealt with a wide range 
of topics. A scheme of small grants was es-
tablished in 1992 in collaboration with the 
Tropical Disease Research (TDR) unit in 
WHO headquarters. A similar scheme oper-

ates under the UNDP/UNFPA/WHO/World 
Bank Special Programme of Research, De-
velopment and Research Training in Human 
Reproduction. The scheme aims to support 
researchers from the Eastern Mediterranean 
Region to address local problems in disease 
control and to raise the research capacity 
of regional researchers in operational re-
search. The research topics were initially 
limited to problems such as malaria, schis-
tosomiasis, tuberculosis, leishmaniasis and 
lymphatic filariasis. In 2002, the scope of 
the small grants scheme was expanded to 
include other communicable diseases such 
as HIV and sexually transmitted infections, 
vaccine-preventable diseases, haemorrhagic 
fevers, brucellosis, meningitis and echinoc-
occosis. More than 340 proposals have been 
funded in 17 countries of the Region under 
this scheme since 1992.

In 2002, a new grant for research was 
established by EMRO, the Eastern Medi-
terranean Regional Office Special Grant 
for Research in Priority Areas of Public 
Health. The aim of this grant is to address 
local problems and issues of public health 
importance, with special emphasis on health 
systems research. So far 140 proposals have 
been funded under this scheme.

The Regional Office, in partnership with 
the Standing Committee for Science and 
Technology of the Organization of Islamic 
Countries, established a special grant for re-
search in applied biotechnology and genom-
ics in 2004 to promote research, encourage 
networking, generate new knowledge and 
stimulate the application of biotechnology 
and genomic driven interventions in health 
care [7]. Thus far, 35 proposals have been 
supported in 2 rounds of research funded 
through this grant. The third call for propos-
als is in process.

The Regional Office also catalysed the 
establishment of an Eastern Mediterranean 
Health Genomics and Biotechnology Net-
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work in 2004, with its secretariat hosted at 
the Pasteur Institute of the Islamic Republic 
of Iran [8].

Capacity building in health research
The Regional Office has long been advis-
ing and assisting Member States to develop 
their capacity to undertake health research. 
It has supported efforts for capacity-
building in health research, especially in 
research methodology, clinical research, re-
search proposal and scientific paper writing, 
community-based research for health and 
user-driven research. So far more than 500 
health researchers have been trained from 
almost all countries of the Region. Human 
resources development in health research is 
among the key strategies emphasized in the 
Renewed Policy for Health Research and 
Development in the Region. 

With a view to developing innovative 
and effective strategies for strengthening 
national health research systems in the 
Region, in 2002 and 2003 the Regional 
Office and TDR supported a detailed and 
systematic situation analysis of health re-
search in 5 countries, namely Egypt, Islamic 
Republic of Iran, Morocco, Pakistan and 
Sudan. More recently, the Regional Office 
in collaboration with the Council on Health 
Research for Development and Gulf Coop-
eration Council (GCC) States conducted a 
survey of health research in 7 GCC states 
and in Jordan, Lebanon and Tunisia.

The situation analysis highlighted the 
absence or inadequate development of in-
tegrated, well designed and functioning 
national health research systems. How-
ever, from the information collected it ap-
pears that a well developed infrastructure 
for health research exists in most of the 
countries and some useful research is car-
ried out both in specialized centres and in 
academic institutions. Nonetheless, there 
is a great need to strengthen the existing 

systems to improve the quantity and quality 
of demand-oriented research for health and 
for developing mechanisms for translating 
research results into policy.

A database on the regional institutional 
capacity in genomics and biotechnology 
was made available on the Internet by the 
Regional Office in 2005 [9]. Further de-
velopment of the database on institutional 
capacity for conducting research in the 
Region is continuing by extending the infor-
mation to several other aspects of research 
for health, such as health researchers of 
the Region, their highest qualifications, 
affiliations, current projects, research areas 
of interest, latest publications. 

Eastern Mediterranean health 
research strategies and policies

At the close of the last century several of the 
international agencies involved in funding 
health research, including WHO, tried to se-
riously examine the role of health research 
as an important contributor to sustainable 
human development. They also attempted 
to assess how governance of research at 
national, regional and global levels could 
be made more effective and efficient. As 
a result of these deliberations a landmark 
conference, the International Conference 
on Health Research for Development, was 
held in Bangkok, Thailand, in October 2000 
and was attended by over 700 participants. 
It was recognized at the conference that 
the research efforts in many countries were 
fragmented, with much duplication of work, 
and were not focused on national needs 
and priorities. This led to the emergence 
of a vision of a systems approach to health 
research, driven by equity, focused on na-
tional goals and priorities, and operating 
within an interactive regional and global 
framework.
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During 2000–2001 the Regional Office 
undertook a review and restructuring of the 
regional policy for health research through 
intensive debate and dialogue within the 
Office and with Member States. This had 
become necessary with the realization that 
health research, a key to promotion of equi-
table health care, had largely been ignored in 
the Region (and indeed in most developing 
countries). The outcome of the review was 
the Renewed Policy for Health Research and 
Development in the Eastern Mediterranean 
Region, which was endorsed in a resolution 
at the 48th session of the Regional Com-
mittee in 2001 [10]. The regional policy on 
health research emphasizes the necessity to 
promote equitable health care in the Region 
through the development of sustainable 
health research systems that promote the 
use of research for providing evidence for 
decision-making, policy formulation and 
actions. The Regional Committee agreed to 
allocate 2% of the Joint Programme Review 
and Planning Mission funds (the regular 
biennial budget allocated to countries of the 
WHO/EMRO) in support of regional health 
research. In addition, Member States were 
requested to consider allocating 2%–3% of 
their budget for activities related to health 
research in their countries.

The Regional Office in collaboration 
with WHO headquarters held a regional 
consultation for health research and devel-
opment in 2004 in Cairo, Egypt [11]. The 
objectives were to identify critical issues 
facing the development of health research 
in countries of the Region, and to obtain re-
gional and country input and perspectives. 

The Ministerial Summit on Health Re-
search was convened by WHO and the 
Government of Mexico in Mexico City in 
2004. The Summit emphasized the need for 
global cooperation to reduce disparities in 
health between developing and developed 
countries. A major theme of the discussion 

was the need to bridge the gap between 
what is known about how to improve per-
formance of health systems and what is 
actually done to change policy and practice 
– the “know–do” gap. The Regional Office 
held a regional consultation to follow up 
on the Mexico summit, in Rawalpindi, Pa-
kistan, in 2005, to formulate and suggest a 
strategic direction for health research for the 
Regional Office and Member States [12].

Recently, the Regional Office has been 
actively involved in the preparatory ac-
tivities for a global ministerial forum on 
research for health at the regional level. In 
this regard a ministerial preparatory meet-
ing was held in Tehran in collaboration with 
the Government of the Islamic Republic of 
Iran in November 2007. This meeting was 
followed by the ministerial and heads of 
delegations meeting from which a commu-
niqué was issued that proposes a stronger 
focus on the research priority areas relevant 
to the disease patterns in each country. This 
will help advocate the regional perspective 
at the Global Ministerial Forum on Research 
for Health, to be held in Bamako, Mali at the 
end of this year.

Effective knowledge transfer 
and translation of research into 
policy and practice

The Regional Office has recently initiated 
some measures to promote health systems 
research. Training programmes are being 
organized to bring policy-makers and re-
searchers together to work to optimize the 
use of research for policy formulation and 
implementation of efficient and effective 
health systems and health services. The aim 
is to develop a core of “conveners” who can 
facilitate knowledge translation to bridge 
the know–do gap.
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Considering the potential of journal-
ism for creating public awareness about 
health research issues, the Regional Office 
held a workshop in 2007 to improve the 
technical skills needed by science jour-
nalists and health information specialists 
from countries to cover science and health-
related issues and the use of research find-
ings. Further workshops will be held in 
several countries of the Region.

The Regional Office has also planned 
to establish an EMR evidence-informed 
policy network (EM EVIPNet), which will 
bring together policy-makers, health sys-
tems managers and researchers to develop 
a continuous and sustainable mechanism 
to promote the access and use of research 
evidence (primarily systematic reviews), 
focusing on emerging needs experienced 
by local, national and regional health au-
thorities and shaped by the local context. 
In addition, EM EVIPNet will enhance 
linkages between the producers and users 
of evidence and will provide training op-
portunities that will develop the capacity of 
decision- and policy-makers to access and 
apply evidence in low- and middle-income 
countries of the Region.

Research ethics

Ethical practice in health care and research 
is not only needed to ensure equity in health 
care and research, but also to protect indi-
viduals and communities from unnecessary 
risks and harm. Given the regional social, 
cultural and religious norms, the Region 
must have its own set of guidelines and 
regulations so that Member States can de-
fine and draw upon codes of ethical prac-
tice. This has been stated explicitly by the 
Regional Office on several occasions and at 
the policy level by the Regional Committee, 

the Regional Consultative Committee and 
the Eastern Mediterranean Advisory Com-
mittee for Health Research.

The focus of the WHO drive to strength-
en regional bioethics capacities is through 
advocacy, consultations, meetings, semi-
nars, workshops and research through na-
tional and regional level activities and in 
partnership with interested stakeholders. 
The Regional Office has carried out short-
term training programmes within Member 
States. Currently, EMRO, in partnership 
with the University of Toronto, is funding a 
programme to train health care profession-
als from Member States for a Masters in 
bioethics; so far 4 scholars from the Region 
have been supported. A similar short-term 
training programme has been initiated in 
collaboration with the University of Mary-
land.

The Regional Office has translated 2 
WHO publications on ethical issues into 
Arabic for dissemination in the Region and 
made them available on the Internet [13,14].
In addition, the Regional Office engages 
with international organizations such as the 
Council for International Organization of 
Medical Sciences, Islamic Organization of 
Medical Sciences, Islamic Educational, Sci-
entific and Cultural Organization, United 
Nations Educational, Scientific and Cul-
tural Organization to organize meetings and 
seminars on key issues related to bioethics.

The Regional Office established an EMR 
Research Ethics Review Committee in Oc-
tober 2007; in future all health research 
proposals involving human subjects that are 
conducted or supported by the Regional Of-
fice will be reviewed by this Committee.

For 2008–2009 the Regional Office has 
several programmes for enhancing national 
capacity in ethical review of research for 
health.
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• Short-term training course in ethics of 
research for health in collaboration with 
the University of Maryland

• Mapping the infrastructure for ethical 
review of research in the Region

• Provision of technical assistance to 
Member States to establish national eth-
ics review committees

• Regional meeting of experts to develop 
regional guidelines for ethics of embryo 
research (completed)

• First meeting of the forum on bioethics 
for the Eastern Mediterranean Region of 
WHO and Arab Region of UNESCO

• Second regional meeting for national 
bioethics committees.

Future directions

The Regional Office will continue capacity 
building and supporting research for health 
in Member States. This support will be 
aimed at:
• Providing health research policy support 

and advice to Member States
• Further strengthening health research 

capacities in Member States. This will 
entail:
• providing research grants in health 

systems research and in applied bio-
technology

• providing training to improve qual-
ity of research for health, addressing 

priorities and improving capacities in 
research ethics

• Building capacities and mechanisms 
for effective use of the results of health 
systems research 

• Undertaking situation analysis of health 
research systems in more countries of 
the Region

• Engaging stakeholders in regional health 
research efforts

• Developing further collaboration and 
partnerships with international health 
research organizations, universities and 
other partners.

Conclusion

The activities promoted and supported by 
the Regional Office over the years have 
had a positive impact on the development 
of health research in the Region. Political 
commitment has grown, national coordinat-
ing mechanisms have been established and 
allocations for research have been made in 
WHO collaborative programmes. However, 
there is a need for intensified efforts to en-
able Member States to develop their health 
research systems further and increasingly to 
make use of research to provide evidence 
for policy-making and health actions, espe-
cially in reducing health inequalities and in 
addressing the health problems of the poor.
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Introduction

The development of the first Model List of 
Essential Drugs2 [1] and the Declaration of 
Alma Ata [2], which advocated the adop-
tion of primary health care (PHC), were 
both important milestones in the history of 
public health. Some elements of both were 
already in practice in some countries before 
the late 1970s when the World Health Or-
ganization (WHO) adopted and promoted 
them. They are dependent on each other for 
their success and they continue to bolster 
each other. Thirty years of the Alma Ata 
Declaration is also a history of essential 
medicines – the concept and its application. 
It is time to celebrate, reflect and revisit 
these time-tested concepts in order to face 
the future challenges for the organization 
and provision of effective health care serv-
ices and health systems. 

This article first presents the conceptual 
need for and rationale of essential medi-
cines, from its beginnings until now. Essen-
tial medicines, as an integral component 
of the PHC philosophy and system, are 
explained and developments in the essential 
medicines approach over the past 30 years 
are traced. The situation with regard to es-
sential medicines in the East Mediterranean 
Region of the World Health Organization 
is briefly presented. Finally the existing 
and future challenges to PHC and essential 
medicines are defined and their relevance in 

the changing times and contexts of the 21st 
century is established. 

Why essential medicines?

The rationale for essential medicines can be 
explained from both the demand and supply 
perspectives.

From the demand perspective, in a typi-
cal low or low-to-middle income country, 
people from low socioeconomic strata con-
tinue to suffer and die from preventable 
and curable diseases. The most vulnerable 
– children, women, the elderly – suffer 
the most. Their medicine needs are served 
only marginally by the public sector health 
facilities; they are generally not protected 
socially for their health care needs. Thus the 
overwhelming majority has no choice but to 
take from their pitifully shallow pockets to 
try and buy their medicines from the packed, 
thriving and poorly regulated private retail 
pharmacies. But many of the poor are not
able to buy their treatments from the private 
sector even if they are willing. The rising 
number of poor in industrialized countries 
are now also suffering similarly. This is a 
disturbing paradox of modern health care 
systems.

From the supply perspective, discovery, 
development and delivery of medicines 
– an innovation cycle [3] – is primarily 
market driven. It is not sensitive to public 
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health needs, especially those in developing 
countries. This wheel of innovation inher-
ently ignores the diseases of poverty and the 
poor. Motivated by return-on-investment, 
the pharmaceutical industry and private 
pharmacies fill the shelves with products 
that can bring more money and focus on 
those consumers who can buy. Long supply 
chains are established that involve innumer-
able middle-men who make a profit at each 
step. Science and public health needs are 
compromised in this enterprise, and what 
has been created is a proverbial “therapeutic 
jungle” [4] and a complete lack of essential 
treatments.

These demand and supply situations in 
the pharmaceutical sector are neither new 
nor diminishing. Instead, they are inherent 
and ever growing.

Before WHO became involved in the es-
sential drug concept, governments had been 
concerned about the situation for years and 
some had started to introduce innovative 
polices and management tools to meet the 
therapeutic needs of their populations by 
providing them with the most needed medi-
cines. Among developing countries that had 
started some sort of selection process lead-
ing to national drug lists were Sri Lanka, 
Costa Rica, Peru, Cuba, Egypt, Papua New 
Guinea, Mozambique and Tanzania. In 
the more developed world, Scandinavian 
countries, Canada and Australia had such 
selection processes in place.

Inspired by these national initiatives 
and concerned about the pharmaceuti-
cal situation, especially in poor settings, 
WHO gradually became involved in these 
issues. In May 1975, Dr Halfdan Mahler, 
Director-General of WHO at the time, 
strongly advocated before the Member 
States at the World Health Assembly for 
the development of national pharmaceutical 

policies based on the affordability, quality 
and availability of drugs [5]. A resolution 
was passed which urged the Secretariat of 
WHO to help Member States to formulate 
national pharmaceutical policies that meet 
the actual health needs of the people [6]. 
Rapidly, the concepts of “essential drugs” 
and “national drug policy” entered the vo-
cabulary of global public health [7]. After 
the compilation of national practices based 
on lists of basic drugs in 1976, the first 
meeting of the Expert Committee on Selec-
tion of Essential Drugs was held [8] and in 
1977 WHO adopted the first Model List of 
Essential Drugs [1]. Since then it has been 
reviewed and updated every 2 years and the 
current WHO Model List is its 15th edi-
tion. Whereas in 1977 only around a dozen 
countries had what could be considered a 
national essential medicines list (NEML), 
today 4 out of 5 countries have one, i.e. 
156 countries out of 193 Member States of 
WHO.

The basic idea behind the essential 
medicines concept is that while there are 
many medicines registered and available 
on the market, it is important to be selec-
tive, bearing in mind the medical needs 
of the majority of the population, and 
to ensure the efficacy, safety and cost–
effectiveness of the medicines. By follow-
ing this strategy most needed medicines 
can be supplied to a maximum number of 
people. The approach is fair, efficient and 
above all based on common sense. This is 
also a way of overcoming imperfections and 
failures of the pharmaceutical market. The 
concept is not only applicable in the public 
sector where it is most used but also in the 
private sector, especially in health insurance 
systems. It contributes to achieving health 
objectives and is based on sound economics 
and ethics.
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Essential medicines and PHC

Chronologically, the development of the 
first model list of essential medicines in 
1977 coincided with the Health for All 
strategy [9], both of which preceded the 
Alma Ata Declaration that brought PHC 
into being in 1978. The PHC advocated in 
the Declaration of Alma Ata was based on 
8 fundamental elements, one of which was 
the “provision of essential drugs”.

When the first WHO Expert Commit-
tee on the Use of Drugs produced the first 
edition of WHO Model List of Essential 
Medicines in 1977 [1], it also recommended 
the “compilation of a separate list of drugs 
appropriate for use in primary health care”. 
Thus the second report of the expert com-
mittee [10] produced a separate list of 23 
medicines taken from the main list as a 
model list to be adopted at the national 
level (Table 1). The report fully adopted 
the ethos of the Declaration of Alma Ata on 
PHC in terms of explaining the establish-
ment of PHC systems, respecting the local 
context, the traditional and existing patterns 
of health care and the use of these medicines 
by health workers.

Most of the NEMLs today list the medi-
cines that must be available at the PHC level 
and aim to make these available in recom-
mended dosage forms all the time. It is also 
important to mention that PHC requires 
a proper referral system to secondary and 
tertiary health care. Together these 3 levels 
constitute the “basic health care system” in 
a country. The WHO Model List of Essen-
tial Medicines covers all these levels. 

The creation of the WHO Drug Action 
Programme [11] was a significant develop-
ment between 1979 and 1981 and led to 
the creation of essential drugs programmes 
in certain low-income countries. These 
programmes were established within the 
context of the national health systems and 

PHC programmes and began with Tanza-
nia. Some other countries in Asia, Africa 
and Latin America also established such 
programmes.

Later came the “selective PHC” ap-
proach promoted by agencies like the 
United Nations Children’s Fund (UNICEF) 
and United States Agency for International 
Development (USAID). This gave birth to 

Table 1 Model List of Essential Drugs for 
primary health care from the 2nd Report of 
the WHO Expert Committee

Drug

1  Acetylsalicylic acid

2  Activated charcoal

3  An antacid

4  An antihaemorrhoidal drug

5  Atropine (antispasmodic)

6  Benzoic acid + salicylic acid

7  Benzyl benzoate

8  Calamine lotion

9  Chlorhexidine solution

10 Chloroquine

11 Chlorphenamine

12 Ephedrine (asthma)

13 Ergometrine (postpartum 
  haemorrhage)

14 Gentian violet

15 Iodine

16 Ipecacuanha

17 Iron/folic acid (nutritional 
  supplement during pregnancy)

18 Lindane

19 Mebendazole

20 Oral rehydration salts

21 Paracetamol

22 Piperazine

23 Tetracycline eye ointment
Source: [9]
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vertical disease programmes. Along with 
this there was an ideological change that 
gradually converted health care as a hu-
man right and primary responsibility of the 
State to a commodity that must be bought 
by individuals, whether through the public 
or private sectors. The harbinger of this 
paradigm shift was the World Bank [12]. 
These policy shifts fractured the compre-
hensiveness of PHC and negatively affected 
community involvement in and ownership 
of these programmes.

Despite these fundamental changes in 
health care provision, countries have con-
tinued to develop and implement NEMLs. 
In 1988 WHO came out with guidelines 
for developing national drug policies [13]
(NDPs) which were widely embraced by 
Member States and country after country 
began to develop their own NDPs. The con-
cept of essential medicines was a basic tenet 
of these NDPs. Today more than 100 coun-
tries have NDPs based upon this concept. 
Like WHO itself, most countries review 
their NEMLs, typically every 2 years, in 
order to add, delete or change medicines.

PHC, as a first level of health care, if 
not the comprehensive approach promoted 
by the Declaration of Alma Ata, continues 
to use the essential medicine concept in the 
public sector. But in most low and low-to-
middle income countries the situation in the 
private sector remains disturbing. The first 
level of health care in the private sector is 
still provided by private general practition-
ers and other allied health professionals, not 
to mention unqualified practitioners. These, 
as well as suppliers and sellers of medicines 
in private pharmacies, are generally not 
well informed about the concept of essential 
medicines and they freely prescribe all 
medicines available in the market. Irrational 
prescription, adverse drug reactions and 
high household spending on medicines are 
all testament to this. However, the emer-

gence of health insurance systems, managed 
by autonomous institutions or by the private 
sector, has led to the use of limited lists of 
medicines, which is actually an applica-
tion of the essential medicines concept but 
without the name.

Evolution of the concept of 
essential medicines

The concept of essential medicines has kept 
pace with the changing times in terms of 
evolving public health needs and advance-
ment in medical treatment. It remains as 
relevant today as it was 30 years ago.

What started as a list of 208 medicines 
in 1977 has been reviewed 15 times since 
then. Every 2 years a systematic review is 
conducted by the WHO Expert Committee 
on Selection of Medicines. Many medicines 
have been added to the list, some have been 
removed and others have been replaced 
with better alternatives. The 15th edition of 
WHO Model List of Essential Medicines 
(2007) consists of 340 medicines, an addi-
tion of 132 medicines over 30 years. In 2007 
when the Expert Committee met to review 
the 14th edition of the list its criteria were 
“due regard to disease prevalence, evidence 
on efficacy and safety, and comparative 
cost–effectiveness.”

A major difference in criteria used in 
the selection of essential medicines has 
taken place over the years especially from 
2002 onwards. The 2nd report of the WHO 
Expert Committee while laying down the 
criteria of selection mentioned, “The choice 
of such drugs depends on many factors, 
such as pattern of prevalent diseases; the 
treatment facilities; the training and experi-
ence of available personnel; the financial 
resources; the genetic, demographic and en-
vironmental factors.” From 2002 onwards, 
however, affordability changed from a con-
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dition to a consequence of selection. Before 
2002, expensive medicines were often not 
included on the Model List because their 
inclusion was seen as unrealistic. Under the 
new definition, a cost-effective medicine 
can be selected even if the price is high, and 
the fact that it is considered essential then 
implies that it has to become available and 
affordable. The first examples of this new 
approach were the first-line antiretroviral 
medicines, which were added to the Model 
List in 2002 when they were still priced at 
over US$ 1000 per patient per year; in 2007 
they can cost less than US$ 100 per patient 
per year.

Essential medicines are intended to be 
available within the context of functioning 
health systems at all times, in adequate 
amounts, in the appropriate dosage forms, 
with assured quality, and at a price the 
individual and the community can afford. 

The implementation of the concept of es-
sential medicines is intended to be flexible 
and adaptable to many different situations; 
exactly which medicines are regarded as 
essential remains a national responsibility 
[14].

Another important change from 1977 
is that now there are a number of associ-
ated complementary activities related to 
essential medicines and based around the 
Model List of Essential Medicines (Figure 
1). The List has been incorporated into 
the web-based WHO Essential Medicines 
Library [15], which provides direct links 
to relevant WHO clinical guidelines, sup-
porting evidence, model formulary text, 
price information, quality standards and 
nomenclature.

In 2008 a new WHO Model List of 
Essential Medicines for Children was pub-
lished for the first time [16].

Figure 1 World Health Organization (WHO) Essential Medicines Library: EMP = Essential 
Medicines Programme; BNF = British National Formulary; EMP = Essential Medicines and 
Pharmaceutical Policies; ATC = anatomical and therapeutic chemical classification. DDD = 
defined daily dose; CCs = collaborating centres; MSH = management sciences for health; 
UNICEF = United Nations Children’s Fund; MSF = Médecins Sans Frontières; EC = European 
Community; BMJ = British Medical journal



Eastern Mediterranean Health Journal, Vol. 14, Special Issue S79

Situation in the Eastern 
Mediterranean Region

Out of 22 countries in the Eastern Medi-
terranean Region of the WHO, 15 have 
NEMLs: Afghanistan, Djibouti, Egypt, Is-
lamic Republic of Iran, Iraq, Jordan, Mo-
rocco, Oman, Pakistan, Palestine, Somalia, 
Sudan, Syrian Arab Republic, Tunisia and 
Yemen. Not surprisingly all the above-
mentioned countries that have NEMLs also 
have national medicines policies in place 
which are explicitly based on the essential 
medicines concept.

The 7 countries that do not have NEMLs 
(Bahrain, Kuwait, Lebanon, Libyan Arab 
Jamahiriya, Qatar, Saudi Arabia and United 
Arab Emirates) include the Gulf States, 
except Oman, which are high income coun-
tries. Somehow the concept of essential 
medicines has not taken firm root in the 
Gulf countries. One of the reasons is that 
they perceive essential medicines as those 
needed only in poor countries where re-
sources are scarce and difficult treatment 
choices have to be made. This is indeed a 
misunderstanding. However, as insurance 
systems are now being established in the 
Gulf countries, they will presumably reim-
burse only those medicines that are included 
in the list of the insurance agencies. As 
mentioned before, this is an application 
of the essential medicines concept and its 
principles without the terminology. Other 
countries in the Region that have health 
insurance systems established by the gov-
ernment include Egypt, Islamic Republic of 
Iran, Jordan, Morocco and Tunisia.

The private health insurance sector is in-
creasingly establishing itself in middle- and 
high-income countries in the Region. These 
private companies also usually have a lim-
ited list of fully reimbursable medicines.

Challenges in essential 
medicines

WHO estimates that over 10 million deaths 
per year could be avoided by scaling up 
certain health interventions, the majority 
of which depend on essential medicines. 
Yet today, almost 2 billion people do not 
have regular access to essential medicines; 
in some of the lowest income countries 
in Africa and Asia, more than half of the 
population has no regular access. There 
are also challenges in conceptualizing and 
measuring “access to medicines”. The cur-
rent indicators for measurement neither 
fully capture the situation nor are they easy 
to measure.

The global situation is also reflected 
in the EMR; universal coverage for basic 
health care, including provision of essential 
medicines in some of its poor countries, 
remains elusive. In fact, 11 medicine price 
surveys in the Region using standard meth-
odology [17] have shown that many impor-
tant essential medicines are unavailable in 
public sector health facilities, their generic 
forms are relatively less available in the 
private sector and the prices of both generic 
and proprietary medicines in the private 
sector are still unaffordable to the poor; 
this is especially the case in low-income 
countries.

The essential medicines concept remains 
limited essentially to the public sector. The 
private sector, except insurance organiza-
tions which are few in low and low-to-
middle income countries, has not embraced 
the concept for the simple reason that it goes 
against the business interests of suppliers. 
It is a daunting but necessary challenge to 
change this situation, particularly in coun-
tries where out-of-pocket spending is high. 
New business models need to be developed 
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which can encourage the private sector sup-
ply of essential medicines.

More and more new essential medicines 
are needed for existing neglected diseases 
in developing countries (e.g. trypanosomia-
sis, leishmaniasis, hepatitis); for newly 
emerging diseases (e.g. Ebola virus, SARS, 
avian influenza); and for diseases which 
are increasingly not responding to existing 
treatments (e.g. tuberculosis, malaria, HIV/
AIDS). The research and development pipe-
line is not serving these needs, primarily 
because these problems affect poor people 
in poor countries who do not represent an 
attractive market for big pharmaceutical 
companies. Therefore, even though these 
companies enjoy unprecedented levels of 
intellectual property protection, they are not 
investing in such research. Innovative ways 
of promoting research and development 
directed at these problems are needed; for 
example patent pools, prize funds, research 
and development treaties.

Despite the existence of good practices 
guidelines in selection, procurement, stor-
age and distribution, and use of medicines, 
supply management of medicines is weak 
and fragmented in low-income countries be-
cause of lack of resources, limited expertise, 
and minimal accountability and political 
will. Because of these problems the vertical 
disease programmes have developed their 

own supply management systems, and this 
has resulted in inefficiencies and duplica-
tion.

Another major problem is that more than 
half the medicines are prescribed wrongly 
and half the patients consume medicines 
irrationally. This can result in a huge wast-
age of resources and cause unnecessary 
suffering through prolonged morbidity and 
drug injuries. There have been fragmented 
and ad-hoc efforts to promote rational use 
of medicines but these have not improved 
the overall situation in countries and they 
have not been sustainable. Comprehensive, 
national and sustained effort is needed to 
counteract irrational use of medicines.

Conclusion

The concept of essential medicines has 
proved itself sound, fair and necessary. 
However, there remain many challenges, 
the most important being to improve eq-
uitable access to those who still suffer un-
necessarily for want of essential health care 
and medicines. PHC together with essential 
medicines continues to be the most relevant 
approach to organize and deliver reliable, 
sustainable and credible health care services 
in the 21st century.
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The progress of Roll Back Malaria in 
the Eastern Mediterranean Region 
over the past decade 
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Introduction

Malaria has plagued humankind since an-
cient times and is still putting nearly 40% 
of the world’s population at risk. No one 
is certain how many people contract the 
disease, but estimates suggest that it afflicts 
between 350 million and 500 million people 
every year. The World Health Organization 
(WHO) estimates that 59% of the world’s 
clinical malaria cases occur in Africa, 38% 
in Asia and 3% in the Americas [1].

Malaria in the WHO Eastern 
Mediterranean Region
In total, 54% of the WHO Eastern Mediter-
ranean Region (EMR) population resides in 
areas at various risk of malaria transmission 
[unpublished annual reports on malaria sur-
veillance submitted to WHO by ministries 
of health, 2004]. The intensity of transmis-
sion is generally low in most areas. Compre-
hensive review of the community surveys 
conducted in malaria-endemic countries of 
the Region during 1985–2007 showed that 
in 87% of the surveys, falciparum malaria 
prevalence was below 10%, indicating that 
malaria is hypo-endemic [3].

Geographical diversity in the Region 
determines malaria variability in terms of 
endemicity, intensity of transmission and 
type of malaria. All age groups are at risk 
in endemic countries where transmission 
is seasonal and unstable, while pregnant 

women and children of young age are at 
higher risk in areas of stable malaria trans-
mission, which exist in the south zone of 
Somalia and south Sudan. In Saudi Arabia, 
Yemen and the sub-Saharan countries of 
the Region (Djibouti, Somalia and Sudan), 
Plasmodium falciparum is the dominant 
species, while in Afghanistan, the Islamic 
Republic of Iran and Pakistan, both P. falci-
parum and P. vivax are transmitted, with P.
vivax as the dominant species.

According to the malaria situation, 
countries of the Region are categorized into 
3 groups. Group 1 (13 countries: Bahrain, 
Egypt, Jordan, Kuwait, Lebanon, Libyan 
Arab Jamahiriya, Morocco, Oman, Pales-
tine, Qatar, Syrian Arab Republic, Tunisia 
and the United Arab Emirates) have elimi-
nated local malaria transmission or have 
very residual foci. Group 2, (3 countries, 
the Islamic Republic of Iran, Iraq and Saudi 
Arabia) retain malaria endemicity in a few 
localized areas and are implementing elimi-
nation strategies. More than 95% of the 
malaria cases in the Region occur in group 
3 (6 countries, Afghanistan, Djibouti, Paki-
stan, Somalia, Sudan and Yemen); Sudan 
alone accounts for almost 50% of the total 
Regional burden [4].

The Roll Back Malaria initiative 

The Roll Back Malaria (RBM) initiative 
was launched in 1998 by WHO, the United 

1Regional Adviser; 2Medical Officer, Roll Back Malaria, Division of Communicable Diseases Control, World 
Health Organization Regional Office for the Eastern Mediterranean, Cairo, Egypt (Correspondence to Hoda 
Atta: attah@emro.who.int).



Eastern Mediterranean Health Journal, Vol. 14, Special Issue S83

Nations Children’s Fund (UNICEF), the 
United Nations Development Programme 
(UNDP) and the World Bank in response 
to the unacceptably huge malaria burden 
on health and economies. The initiative 
renewed the global focus on malaria and 
revitalized the neglected malaria control 
programme, developed after the loss of as-
piration for global eradication in 1969. It has 
been clearly stated that malaria eradication 
is not the objective of the new initiative: it is 
aimed at halving malaria-associated mortal-
ity and morbidity by 2010, and it is empha-
sized that this can only be achieved through 
strengthened local health systems [5].

The new approach created new opportu-
nities for partnership between the public and 
private sectors. RBM now has a very wide 
range of partners, including malaria-endemic 
countries, their bilateral and multilateral 
development partners, the private sector, 
nongovernmental and community-based 
organizations, foundations, and research 
and academic institutions. Voting members 
of the RBM Partnership Board are: malaria-
endemic countries (8), donor countries (3), 
UNICEF, WHO, UNDP, World Bank, re-
search and academia (1 each), non-govern-
mental organizations (2), private sector (2), 
foundations (1). The board also includes 2 
non-voting ex officio members [6].

Roll Back Malaria in the Eastern 
Mediterranean Region
Before the initiation of RBM, the Region 
had a malaria control programme. The 
RBM initiative in the EMR was launched 
in 1999. The wide spectrum of malaria 
eco-epidemiology and burden, from ma-
laria-free status to the meso-hyperendemic 
situation, resulted in the adoption (at that 
time) of different objectives for 4 different 
groups of countries: high-burden countries 
and/or those with non-functional health sys-
tems, low to moderate endemicity countries 

with functional health systems, countries 
with some residual foci of transmission, 
and malaria-free countries. In 2002–03 
this programme was evaluated by external 
bodies, and proved to be a successful initia-
tive, with significant impact on the malaria 
burden [7,8].

Achievements of Roll Back Malaria 
in the Eastern Mediterranean Region
Impact on malaria burden
Reported malaria cases gradually decreased 
from 6.1 million in 2000 to 3.6 million in 
2006 [unpublished annual reports on malar-
ia surveillance submitted to WHO by min-
istries of health]. However, these reported 
figures represent only a fraction of the true 
incidence owing to the weakness of the 
health information system. It is estimated 
that there were about 10.5 million cases in 
2005 (compared to an estimated 15 million 
in 2000). About 59 000 malaria-related 
deaths occur every year in the Region [9].

Since the RBM initiative, 3 countries 
have been freed from malaria (Oman, Mo-
rocco, Syrian Arab Republic). Iraq is imple-
menting a malaria elimination programme 
and is very close to victory in the fight 
against the disease (only 2 local cases in 
2007). There has also been significant de-
crease in the malaria burden in Saudi Arabia 
and the falciparum burden in the Islamic 
Republic of Iran. 

Commitment and partnerships 
Success in malaria control and elimination 
requires long-term, high-level commitment 
from governments, partners and donors, 
and the amount of resources allocated is an 
indicator of this commitment.

Resources allocated to malaria control 
increased tremendously from both internal 
and external sources. All countries have in-
creased their national allocation for malaria 
control and elimination. Based on the 2006 



S84 La Revue de Santé de la Méditerranée orientale Vol. 14, Numéro thematique 

country reports, the total annual budget al-
located for malaria control in the Region is 
over US$ 84 million, 60% of this was from 
national resources. This expansion in finan-
cial expenditure is indicative of a significant 
increase in political commitment to malaria 
control at national and international levels. 

Both the Regional Office and the coun-
tries have been very successful in estab-
lishing partnerships, particularly in those 
countries with a high malaria burden. 
Nongovernmental organizations have been 
active in promoting insecticide-treated nets 
(ITNs) in Afghanistan and Pakistan, and 
community mobilization in the northern 
and southern states of Sudan and in Yemen. 
Collaboration established the Malaria At-
las Project to conduct malaria operation 
research in Somalia and other countries 
that will guide implementation of relevant 
interventions.

Resource mobilization
The total expenditure on malaria through 
joint programmes between WHO and the 
countries increased from almost US$ 3 
million in 1998/99, the first year of RBM, 
to just over US$ 13 million in 2006/2007. 
The planned budget for 2008–09 is more 
than US$ 19 million. RBM/EMR also sup-
ported countries in the Region in applying 
for funding from the Global Fund to Fight 
AIDS, Tuberculosis and Malaria (GFATM). 
By round 7 of GFATM, all eligible malaria-
endemic countries that applied for a Global 
Fund grant were successful in being award-
ed at least one grant. The total approved 
lifetime budget for 7 countries from rounds 
2 to 7 is more than US$ 382 959 000. By 
March 2008, the countries had already re-
ceived US$ 81 853 111 [10].

The Arab Fund for Social and Economic 
Development and the International Islamic 
Relief Organization are regional organiza-
tions that have provided financial support 

for malaria-endemic countries. Individual 
countries have provided support for pro-
grammes in Afghanistan and Yemen. Af-
ghanistan has received US$ 1 300 000 from 
the United States Agency for International 
Development (USAID), which has been 
used mainly for providing technical support 
and rehabilitation of the National Institute 
for Malaria and Leishmaniasis in Kabul. 
Collaboration with the Islamic Development 
Bank is ongoing and will support expansion 
of the Khartoum and Gezira malaria-free 
programme to 2 other states. 

Planning and management
After RBM started, with technical support 
from the Regional Office, malaria-endemic 
countries developed multi-year strategic 
plans, regularly updating them to conform 
with WHO guidelines. The strategic plans 
have been the foundation of resource raising 
activities from national and donor agencies. 
By 2007, all malaria-endemic countries 
had updated their national strategic plan till 
2010. Now, national malaria management 
teams have a strong capacity for revising 
and updating their national control strategy. 
In Afghanistan, the first national malaria 
control strategy was fully developed by in-
ternational partners, but in 2008 the national 
teams took the lead in updating it. 

Human resource development and 
institutional support 
Human resource development and institu-
tional support are key supportive strategies 
for RBM, and from the beginning it was 
realized that national capacity was weak 
in many poor, malaria-endemic countries, 
where the need was greatest. Health staff 
had left the malaria service or become de-
moralized because of low salaries, poor 
working conditions and the absence of es-
sential supplies.
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The Regional Office has supported in-
stitutional assessment for development/
upgrading of Regional training centres. 
Currently 3 centres are available for Re-
gional training courses: 
• Bandar Abbas (Islamic Republic of 

Iran), which is a field station of the 
Tehran School of Public Health. It was 
established in 1997 for Regional train-
ing on planning and management, and 
upgraded in 2006. 

• The Blue Nile Research and Training 
Institute in Wad Medani, Gezira State, 
Sudan, was established in 1995, and 
later upgraded to cover Regional train-
ing on entomology and vector control. 

• The central malaria laboratory in Oman 
was established as a Regional centre of 
excellence in malaria microscopy and 
quality assurance in 2007. 
In addition to general technical support 

provided by the Regional Office to all EMR 
countries, technical support for group 3 
countries is being provided at the field level 
by 5 international and 13 national WHO 
staff.

The Regional Office also supported the 
development and upgrading of the national 
training/research centres for malaria and 
other vector-borne diseases. A new na-
tional malaria/leishmaniasis centre was 
established in Kabul in 2006 by WHO with 
financial support from USAID. The training 
centre in Jizan, Saudi Arabia was evalu-
ated by WHO and upgraded in 2006 from 
national funds. The malaria headquarters 
in Yemen was established in Sana’a with 
resources from GFATM. 

Training on planning and programme 
management of malaria control programmes 
is considered an important aspect of RBM. 
So far, 10 courses have been conducted 
in the Regional centre in Bandar Abbas, 
Islamic Republic of Iran since 1997. The 

total number of participants trained is 187, 
including some from the WHO Regional 
Office for Africa (AFRO) and the WHO 
Regional Office for Europe (EURO). The 
Blue Nile Research and Training Institute 
has hosted 20 different malaria courses 
since 1997 for about 388 participants, of 
whom 129 received diplomas in malariol-
ogy (9 month course). The trained staff 
have contributed greatly in improving ma-
laria management at the national and sub-
national levels in the countries of the EMR.

WHO supported the first Regional train-
ing course on malaria microscopy in the 
Regional centre of excellence in Oman 
in 2007. The curriculum of the Regional 
one-year masters course in entomology and 
vector control has been finalized. The first 
course will be conducted at Gezira Univer-
sity in Sudan in late 2008.

Several intercountry workshops were 
held to brief and train national staff on 
various malaria-related technical topics 
including: geographic information systems 
(GIS) for malaria; quality assurance for 
the laboratory diagnosis of malaria; the de-
velopment of integrated vector control and 
monitoring the therapeutic efficacy of anti-
malarial drugs; monitoring and evaluation; 
burden estimation; and malaria elimination. 
The regular, annual national programme 
managers’ meeting has been a place for 
sharing experiences, providing information 
on new technical developments, updating 
Regional malaria surveillance and establish-
ing Regional and cross-border coordination 
among countries.

Intersectoral collaboration
Several instances of intersectoral collabora-
tion and involvement of different sectors 
for implementation of malaria control and 
elimination have occurred in the EMR. As a 
recent example, in Morocco, the ministries 
of transport, agriculture, communication, 
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tourism and travel, and defence and pub-
lic works, as well as travel agencies have 
all been involved in elimination efforts. 
In Sudan the success of the Malaria Free 
Initiative in Khartoum was due to strong 
collaboration between the federal ministries 
of health, agriculture, education, culture and 
social affairs, and community organization, 
along with the private sector. One of the 
most fruitful collaborations was established 
between the Malaria Free Initiative and 
Khartoum Water Corporation: it resulted in 
the expeditious repair of broken pipes.

A disease without borders

This is the slogan for the 2008 World Ma-
laria Day, which marks 10 years since the 
launch of RBM. It reminds us that malaria 
is an ecological disease that cannot be con-
fined within political borders. It shows that 
there are still a number of things that need 
to be done to strengthen cross-border coor-
dination between countries. There are many 
examples of the invasion of malaria from 
neighbouring endemic countries: malaria 
epidemics in the 1940s after the invasion 
of An. gambiae (most probably Arabiensis) 
into southern parts of Egypt, the introduc-
tion of malaria into the northern part of the 
Islamic Republic of Iran from Azerbaijan in 
1994 and epidemics of malaria in Tajikistan 
after population movements on the border 
with Afghanistan in 1993. 

Cooperation between the WHO offices 
for Europe and the EMR in malaria con-
trol/elimination has strengthened since the 
RBM initiative. They sponsored 2 meet-
ings, in August 1999 and in May–June 
2000, in Baku, Azerbaijan between repre-
sentatives of neighbouring countries from 
both Regions. Interregional coordination 
continued with several further meetings: 
Dushanbe in 2001, Tashkent 05, Dushanbe 
06, Ashgabat 07. The development of a 

joint plan for elimination of falciparum 
malaria in Tajikistan and northern areas of 
Afghanistan is a successful project awaiting 
donor funding. 

The Horn of Africa Network for Moni-
toring Antimalarial Treatment (HANMAT) 
is a successful network among Horn of Af-
rica countries, even though not yet formally 
established, which has helped in informa-
tion sharing on drug efficacy monitoring 
and proper decision making for updating 
drug policy.

Saudi Arabia, with focal malaria and 
better financial resources, and Yemen, with 
poor resources and a high burden of malaria, 
set an example of partnership for a joint 
malaria programme between neighbouring 
countries. Both are concerned about the 
high rate of population movement along 
their long and remote common border. Col-
laboration between the 2 countries, in the 
form of exchange of information and sur-
veillance, was assisted by RBM. This inter-
country coordination, with WHO support, 
was further expanded and included other 
members of the Gulf Cooperation Council; 
in 2007, the heads of state approved a $ 47.2 
million proposal with a vision of malaria 
elimination in the Arabian Peninsula.

Afghanistan, the Islamic Republic of 
Iran and Pakistan have many common 
eco-epidemiological and cultural factors 
that necessitate their continuous and close 
cooperation in border areas. However, a 
functional mechanism has not yet been 
set up. Some recent activities conducted 
include 2 border meetings; developing a 
multi-country research project on molecular 
epidemiology and genetic characterization 
of the P. vivax populations in each country; 
and a course for building capacity on ento-
mology and vector control in Pakistan and 
Afghanistan, hosted and supported by the 
Islamic Republic of Iran. 
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Population movement from endemic 
sub-Saharan African countries to Europe led 
to an increase in imported cases in countries 
in the north of Africa, where the migrants 
often transit. A coordination mechanism is 
yet to be established. 

Applied research

The Tropical Disease Research (TDR) Small 
Grants Scheme was established in the Divi-
sion of Communicable Diseases at the Re-
gional Office in 1992, with support from the 
Regional Director’s development fund and 
from the TDR (UNDP/World Bank/WHO) 
Special Programme for Research and Train-
ing in Tropical Diseases. It included malaria 
as a target disease right from the beginning. 
The scheme supports research into locally 
relevant health issues, beginning with prob-
lem identification and proposal writing, 
through the research process to the dissemi-
nation of findings. Since the beginning of 
2000, RBM has contributed large sums to 
the TDR Small Grants Scheme: 55 propos-
als from 10 countries have been supported 
by the Scheme and other mechanisms, with 
Sudan being the highest recipient country 
(19 proposals) [11]. Yemen received an 
institutional capacity grant to study the de-
terminants of severe malaria. 

Strengthening monitoring and 
evaluation and new techniques 
for data collection and 
management

Reliable and functional malaria surveillance 
is essential for proper planning and man-
agement of malaria control programmes. A 
Regional workshop on monitoring and eval-
uation was conducted by the Regional Of-
fice, after which many countries developed 

their malaria monitoring and evaluation 
plan as part of their national strategy, and all 
endemic countries identified focal points. 
The main product of efforts for strengthen-
ing monitoring and evaluation was the first 
world malaria report, which established the 
baseline for the accountability and transpar-
ency of malaria control programmes. To 
overcome the problem of the weak malaria 
surveillance system and the lack of reli-
able routine data, a pilot implementation of 
global malaria data has being initiated in 
Afghanistan, Yemen and Sudan. 

RBM/EMR introduced and encouraged 
countries to use HealthMapper software in 
their malaria surveillance systems to help 
them organize their data and to offer the 
possibility of a spatial view of the informa-
tion. Many countries such as Afghanistan, 
Morocco, Pakistan, Saudi Arabia, Somalia, 
Sudan and Yemen are using the software as 
a GIS tool in malaria control and elimina-
tion.

The Malaria Early Warning Systems 
(MEWS), based on the weekly reporting of 
malaria cases in epidemic-prone districts, 
has been established in Sudan since 2001 
and was introduced in Pakistan in 2003. 
With WHO support, a strategy for detection 
and control of malaria epidemics was de-
veloped in Somalia and epidemic detection 
and control in the Islamic Republic of Iran 
was assessed. 

Malaria elimination and 
certification of free status 

The Regional strategy for 2006–10 sup-
ports the expansion of malaria-free areas 
through malaria elimination initiatives at 
the sub-regional level (North Africa, Ara-
bian peninsula); elimination programmes at 
the national level (Iraq, the Islamic Repub-
lic of Iran, Saudi Arabia; the United Arab 
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Emirates was certified free of malaria by 
WHO in 2007) and malaria-free projects at 
the sub-national level such as those outlined 
below in Socotra and Khartoum. 

The malaria elimination project was 
initiated on Socotra Island (a unique po-
tential tourism centre) in Yemen in Sep-
tember 2000. The impact of the project 
was a real success story with no local cases 
reported since 2005. The Khartoum and 
Gezira malaria-free initiative was launched 
in 2002, aimed at the elimination of malaria 
as a public health problem. Khartoum and 
Gezira were selected due to their political 
importance as Khartoum is the capital city 
and a seat of commerce and Gezira is of ag-
ricultural importance. The 2 states are home 
to nearly one-third of the entire Sudanese 
population. The initiative has resulted in a 
significant reduction in the malaria burden 
in Khartoum state, and set an example to be 
followed by other states. The parasite rate 
decreased to 0.03% in 2006, compared to 
1.5% in 2001. 

Current sub-national initiatives/projects 
in high-burden countries could be viewed 
as starting projects for elimination, sus-
tainability and expansion and should be 
supported.

Two guidelines on “elimination of resid-
ual foci” and “prevention of reintroduction 
of malaria” were finalized and published 
[11,12]. For sharing successful experiences, 
the story of Morocco in malaria elimination 
was documented and published [13].

Challenges for Roll Back 
Malaria in the Eastern 
Mediterranean Region

Malaria-endemic countries are facing a 
number of challenges, such as: 
• limited coverage and low quality of 

laboratory services for diagnosis, partic-

ularly in high-burden countries, where 
only one-quarter of the clinical malaria 
cases are laboratory confirmed; 

• weak heath information and malaria 
surveillance systems, which are unable 
to provide reliable data on the malaria 
burden;

• limited access to effective treatment and 
prevention measures; 

• poor leadership and management skills 
at national and lower levels; 

• lack of compliance of the private sector 
with national policies and guidelines; 

• weak community involvement and lack 
of community structures to deliver in-
terventions to remote and inaccessible 
populations.
Countries aiming at malaria elimina-

tion are confronted with various obstacles, 
including:
• limited expertise in malaria elimination 

and weak national capacity for imple-
menting elimination interventions; 

• lack of an accurate and up-to-date strati-
fication map of malaria transmission; 

• lack of effective strategies for coordina-
tion of cross-border activities;

• weak intersectoral coordination. 
Countries of the Region also face an 

additional constraint concerning the spread 
of resistance to drugs and insecticides. The 
unstable political situation in certain areas 
due to war or civil unrest and globalization 
along with rapidly changing dynamics in 
environment, climate and migration pose 
formidable challenges.

The way forward

With the vision of having a malaria-free 
Region, RBM/WHO Regional Office for 
the Eastern Mediterranean will continue 
to provide support to countries to provide 
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universal coverage for malaria control and 
prevention interventions, and to develop 
strategic plans for malaria elimination, 
wherever feasible. 

WHO will assist countries in their ef-
forts to mobilize resources for the malaria 
programme and to strengthen the health 
system, as well as in building up national 
capacity for malaria elimination and in 

the coordination of cross-border activities. 
More investment will be given to research 
to develop innovative strategies to address 
the challenges facing the programme in 
all phases and settings, including complex 
emergency situations. 

Support will be sustained to consolidate 
the achievements already made and to pre-
vent the re-emergence of malaria. 
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Introduction

Now, 28 years after acquired immune de-
ficiency syndrome (AIDS) was first recog-
nised [1], it has become a global pandemic 
affecting almost all countries. WHO/UN-
AIDS (Joint United Nations Programme on 
HIV/AIDS) estimate the number of people 
living with human immunodeficiency virus 
(HIV) worldwide in 2007 at 33.2 million. 
Every day 68 000 become infected and 
over 5700 die from AIDS [2]; 95% of these 
infections and deaths have occurred in de-
veloping countries. The HIV pandemic re-
mains the most serious of infectious disease 
challenges to public health. 

Sub-Saharan Africa remains the most 
seriously affected region, with AIDS the 
leading cause of death there. Although 
percentage prevalence has stabilized, con-
tinuing new infections (even at a reduced 

Figure 1  Estimated number of people living with HIV globally, 1990–2007, data from UNAIDS [2]

rate) contribute to the estimated number 
of persons living with HIV, 33.2 million 
(30.6–36.1 million) (Figures 1,2).

A defining feature of the pandemic in 
the current decade is the increasing burden 
of HIV infection in women, which has 
additional implications for mother-to-child 
transmission. In sub-Saharan Africa, almost 
61% of adults living with HIV in 2007 were 
women [2].

The impact of HIV mortality is greatest 
on people in their 20s and 30s; this severely 
distorts the shape of the population pyramid 
in affected societies. Globally, the number 
of children living with HIV increased from 
1.5 million in 2001 to 2.5 million in 2007, 
90% of them in sub-Saharan Africa [2].

HIV/AIDS also poses a threat to eco-
nomic growth in many countries already 
in distress. According to the World Bank 
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analysis of 80 developing countries, as the 
prevalence of HIV infection increases from 
15% to 30%, the per capita gross domestic 
product decreases 1.0%–1.5% per year [3].
The powerful negative impact of AIDS 
on households, productive enterprises and 
countries stems partly from the high cost 
of treatment, which diverts resources from 
productive investments, but mostly from the 
fact that AIDS affects people during their 
economically productive adult years, when 
they are responsible for the support and care 
of others. 

This crisis has necessitated a unique and 
truly global response to meld the resources, 
political power, and technical capacity of 
all UN organizations, developing countries 
and others in a concerted manner to curb the 
pandemic.

AIDS often engenders stigma, discrimi-
nation, and denial, because of its association 
with marginalized groups, sexual transmis-
sion and lethality, hence it requires a more 
comprehensive and holistic approach. 

During the past 10 years, many develop-
ments have occurred in response to this 
pandemic. WHO has played an important 

role in this response. This article reviews 
the major developments in treatment and 
prevention and the role of WHO in response 
to these developments.

Treatment of HIV

During the first decade of the AIDS epi-
demic, the outcome for nearly every person 
infected with HIV around the world was 
virtually the same: most of those who be-
came infected with HIV eventually died as a 
result of AIDS. This began to change, how-
ever, in 1996 with the advent of protease 
inhibitors and highly active antiretroviral 
therapy.

Antiretroviral therapy was a real break-
through, changing HIV infection from 
an almost uniformly fatal infection into a 
chronic disease. At the XI International 
Conference on AIDS in 1996, results of 
studies in high income countries confirmed 
the effectiveness of combination antiretro-
viral regimens in preventing AIDS-related 
illness and death [4]. It was clear that this 
would make a tremendous change in rich 
countries, but treatment would remain be-

Figure 2  Estimated adult (15–49 years) HIV prevalence (%) globally and in sub-Saharan Africa, 
1990–2007, data from UNAIDS [2]
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yond the reach of people living with HIV in 
low- and middle-income countries. Hence 
the human toll from the epidemic will con-
tinue to erase decades of public health gains 
in sub-Saharan Africa.

Voices rejecting this situation increased, 
including those of people living with HIV, 
and leaders in governments, religion, in-
dustry and civil society. Between 1998 and 
2000, WHO and UNAIDS started to exert 
pressure on company leaders towards dif-
ferential pricing for anti-retrovirals. There 
was also international pressure to end the 
so-called treatment apartheid. Due to these 
efforts, the Accelerating Access Initiative 
was launched in May 2000; this included the 
pharmaceutical companies and UNAIDS, 
WHO, the World Bank, UNICEF and the 
UN Population Fund. This agreement was 
followed by a Declaration of Commitment 
on HIV/AIDS, endorsed by the UN General 
Assembly in 2001, embracing equitable ac-
cess to care and treatment as a fundamental 
component of a comprehensive and effec-
tive global response [5].

In late 2001 and early 2002, a number 
of factors converged to increase the mo-
mentum for treatment access. WHO took 
the first steps in developing guidance on a 
public-health approach, including simplified 
treatment regimens and clinical monitoring, 
and added 10 antiretroviral drugs to its list 
of essential medicines. The first edition of 
the WHO treatment guidelines for resource-
limited settings was published in March, 
2002 (it included the first mention by WHO 
of the 3 by 5 target) [6]. These guidelines 
included simplified schemes for treatment 
and clinical diagnosis, including reduced 
laboratory support. These approaches fa-
cilitated wider access to large populations in 
need of treatment in the poorest countries. 

In September 2003, in the follow-up 
meeting to the UN General Assembly 
Special Session in New York, Richard 
Feachem, Executive Director of the Global 

Fund to Fight AIDS, Tuberculosis and Ma-
laria, UNAIDS and WHO declared the gap 
between those who do and those who do not 
have access to treatment a “global health 
emergency” [7]. By December of that year, 
WHO had launched its plan for achieving 
3 by 5, and UNAIDS allocated additional 
resources for its support [8].

The 3 by 5 initiative
The 3 by 5 initiative committed all compo-
nents of the UNAIDS family and a broad 
array of partners to a highly ambitious 
target: to provide 3 million people living 
with HIV/AIDS in low- and middle-income 
countries with antiretroviral treatment by 
the end of 2005. 

In fact there were good results. In a 
recent survey, 36 out of 39 of the 3 by 5 
focus countries had developed national anti-
retroviral therapy guidelines with at least one 
WHO first-line treatment regimen [9]. From 
a baseline of approximately 400 000 people 
receiving antiretroviral therapy in low- 
and middle-income countries in December 
2003, more than 1.3 million people were 
receiving treatment by December 2005. 
Antiretroviral therapy coverage in low- and 
middle-income countries increased from 
7% at the end of 2003 to 12% by the end of 
2004 and 20% at the end of 2005. Over the 
past year, the number of people receiving 
treatment increased by about 300 000 every 
6 months. The scale-up in sub-Saharan 
Africa was most dramatic, from 100 000 
at the end of 2003 to 310 000 at the end of 
2004 and 810 000 at the end of 2005. More 
than half of all people receiving treatment 
in low- and middle-income countries are 
now living in this region compared with a 
quarter 2 years ago.

By the end of 2005, data reported from 
18 countries indicated that they had met the 
3 by 5 target of providing treatment to at 
least half of those who need it [10].
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In sub-Saharan Africa, the number of 
people receiving treatment increased more 
than 8-fold over the 2-year reporting period, 
and has more than doubled in the past year. 
Coverage increased from 2% in 2003 to 
17% at the end of 2005. About 1 in 6 of the 
4.7 million people in need of antiretroviral 
therapy in this region now receives it [10].
Worldwide, it is estimated that between 
250 000 and 350 000 deaths were averted 
in 2004–2005 as a result of increased treat-
ment access [11].

The 3 by 5 initiative highlighted the 
value of target-setting in driving important 
public health initiatives and will continue to 
influence the public health landscape as we 
move towards universal access by 2010. 

Funding
Despite these many achievements, as of 
December 2005 at least 80% of those in 
clinical need of antiretroviral drugs were 
not receiving them. 

On the funding front, many international 
organizations have been set up to assist in 
funding and implementing HIV prevention 
and care programmes and related health ini-
tiatives worldwide. These include the Presi-
dent’s Emergency Plan for AIDS Relief; the 
Global Fund to Fight AIDS, Tuberculosis 
and Malaria; Rollback Malaria, the Global 
Alliance for Vaccines and Immunization; 
the Global Health Council; Médecins Sans 
Frontières; the Bill and Melinda Gates 
Foundation; the World Bank Multicountry 
HIV/AIDS Programme; the Accelerating 
Access Initiative and the William J. Clinton 
Presidential Foundation. 

These organizations contribute increas-
ing amounts of money to confront AIDS 
and other pressing global health issues. 
UNAIDS reports that in 1996, approxi-
mately US$ 330 million was available for 
HIV/AIDS initiatives worldwide [12], a 
figure which had risen to US$ 4.7 billion by 

2003. Although this represents a huge in-
crease in funding, it is still less than half the 
US$ 12 billion that is now required, and this 
demand is expected to rise to US$ 20 billion 
by 2007 [12]. The relative availability of 
funds encouraged the international commu-
nity to plan for more-accessible services. At 
the June 2006 United Nations General As-
sembly High-Level Meeting on HIV/AIDS 
in New York, Member States agreed to 
work towards the goal of “universal access 
to comprehensive prevention programmes, 
treatment, care and support” by 2010.

This goal calls for the international com-
munity to further build on the progress 
made in the global response to HIV/AIDS 
in recent years through, for example, the 
WHO/UNAIDS 3 by 5 initiative and the 
increased resources made available to coun-
tries by the Global Fund to Fight AIDS, 
Tuberculosis and Malaria, the World Bank, 
the President’s Emergency Plan for AIDS 
Relief and other bilateral efforts, as well as 
those made available by private foundations 
and nongovernmental organizations.

Prevention

In the absence of curative therapy, control 
of the HIV/AIDS epidemic requires broad 
implementation of effective and sustainable 
prevention measures. In the past 20 years, 
substantial advances have been made in 
the field of HIV prevention. Prevention of 
infection must be based on strategies that 
interrupt sexual, blood-borne, and perinatal 
transmission of the virus. 

A number of preventive interventions 
have been tested and proved to reduce HIV-
associated risk behaviours across a variety 
of populations [13]. Strategies for the pre-
vention of sexual transmission have focused 
on reducing unsafe sexual behaviour (by 
promoting sexual abstinence or decreasing 
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the number of partners), encouraging con-
dom use, and treating sexually transmitted 
infections. In addition, effective prevention 
strategies have been developed to reduce 
mother-to-child transmission of HIV-1 in-
fection and to reduce blood product trans-
mission of HIV through use of sensitive and 
reliable screening methods [13].

At country, regional and global lev-
els, there continue to be concerns about 
the unmet need for comprehensive HIV-
prevention programming within the current 
state of AIDS response.

While coverage of some key preven-
tion programmes such as the prevention 
of mother-to-child transmission increased 
markedly over the year, still only 17 of 108 
low- and middle-income countries are on 
track to meet the United Nations General 
Assembly Special Session on HIV/AIDS, 
25–27 June 2001 target of a 50% reduc-
tion in infection among infants. Even the 
most basic building block of successful 
HIV prevention programmes—knowing 
how HIV is transmitted—is far from being 
achieved: in only 10 out of 78 low- and 
middle-income countries do a majority of 
young people (15–24 years) have com-
prehensive AIDS knowledge. In view of 
this prevention challenge, WHO advocated 
dramatic scale-up of HIV testing and coun-
selling and provided support for dissemina-
tion and implementation of guidance on 
provider-initiated testing and counselling. 
Comprehensive integration of Prevention 
of Mother to Child Transmission of HIV 
with maternal and newborn child health 
continued to be a priority for WHO. Guid-
ance was developed on key prevention and 
care programmes for people living with 
HIV [14].

Male circumcision
Three recent randomized, controlled clini-
cal trials have demonstrated the efficacy of 

adult male circumcision in reducing female-
to-male transmission of HIV by approxi-
mately 50%–60% [14–16]. These results 
have heightened interest in male circumci-
sion as an HIV prevention intervention and 
have led to an increased demand for male 
circumcision services.

In response to the findings of the trials, 
WHO, UNAIDS and their partners held an 
international consultation in early March 
2007 with the goal of defining specific 
policy and programme recommendations 
for expanding and/or promoting male cir-
cumcision for HIV prevention. In addi-
tion to this practice being recognized as an 
important intervention to reduce the risk of 
HIV infection, experts at the consultation 
emphasized that, particularly in countries 
with high HIV prevalence as a result of het-
erosexual transmission and with low male 
circumcision rates, male circumcision could 
have a major impact on the HIV epidemic. 
It was recommended that these countries 
urgently consider expanding access to safe 
male circumcision services. Operational 
tools for male circumcision, including for 
training on surgical procedures, quality as-
surance, situation analysis, and monitoring 
and evaluation, were developed [14].

Future challenges

Despite the progress to date, some persistent 
challenges continue to hamper the scaling 
up of antiretroviral therapy and HIV pre-
vention. These include critical weaknesses 
in health systems, difficulty in ensuring eq-
uitable access and lack of standardized sys-
tems for the management of programmes 
and for monitoring progress. There is still 
the challenge of making the money work by 
harmonizing the efforts of partners.

The World Health Report (2004) states 
that “the 3 by 5 initiative cannot be imple-
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mented in isolation from a regeneration of 
health systems” [17]. Several studies sup-
port this statement, reflecting the unfavour-
able conditions in the health care systems 
of developing regions [12,18]. Concerted 
efforts are needed to address the challenge 
to health systems, including effective fund-
ing efforts. However, certain social and 
biological complexities profoundly affect 
the transmission, progression and mortality 

of the disease; these lie beyond the scope of 
health services.

To sum up, the HIV pandemic has con-
tinued to pose great challenges to public 
health. During the last 10 years different 
players have confronted the pandemic. 
WHO has played an important role in pro-
viding technical support to countries in 
prevention and in leading the initiatives in 
treatment.
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Introduction

The fifth Millennium Development Goal 
(MDG) aims to improve maternal health. 
The 2 targets set for this goal are to “reduce 
by three-quarters, between 1990 and 2015, 
the maternal mortality ratio” and “achieve, 
by 2015, universal access to reproductive 
health”. Six indicators have been selected 
to help track progress towards these tar-
gets: maternal mortality ratio; proportion of 
births attended by skilled health personnel; 
contraceptive prevalence rate; adolescent 
birth rate; antenatal care coverage (at least 
1 visit and at least 4 visits); and unmet need 
for family planning [1].

This paper briefly outlines the general 
situation in relation to maternal health in the 
Eastern Mediterranean Region of the World 
Health Organization (WHO) and goes on 
to focus on the perspective of adolescent 
pregnancy and reproductive health.

General regional and sub-
regional trends of the goal

Improving maternal health has been en-
dorsed as a key development target by 
Member States. It has been included in con-
sensus documents arising from international 
conferences, including the World Summit 

for Children in 1990, the International Con-
ference on Population and Development 
in 1994, the Fourth World Conference on 
Women in 1995, the Millennium Summit 
in 2000 and the United Nations General 
Assembly Special Session on Children in 
2002 [2]. Despite the international efforts 
and commitment to the Safe Motherhood 
Initiative since its inception at the Nai-
robi Conference in 1987, progress towards 
reducing maternal mortality globally has 
been slow. According to the WHO/United 
Nations Children’s Fund (UNICEF)/United 
Nations Population Fund (UNFPA), global 
estimates on maternal mortality in 2005 in-
dicated that 536 000 women continue to die 
every year as a result of pregnancy-related 
complications [3]; around 53 000 of these 
women die in the WHO Eastern Mediter-
ranean Region [4]. Over 95% of the burden 
of maternal death in the Region is shared by 
7 countries, namely Afghanistan, Iraq, Mo-
rocco, Pakistan, Somalia, Sudan and Yemen 
(Figure 1) [4].

In 2005, the mean maternal mortality 
ratio (MMR) in the Eastern Mediterranean 
Region was estimated at 377 per 100 000 
live births, compared to 465 per 100 000 
live births in 1990, a reduction of only 
18.9% in maternal death in the Region in 
the period from 1990 to 2005. If the current 
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trend in reducing maternal death continues 
in the years to come, MMR is expected to 
be around 300 per 100 000 live births in the 
year 2015, while the target for MMR set by 
the MDG in the Region is 116 per 100 000 
live births (75% lower than its level in 
1990) (Table 1) [4].

It is worth mentioning here that the 
reduction in MMR has not yet exceeded 
30% in 6 countries in the Region (Figure 2). 
These are: Afghanistan, Djibouti, Iraq, Pa-
kistan, Somalia and Sudan. These countries 
contribute to over 90% of maternal deaths 
in the Region (Figure 1) [4].

However, there are great variations in 
maternal death levels among countries of 
the Region, ranging from 0 in Bahrain to 
1600 per 100 000 live births in Afghanistan 
and Somalia (Table 1). In other words, 
countries of the Region can be classified in 
the 4 following groups.
• MMR is less than 100 per 100 000 live 

births: this group contains 14 countries, 
namely: Bahrain, Egypt, Islamic Re-
public of Iran, Jordan, Kuwait, Leba-
non, Libyan Arab Jamahiriya, Oman, 
Palestine, Qatar, Saudi Arabia, Syrian 

Arab Republic, Tunisia and United Arab 
Emirates.

• MMR ranges from 200 to 400 per 
100 000 live births: this group contains 
Morocco, Iraq, Pakistan and Yemen.

• MMR ranges from 500 to 600 per 
100 000 live births: this group contains 
Sudan and Djibouti.

• MMR is around 1600 per 100 000 live 
births: this group contains Afghanistan 
and Somalia.

Regional trends of teenage 
marriage and pregnancy in 
relation to the MDG5

Adolescent pregnancy is commonplace 
in many countries. An estimated 14 mil-
lion women aged from 15 to 19 years give 
birth each year to around 10% of all births 
worldwide. More than 90% (12.8 millions) 
of these female adolescents live in develop-
ing countries [5]. More than half the women 
in sub-Saharan Africa and about a third in 
Latin America and the Caribbean give birth 

Figure 1 Maternal health: current situation: contribution of maternal deaths by country, 2005. 
Source: MPS indicators for countries of the Eastern Mediterranean, WHO/EMRO: 2005
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before the age of 20 years [6]. The regional 
average rate of births per 1000 women aged 
15–19 years is 143 in sub-Saharan Africa 
and 78 in Latin America and the Caribbean 
compared to the world average of 65 [7].
Meanwhile, in the 28 countries of the Or-

ganization for Economic Cooperation and 
Development, the percentage of women 
who give birth before age 20 years ranges 
from 2% in Japan to 13% in the United 
Kingdom and 22% in the United States [8].

For example, in the Arab world families 
are experiencing major changes as new 
patterns of marriage and family forma-
tion emerge across the Region. Universal 
early marriage is no longer the standard it 
once was in Arab countries [9] (Table 2).
The average age at marriage for both men 
and women is generally rising, and more 
Arab women are staying single longer or 
not marrying at all. While these trends are 
part of a general global phenomenon, they 
are also introducing new issues into Arab 
societies, issues that can confront deeply-
rooted cultural values and present legal and 
policy challenges. Changing demographic 
patterns of marriage in the Arab world re-
flect broader social and economic changes 
taking place throughout the Region. Arab 
economies have increasingly moved away 
from an agrarian system, which supported 
both early marriage and an extended family 
structure [9] (Table 3). 

Situation analysis of youth 
reproductive health in the 
Region

WHO, in its contribution to meeting the 
MDGs, is according priority attention to 
issues pertaining to the management of 
adolescent pregnancy. Three of the aims 
of the MDGs, the empowerment of wom-
en, the promotion of maternal health and 
the reduction of child mortality, embody 
key priorities of WHO and its overarching 
policy framework of poverty reduction. 
The UN Special Session on Children in 
particular focused on some of the key rights 
issues affecting adolescents, including early 

Table 1 Progress made in achieving the fifth 
Millennium Development Goal in the Eastern 
Mediterranean Region (maternal mortality 
ratio by country and year)

Country Maternal mortality ratio 
  (per 100 000 live births) 
  1990 2000 2005 2015

Afghanistan 1700 1600 1600 425

Bahrain 60 20 0 15

Djibouti 740 546 546 185

Egypt 174 68 63 44

Islamic Republic 
 of Iran  91 37 37 23

Iraq 117 294 294 29

Jordan 80 41 41 20

Kuwait 11 7 4 3

Lebanon 150 104 88 38

Libyan Arab 
 Jamahiriya 60 40 40 15

Morocco 500 228 227 125

Oman 190 38 15 48

Pakistan 450 350 350 113

Palestine 90 21 11 23

Qatar 9 0 22 2

Saudi Arabia 41 18 12 10

Somalia 1600 1600 1600 400

Sudan 660 509 509 165

Syrian Arab 
 Republic 143 65 58 36

Tunisia 80 45 45 20

United Arab 
 Emirates 5 0 1 1

Yemen 1400 366 366 350

Region 465 395 377 116
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marriage, access to sexual and reproduc-
tive health services, and care for pregnant 
adolescents.

Adolescent girls face considerable health 
risks during pregnancy and childbirth, ac-
counting for 15% of the Global Burden of 
Disease for maternal conditions and 13% 
of all maternal death [10]. Adolescents 

Table 3 Age at first marriage in selected Arab 
states

Country Year Age at first marriage 
   (years)
   Males Females

Algeria 2002 31.9 29.1

Lebanon 2004 32.8 28.8

Morocco 2004 31.0 26.9

Syrian Arab 
 Republic 2001 29.4 25.6

Tunisia 2001 32.9 29.9

Yemen 2003 25.5 22.3
Source: Pan Arab Project for Family Health (www.
papfam.org, accessed 8 July 2008).

Figure 2 Percentage change in maternal mortality ratio by country WHO/EMRO, 2005. 
Source: Making Pregnancy Safer indicators for countries of the Eastern Mediterranean, 2005

Table 2 Decline in teenage marriage among 
women in selected Arab countries

Country  Year Women 
   married at 
   15–19 
   years (%)

Egypt 1976 22

  2003 10

Tunisia 1975 11

  2001 1

Libyan Arab  1973 40
 Jamahiriya 1995 1

Kuwait 1970 38

  1996 5

Palestine 1967 17

  2004 14

United Arab  1975 57
 Emirates 1995 8
Source: United Nations, World Fertility Report 2003, 
Tables II.9 and II.11; Pan Arab Project for Family 
Health (Tunisia 2001); Gulf Family Health Survey 
(United Arab Emirates 1995 and Kuwait 1996); and for 
Demographic and health survey Jordan 2002, Egypt 
2003 and Palestine 2004.
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aged 15–19 years are twice as likely to die 
during childbirth and those under age 15 
are 5 times as likely to die during childbirth 
as women in their twenties [8]. Unsafe 
abortion (defined by WHO as a procedure 
for terminating unwanted pregnancy either 
by persons lacking the necessary skills or 
in an environment lacking minimal medi-
cal standards or both), pregnancy-induced 
hypertensive diseases [11] and severe anae-
mia [12] contribute to a large extent to 
high maternal mortality among adolescents 
(Figure 3). Infant and child mortality is also 
higher among children born to adolescent 
mothers [13].

Adolescents suffer a significant and 
disproportionate share of death and dis-
ability from unsafe abortion practices [14].
The number of abortions globally among 
adolescents ranges from 2.2 to 4 million 
annually [15]. Recent estimates reveal that 
14% of all unsafe abortions in developing 
countries are performed on adolescents 
aged 15–19 years. Of these unsafe abortions 
in developing countries, Africa accounts for 
25% while Latin America and the Carib-
bean account for 14% [16].

Pregnant adolescents vary greatly in 
their circumstances, their behaviour and 
consequently their needs. Lack of informa-
tion about the needs of pregnant adoles-
cents means that service providers are ill 
equipped to deal with them. Failure on 
the part of communities to acknowledge 
and address the issues related to and stem-
ming from the problem further complicates 
the situation. There are major barriers that 
preclude adolescents’ access to maternal 
health care services. Failure to address these 
barriers and needs seriously threatens the 
healthy outcomes of the young mother and 
newborn child and further contribute to the 
already high maternal mortality ratio and 
pregnancy-related morbidities.

A major challenge to adequately meeting 
the educational, informational and clinical 
needs of adolescent women in developing 
nations is the eradication of existing social 
and cultural biases against adolescent wom-
en. Youth-friendly services are reported 
among the best strategies to overcome such 
a challenge. Therefore, the needs of preg-
nant adolescents must be approached from 
a holistic standpoint, rather than a solely 
biomedical perspective (Figure 3). 

There are 3 generally identified delays 
in accessing and receiving care that con-
tribute to maternal and infant mortality [17]
(Figure 4):
1. Delay in deciding to seek care on 

the part of the individual, family or 
both. Factors that shape the decision 
to seek care include actors involved in 
decision-making (individual, partner, 
family, community); this also includes 
knowledge about pregnancy, labour and 
symptoms and signs of complications 
(perception of need), status of women, 
costs, and cultural factors. 

2. Delay in reaching an adequate health 
care facility. Causes include an inabil-
ity to access health facilities because 
of underdeveloped transportation infra-
structures, nonexistent communications 
networks, prohibitive costs of transpor-
tation and other financial constraints. 

3. Delay in receiving adequate care at an 
existing facility. Causes include inef-
ficient triage systems, inadequate care-
giver skills, inadequate numbers of 
caregivers, inadequate equipment and 
supplies and lack of a referral system. 
Although these delays are largely sys-

temic, and thus affect health care for most 
pregnant women in developing countries, 
their presence poses particular challenges 
for the care of pregnant adolescents because 
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of an adolescent’s physical and psychologi-
cal immaturity and limited autonomy. Un-
less appropriate actions to eliminate these 
delays and evidence-based practices and 
procedures are implemented, it will be un-
realistic to reduce maternal mortality ratios, 
especially among adolescents (Figure 5).

Policy recommendations 
pertaining to overall and youth-
specific attainment of MDG5 at 
the regional level with a focus 
on gender issues and concerns

The evidence cautions that the situation of 
pregnant adolescents varies tremendously 
by age, marital status, whether the preg-
nancy is wanted or unwanted, social class, 
educational attainment, urban or rural resi-
dence, region and cultural context; this 
therefore calls for interventions that are 
flexible and responsive to these disparate 
needs. Policies must address the underlying 
social, cultural and economic factors that 

Figure 3 Health consequences of adolescent pregnancy

contribute to pregnancy and childbearing 
among adolescents. They must improve 
the status of adolescent girls and expand 
their opportunities through the following 
actions.
• Opportunities for formal education 

should be provided and reproductive 
health education introduced into the 
curricula at school. Special efforts are 
needed to overcome barriers that pre-
clude young girls from attending school. 
Greater political commitment and re-
sources are required to improve the 
overall status of girls. 

• Pregnant and parenting girls need to be 
able to continue their schooling. Tradi-
tionally, pregnant schoolgirls have been 
forced to leave school. Policies designed 
to keep girls in school will allow them 
to acquire education and develop skills 
that will enhance their ability to care 
for themselves and their families, and to 
take advantage of worthwhile employ-
ment opportunities.
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Figure 4 Barriers to accessing health care for pregnant adolescents
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Figure 5 Determinants of pregnant adolescents seeking health care 
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• Existing laws on minimum age of mar-
riage should be publicized and enforced 
towards establishing statutory marriage 
law applicable to all marriages. Experi-
ence in many countries suggests that it 
is difficult for policy-makers to influ-
ence age at marriage and childbearing 
directly. In spite of the legal age limit 
at marriage being 16 or 18 years, many 
women marry before reaching this age.

• Reproductive health information and 
youth-friendly services for married and 
unmarried, non-pregnant and pregnant 
adolescents should be legally available 
and widely accessible.

• Health providers should be trained par-
ticularly in counselling and interperson-
al communication skills to better work 
with adolescents. Adolescents should 
particularly be given adequate social 
support during pregnancy, labour, deliv-
ery and postpartum period.

• Safe motherhood programmes need to 
be particularly vigilant, sensitive and 
responsive to physical abuse of adoles-
cents during pregnancy and the postpar-
tum period.

• Maternal health care for adolescents 
should be provided early and include 

pregnancy test, counselling, early detec-
tion and management of complications, 
psychological support, and nutrition-
al, iron and vitamin supplementation. 
Treatment and management of malaria 
and other communicable diseases in 
endemic areas should be a component of 
antenatal care provided to adolescents.

• In light of the higher incidence of pre-
mature delivery in adolescents, planning 
for the birth should be undertaken, in-
cluding the place of birth, availability of 
transportation and costs involved.

• Postpartum care should be provided as it 
is particularly important for adolescents 
in order to promote and support breast-
feeding and provide the contraceptive 
method of choice.

• Individuals, families and communities, 
including social and religious leaders 
and other key decision-makers, should 
be targeted to increase their knowledge 
on the health and social burden associ-
ated with adolescent pregnancy. This 
intervention should help ensure provi-
sion of the required support to pregnant 
adolescents.
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Director1 January–31 December 2007
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Background

A complex combination of dietary practices 
and environmental, social and economic 
factors in countries of the World Health Or-
ganization (WHO) Eastern Mediterranean 
Region (EMR) has resulted in the persist-
ence of what is described as the double 
burden of malnutrition, where undernutri-
tion among young children and women of 
childbearing age co-exists with nutrition of 
excess, demonstrated by increasing rates of 
overweight, obesity and chronic disease.

Based on a combination of nutrition 
and health indicators and risk factors, the 
countries of the Region can be divided into 
4 categories [1]. In the first category are 
countries that are characterized by high 
prevalence of overweight and obesity along 
with a moderate level of undernutrition 
among children under the age of 5 years 
and micronutrient deficiencies in popula-
tion sub-groups (Bahrain, Kuwait, Oman, 
Qatar, Saudi Arabia and United Arab Emir-
ates). The major risk factors that may be 
attributed to the role of government are 
lack of clear food and nutrition policies and 
strategies; unclear lines of coordination and 
collaboration between the national authori-
ties concerned; lack of consumer education 
and protection laws; and overall inadequate 
food safety and nutrition education among 

the general population. At the consumer and 
individual levels, risk factors are very high 
intake of energy-dense foods (fats, sugar/
refined carbohydrates) and low vegetable/
fruit consumption combined with a sedentary 
lifestyle with minimum physical activity, all 
existing within an overall environment of 
aggressive commercial marketing of fast 
foods and breast-milk substitutes.

In the second category are countries 
where moderate levels of overweight/obesity 
co-exist with moderate levels of undernutri-
tion in specific population pockets and age 
groups alongside widespread micronutrient 
deficiencies (Egypt, Islamic Republic of 
Iran, Jordan, Lebanon, Libyan Arab Jama-
hiriya, Morocco, Syrian Arab Republic and 
Tunisia). The major risk factors that may be 
attributed to the role of government are again 
lack of clear food and nutrition policies and 
strategies; unclear lines of coordination and 
collaboration between the national authori-
ties concerned; lack of consumer education 
and protection laws, and inadequate food 
safety and nutrition education among the 
general population. The risk factors present 
at the consumer and population levels are 
increased dietary intake of fats and re-
fined sugar and inadequate energy, fruit and 
vegetable consumption combined with a 
sedentary lifestyle with minimum physical 
activity, occurring within an environment 
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of aggressive commercial marketing of fast 
foods, breast-milk substitutes and persist-
ence of poverty pockets, particularly in 
peri-urban settings and among remote rural 
population groups.

In the third category are those countries 
with significant undernutrition consisting 
of acute and chronic child and maternal 
malnutrition, widespread micronutrient de-
ficiencies and emerging overweight/obesity 
and nutrition of indulgence in population 
sub-groups (Pakistan and occupied Pales-
tinian territory). Prevailing risk factors that 
may be attributed to the role of government 
are weak social and economic infrastructure 
in certain geographical areas; the ad hoc 
nature of nutrition programmes; lack of 
a coherent nutrition policy; lack of con-
sumer education and protection laws and 
inadequate institutional capacity and trained 
human resources for food safety control; 
and inadequate and insufficient intake of 
food by a major portion of the popula-
tion. Widespread poverty and insufficient 
income; inadequate access to a safe water 
supply and poor sanitation; and pockets of 
low literacy are the environmental compo-
nents that contribute to the perpetuation of 
this situation. 

The fourth category relates to countries 
experiencing humanitarian crisis with high 
prevalence of severe child and maternal un-
dernutrition and widespread micronutrient 
deficiencies (Afghanistan, Djibouti, Iraq, 
Somalia, Sudan and Yemen). In these coun-
tries, the national development programmes 
have been disrupted, including food safety 
and food control mechanisms, along with 
a lack of institutional capacity and trained 
human resources to monitor food security, 
food aid and food safety.

Prevalence of undernutrition

Over the years, significant progress has been 
made in improving the health and nutrition 

status of the population of the EMR [2]. Six 
countries in this Region (Djibouti, Jordan, 
occupied Palestinian territory, Oman, Syr-
ian Arab Republic and Tunisia) are on track 
to meet the Millennium Development Goals 
(MDGs) targeting a reduction in the propor-
tion of children under 5 years of age who 
are underweight [3]. Furthermore, 12 coun-
tries have underweight prevalence rates of 

 10% among the under-5s. 
The overall proportion of underweight 

children under 5 years of age has, however, 
increased in the EMR from 14% in 1990 to 
17% in 2004 (i.e. 8 million children still suf-
fer from underweight). Regional statistics 
have been dragged down by 3 heavily popu-
lated countries: Iraq, Sudan and Yemen. In 
Iraq, the proportion of underweight children 
under 5 years of age is still higher than it 
was in 1990, standing at 16%. In Yemen the 
situation has also deteriorated, with 46% of 
all under-5s being currently underweight 
compared with 30% in 1991–92. It is esti-
mated that 53% of under-5s in Yemen are 
stunted, and 32% of babies are born with 
low birth weight. In Sudan, where civil war 
has influenced children’s nutritional status, 
41% of under-5s are underweight and 31% 
of babies are born with low birth weight. 
Sudan is afflicted with the highest propor-
tion of wasted children (16%) in the Region 
[WHO-EMRO unpublished data, Personal 
communications, 3].

The assumption that economic growth 
and development will improve undernutri-
tion is not always accurate. For instance, 
Kuwait, Saudi Arabia, and the United Arab 
Emirates have high per capita gross national 
incomes but have the same or even higher 
rates of wasting as low-income Yemen 
[WHO-EMRO unpublished data, 2003, 3].

Underweight is also reported among 
adults in the Region. The prevalence of 
underweight [body mass index (BMI) < 
18.5 kg/m2] in the Islamic Republic of 
Iran, Morocco, Saudi Arabia and Tunisia 
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is in the range of 5%–7% [4,5]. A lower 
prevalence of adult underweight is noted in 
Kuwait (2.5%) but with a strikingly higher 
prevalence in the adolescent population 
group aged 13–18 years, 17% of whom 
were found to be underweight [5].

Prevalence of micronutrient 
deficiencies

Available data suggest that, for several 
nutrients including iron, iodine, zinc, cal-
cium, vitamin A, vitamin D and folate, the 
nutritional status of the population of the 
EMR is suboptimal. Iron deficiency anae-
mia is a serious public health problem in all 
countries of the Region. Iron deficiency and 
its associated anaemia problems are wide-
spread among women, especially those of 
child-bearing age, and among children. 

It is estimated that more than one-third 
of the population is anaemic in the Region 
[WHO-EMRO, unpublished data]. Anaemia 
has been estimated at 15% in Saudi Arabia 
and at 74% in Yemen among preschool 
children. It ranged from 11% in Egypt to 
over 40% in the Syrian Arab Republic 
and Oman among women of childbearing 
age [6,7]. Data on anaemia rates among 
preschoolers, pregnant women and women 
of childbearing age from 1995 to 2001 show 
no improvement in the overall situation 
among the Member States of this Region 
[7,8]. Furthermore, in studies conducted 
on adolescents in Egypt, Saudi Arabia and 
Yemen, the prevalence rates for anaemia 
are high, ranging between 30% and 55% 
[9–15].

Vitamin A deficiency disorders are con-
sidered a public health problem in several 
countries of the Region. These disorders 
are observed in large numbers of preschool-
ers, school-aged children and women of 
childbearing age. Available data, based on 

a serum retinol level of < 20 μg/dL, sug-
gest the prevalence of sub-clinical forms 
of vitamin A deficiency disorder of around 
10% in Egypt and the Syrian Arab Repub-
lic, 17% in Jordan, 20%–30% in Oman and 
Pakistan, 40% in Morocco and over 60% in 
Yemen, but only 2.3% in Tunisia [7,16]. In 
Sudan, prevalence of vitamin A deficiency 
is considered a public health problem. This 
is indicated by 1995 data which showed a 
prevalence of 8.5% for night blindness in 
children under 5 years of age. Areas most 
affected were Southern Darfur and Gezira 
[8].

In 2002, iodine deficiency was recog-
nized as a problem of public health sig-
nificance requiring urgent attention in 18 
countries of the Region. One-third of the 
population in the Region is at risk of devel-
oping iodine deficiency disorder (IDD). The 
contributing factors are poor iodine content 
of soil and limited consumption of food 
items with adequate iodine content. Uni-
versal iodization of salt has been achieved 
in 8 EMR Member States. At present, IDD 
is not considered a public health problem 
in Bahrain and Qatar, and is considered 
under control in the Islamic Republic of 
Iran and Tunisia. Prevalence of IDD is 
considered mild in 8 countries of the Region 
(Jordan, Kuwait, Lebanon, Libyan Arab 
Jamahiriya, Oman, occupied Palestinian 
territory, Syrian Arab Republic and United 
Arab Emirates), and moderate in 5 others 
(Egypt, Morocco, Saudi Arabia, Sudan and 
Yemen). Data on the prevalence of IDD 
are lacking for Afghanistan, Djibouti, Iraq, 
Pakistan and Somalia [7].

Vitamin D deficiency has been docu-
mented among children under the age of 5 
in Yemen, Morocco and the Islamic Repub-
lic of Iran, and studies conducted on adults 
and adolescents show that the prevalence 
of suboptimal serum 25-hydroxyvitamin 
D concentrations varies between 46% and 
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83% in the countries of the Region [17–25].
Severe forms of hypovitaminosis D have 
been particularly reported among veiled 
women, with prevalence levels ranging 
between 50% and 62% [17,21–24,26].

Other micronutrient deficiencies have 
also been documented in some countries of 
the Region. There are reports on beri beri 
(thiamine deficiency) and pellagra (niacin 
deficiency) in Sudan (Darfur), scurvy (vi-
tamin C deficiency) in Afghanistan (Herat 
province) [Personal communication], folate 
and vitamin B12 deficiencies in women 
of childbearing age and zinc deficiency in 
children under 5 years in Lebanon [25,27].

Prevalence of overweight and 
obesity

Overweight and obesity in adults present 
a dramatically increasing trend in the Re-
gion. Based on data compiled by WHO 
for adults aged 15 years and above from 
16 countries of the Region [28], it can be 
shown that the highest levels of overweight 
(BMI 25 kg/m2) are observed in Kuwait, 
Egypt, United Arab Emirates, Saudi Arabia, 
Jordan and Bahrain, where the incidence of 
overweight/obesity ranges between 74% 
and 86% for women and 69% and 77% for 
men. These findings have important public 
health implications since the prevalence of 
obesity (BMI  30 kg/m2) reaches levels 
as high as 64.7% in Kuwaiti women and 
57% in Egyptian women [28,29]. The low-
est prevalence of overweight and obesity 
are observed in the least developed coun-
tries such as Yemen (37.5% in women and 
29.7% in men) and Sudan (36.9% in women 
and 23.4% in men).

Overall, available data indicate that a 
much higher prevalence of obesity is ob-
served among adult women compared to 

men in the Region [28,30]. Prevalence of 
overweight and obesity increase with age, 
mainly due to the decline in energy ex-
penditure rate and in physical activity level 
among older people [28,31,32].

Overweight (BMI for age > 85th per-
centile) and obesity (BMI for age  95th 
percentile) among schoolchildren and ado-
lescents are also reported in some countries 
of the Region. The prevalence of over-
weight among adolescent males ranges 
from 17.4% in Tunisia to 30.0% in Kuwait, 
while for adolescent females it ranges from 
13.4 % in Lebanon to 31.8% in Kuwait 
[33–36]. Data from the Islamic Republic of 
Iran, Kuwait, Lebanon and Qatar show that 
obesity prevalence ranges between 9% and 
15% among adolescent males and between 
2% and 13% among adolescent females. 
When compared to the National Center for 
Health Statistics (NCHS) reference data, the 
BMI of Kuwaiti adolescents exceeded that 
of the Americans in each centile category 
[33]. Overall, existing data indicate an in-
creasing trend in overweight and obesity 
in youths from the EMR countries since 
median values of age-specific BMI have 
specifically increased with time, as docu-
mented by studies conducted in the Islamic 
Republic of Iran, Bahrain and Saudi Arabia 
[35,37,38].

These data indicate an increased rate of 
overweight in all age groups of the popula-
tion. The escalating levels among children 
and adolescents is of particular concern 
given the recent evidence linking childhood 
and adolescent obesity to increased risk of 
obesity and morbidity in adulthood. 

This calls for a community-based strat-
egy to combat the increasing rate of obesity 
and its subsequent complications such as 
diabetes, coronary artery disease, hyperten-
sion and osteoarthritis in all sectors of the 
population.
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Concluding remarks

Over the past 6 decades several Member 
States of the Eastern Mediterranean Region 
have made strong and determined efforts 
to ensure the provision of adequate food, 
health care and economic support to their 
populations, witnessed by the dramatic 
improvement in the vital statistics and de-
mographic indicators. Yet a significant pro-
portion of the Region’s population remains 
impoverished, with high levels of different 
types of malnutrition. 

The preceding sections have elaborated 
on the prevalence rates of a variety of nutri-
tional problems but refrained from delving 
into the causes and complexities of the cur-
rent situation. There are several reasons for 
this. While one may point out lack of politi-
cal support and interest, paucity of resources 
and inadequate technical capacities of the 
nations as the reasons for the persistence of 
malnutrition, there are instances where in 
spite of economic prosperity, strong public 
distribution of subsidized food and national 
interest, there is persistence of undernutri-
tion and micronutrient deficiencies. 

Looking at the nutritional trends over 
the past few decades, one can propose the 
following:
• Dedicated and determined efforts have 

to be made to understand the epidemi-
ology of nutritional disorders in every 
Member State, with the desegregation of 

data to the smallest administrative level 
in the Member State.

• Strong governmental interventions will 
be needed to ensure that food, nutrition 
and the related sectors of agriculture, 
commerce, rural development and public 
distribution of food (where such social 
backing exists) perform in a coordinated 
and mutually supportive manner.

• Appropriate interventions according to 
the epidemiologic nutrition profile of the 
population have to be developed, with 
particular focus on pregnant women and 
the first 2 years of life.

• National authorities should refrain from 
establishing nationwide, broad-based 
nutrition programmes and from overtly 
relying on external or donor-driven tech-
nological interventions.
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Introduction

The World Health Organization (WHO) 
was established 60 years ago based on 
a constitution that in its first paragraph 
stressed that its principles are basic to the 
“happiness, harmonious relations and secu-
rity to all people…”. The stress on mental 
health aspects was repeated in the definition 
of health to show that this was not an inci-
dental choice of words [1].

Again 30 years ago when the declaration 
of Alma Ata was introduced to the world 
[2], the definition was reaffirmed and a new 
opening to scaling up mental health inter-
ventions through integration into primary 
health care was put forward. 

Yet, although considered formally an 
integral part of general health worldwide, 
and the WHO definition of health and its 
constitution implies that mental health is 
an integral part of health and as important 
as physical health [1], mental health is a 
somewhat paradoxical area of health. In 
reality, convincing data on the great burden 
of mental health [3,4] is juxtaposed with the 
low political will and insufficient resource 
allocation to deal with and avert the burden 
[5,6]. In fact, the low priority of mental 
health is not just a technical problem but 
an important moral one as well [7]. There 
is international documentation on the con-
spicuous shortage of mental health services 
in low- and middle-income countries [8]
in the face of the increasing burden as a 

result of rapid economic and social change 
[9]. What are the reasons for this service 
gap and how can the problem be resolved? 
This paper tries to tackle these issues and 
propose possible future directions.

Burden of mental disorders

The updated projections of global mortality 
and burden of disease, 2002–2030 based on 
country projections for 192 WHO Member 
States in 2006 support the groundbreaking 
work of Murray and Lopez a decade earlier 
and indicate that the burden caused by men-
tal disorders continues to rise as predicted 
by them [3,4]. In a recent review it has been 
highlighted that, in addition to the 14% 
of the global burden of disease attributed 
to neurological/psychiatric disorders, the 
indirect burden of mental health problems 
should be sought beyond the realm of men-
tal disorders and encompass a wide range 
of communicable and noncommunicable 
diseases; in fact, the indirect burden may 
even negatively influence progress towards 
the achievement of the Millennium Devel-
opment Goals [10].

Current status of mental 
health services in developing 
countries

Despite the global advocacy for mental 
health early in the new millennium and a 
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call for action by the ministries of health 
following the publication of the 2001 World 
Health Report [11,12], improvements have 
been inconspicuous, and there remains a 
wide gap in the provision of services for 
mental health worldwide. The shortcomings 
in mental health services, particularly in 
low-income countries, can be summarized 
as follows.
• The treatment gap for serious mental 

disorders ranges from 76.3% to 85.4% 
in developing countries and resources 
are insufficient in this regard [13]. For 
example, about a third of people with 
schizophrenia do not receive any treat-
ment in their life.

• Scarcity of resources is evident in differ-
ent areas: about a third of the countries 
do not have a mental health policy. Al-
though the majority of countries have 
legislation on mental health, this has 
not been updated for 15 years in half of 
them.

• People with mental disabilities do not 
even benefit from disability benefits in 
45% of low-income countries.

• Only about half of the low-income coun-
tries have community mental health 
services. About a quarter of low-income 
countries do not even provide essential 
antidepressant medicines, for example.

• Low-income countries have a median of 
0.05 psychiatrists and 0.16 psychiatric 
nurses per 100 000 populations, while 
the same figures are about 200 times 
higher in developed countries.

• In most developing countries there is no 
specified public budget or there is only 
a small budget for mental health insur-
ance.

• Not only is access to mental health serv-
ices limited but service utilization is also 
quite low [6], Which is commonly due to 
lack of awareness about mental illness, 

attributing it to superstitious causes or 
due to stigma attached to mental illness 
which is further intensified by domi-
nance of isolated hospital based inter-
ventions instead of integrated services 
[14].

Main policy challenges and 
possible solutions

Needs assessment
Most countries tend to confine needs as-
sessment to measurement of the burden 
of disease through large-scale epidemio-
logical surveys. In situations where the 
mental health service gap is estimated to be 
about 90% – simply due to unavailability of 
trained manpower and resources – measur-
ing burden in such a way is not a prudent 
policy.

Mental disorders are universal and very 
common. No country can postpone service 
development until the finalization of national 
level epidemiological surveys. It should be 
noted also that such surveys are very costly 
and the quality of mental health research is 
low in most developing countries; errors of 
measurement may sometimes exceed the 
confidence interval of measurements in the 
sample. Thus, in such situations emphasis 
on exact figures may create false precision. 
Most of the time, a simple and less costly 
qualitative study will provide the health sys-
tem with information on the main priority 
areas. It would be more feasible to conduct a 
sound mapping of the mental health system 
that is directly needed before beginning 
any planning activity. The WHO assess-
ment instrument for mental health systems 
(WHO–AIMS) is a useful tool developed 
for such a purpose and currently reports 
from 37 countries are published on the 
WHO website [15,16]. The important issue 
is that “the need for more research should 
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not be used as an excuse to delay scaling-up 
of mental health systems” [17].

Service development
WHO conducted a qualitative survey at the 
global level to identify barriers to improve-
ment of mental health services in low- and 
middle-income countries through a quali-
tative survey [8]. The barriers identified 
were:
• insufficient funding for mental health 

services
• mental health resources centralized in 

and near big cities and in large institu-
tions

• complexities of integrating mental health 
care effectively in primary care services

• low numbers and limited types of health 
workers trained and supervised in men-
tal health care

• mental health leaders often lacking in 
public health skills and experience.
The Mental Health Gap Action Pro-

gramme (mhGAP) is an action plan de-
veloped by WHO to scale up services for 
mental disorders for low and lower-middle 
income countries [18]. MhGAP is meant 
to build partnerships for collective action 
and to reinforce the commitment of govern-
ments, international organizations and other 
stakeholders to scaling up mental health 
services. It will be formally launched in 
WHO in Geneva in October 2008.

Inadequacy of prevention and 
promotion programmes
Traditionally, most public health leaders 
in countries have been specialists in com-
municable diseases. With the emergence of 
noncommunicable diseases as a new prior-
ity in many countries, including some of the 
developing countries, public health leaders 
have come to understand the importance 
of prevention and promotion in noncom-

municable diseases. But still mental health 
is not well positioned within this context. 
For example, for noncommunicable dis-
eases the modern approach is to focus on 
reducing the burden of risk factors (primary 
prevention); thus the risks have been iden-
tified and strategies to avert their burden, 
such as WHO-STEPS [19], have been de-
veloped and launched on an increasing scale 
in recent years. The WHO-STEPS approach 
focuses on obtaining core data on the estab-
lished risk factors that determine the major 
disease burden [19].

So, should developing mental health risk 
aversion strategies follow the methodology 
of other noncommunicable diseases? One 
of the best measures to reduce stigmatiza-
tion of mental disorders has been integrat-
ing mental health programmes within the 
mainstream of general health, especially 
noncommunicable diseases. However, the 
similarities between mental disorders and 
other noncommunicable diseases in terms 
of multiple causes, chronic course and prog-
nosis, burden and appropriate treatment 
interventions should not lead to ignoring the 
differences.

There are good reasons why mental 
health cannot be technically dealt with ex-
actly as other noncommunicable diseases. 
For example, the association between risk 
factors and mental health problems is more 
sophisticated compared with other noncom-
municable conditions [20]. While evidence 
on risk factors for and prevention of mental 
disorders is being generated, we are at an 
earlier stage of identifying risk factors and 
we are still in need of more data on effective 
primary prevention [20,21]. Furthermore, 
most risk factors identified for common 
mental disorders are macro issues, which 
are not easily modifiable or lie outside the 
health sector [21,22]. In addition, the de-
mand for management of mental disorders 
is stronger and effective interventions are 
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more available than strategies for preven-
tion and promotion.

Now the main question that arises 
therefore is whether prevention should be 
confined mainly to primary prevention and 
controlling the risk factors as opposed to 
early detection and management. There 
remain a few conceptual issues that need to 
be answered first. When feasible, primary 
prevention seems to be preferable because 
it prevents incidence and is more effective 
than the earliest case detections. 

But there are limitations as well. First, 
there is no universal definition for risk 
factor. Although most authors use the term 
to imply a factor that is associated with the 
development of a disease, Brotman defines 
it as “a variable with a statistical association 
with clinical outcome” [23]. Second, many 
well known risk factors such as diabetes 
and hypertension are in fact intermediate 
risk factors for other non-communicable 
diseases such as ischaemic heart disease or 
stroke. Obesity may be perceived as a risk 
factor of both, but it is clear that early detec-
tion and treatment of these 2 conditions, 
which are risk factors for ischaemic heart 
disease, will be a primary prevention for the 
latter. Secondary prevention of depression 
may similarly be viewed as primary preven-
tion of suicide. Risk factors, therefore, are 
not realities per se, rather they are relative 
concepts. Even the statistical validity of 
risk factors has been questioned by some 
scholars [23]. Thus, effective secondary 
prevention will make early detection and 
active follow-up possible and will reduce 
the burden of mental disorders as primary 
prevention may do. 

The Centers for Disease Control and 
Prevention in the United States considers 
lack of mammography screening and lack 
of sigmoidoscopy or colonoscopy followed 

by cigarette smoking as risk factors of can-
cer [24]. In the same vein, why shouldn’t 
we coin “lack of screening for mental dis-
orders” as a risk factor for the burden of 
mental disorders. It would be reasonable to 
conclude that, hand in hand with searching 
for robust associations between modifiable 
risk factors and mental health outcomes, we 
should expand the mental health prevention 
paradigm to consider early detection and 
treatment of mental disorders as a legitimate 
approach to avert the mental health-related 
burden.

Integration of mental health into 
primary health care
There is growing evidence in favour of 
integration of mental health into primary 
health care, and there is a tendency to accept 
that it is more cost-effective compared with 
hospital-based services [17,25]. Like all 
other branches of medicine, it is difficult for 
non-professionals to diagnose and treat all 
conditions. But is has been shown that well 
trained general practitioners are capable of 
diagnosing and treating most common men-
tal disorders. There is some evidence from 
developing countries that mental health can 
be scaled up at the national level through in-
volvement of multipurpose health workers 
with limited education as the first point of 
contact with the primary health care system 
[26,27]. However, still more evidence needs 
to be generated and systematically reviewed 
on how integration can be implemented in 
the most cost-effective way. In the absence 
of strong health systems, integration is out 
of the question. Revitalizing the primary 
health care initiative provides a positive 
prospect for the future. Until strong primary 
care systems are in place, community-based 
interventions should be considered as pos-
sible alternatives. 
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Prevention and management of 
substance abuse

Overall, there is more intense commitment 
toward containing substance use problems 
worldwide compared with other areas of 
mental health. The impact of injecting drug 
use on the transmission of human immu-
nodeficiency virus (HIV) has added to the 
importance of substance abuse. In addition, 
the fact that substance abuse was identified 
as a risk factor for health by WHO also 
contributed to its prominence [28]. This 
concern, positive as it is, has however had 
some unwanted negative consequences in 
some countries and has resulted in the ne-
glect of the rest of mental health. In some 
countries they have even separated the units 
and they are sometimes functioning under 
different divisions.

This raises a number of issues that need 
to be addressed. First, there is a need to 
ameliorate the general attitude towards 
substance use and to consider it a public 
health problem and not only a legal is-
sue. Substance abusers need to be dealt 
with as patients and not criminals; in fact 
recent evidence indicates that restrictive 
measures are not consistently associated 
with better drug control [29]. In many coun-
tries developing or amending policies and 
legislation would be a prerequisite in this 
regard. Second, evidence-based approaches 
in promotion and prevention need to be en-
couraged. Third, there is a need to advocate 
for and scale up harm reduction services. 
Since 2006, methadone and buprenorphine 
have been included in the WHO essential 
list of medicines following the 14th WHO 
Expert Committee on the Selection and Use 
of Essential Medicines. But still in many 
countries these medicines are not avail-
able in the treatment and harm reduction 
services, where injecting drug users are 
vulnerable to HIV infection and hepatitis 

and can spread the infection among others 
in the community. Amendments of policies 
and legislation are important measures to be 
taken in these countries.

On 24 May 2008, the 61st session of 
the World Health Assembly adopted an 
important resolution on strategies to reduce 
the harmful use of alcohol [30]. The resolu-
tion calls for the development of a draft 
global strategy to reduce the harmful use of 
alcohol by 2010. It is expected that imple-
mentation of the strategy will have positive 
implications in terms of reducing the disease 
burden. An important issue would be how 
to adapt the strategy to different regional 
and country situations, especially in some 
countries of the Eastern Mediterranean 
Region where alcohol is already prohibited. 
Regional committee resolutions would be 
complementary guidelines in this respect.

Brief interventions to manage substance 
abuse have provided the most cost-effective 
managements applicable at the primary 
health care level. The Alcohol, Smoking 
and Substance Involvement Screening Test 
(ASSIST) was developed for WHO by 
an international group of substance abuse 
researchers to detect and manage substance 
use and related problems in primary and 
general medical care settings. The package 
has been translated/adapted for different 
cultures/languages and currently the Arabic 
version is being prepared [31,32].

Protecting the dignity and 
rights of patients

Little progress has been made in most coun-
tries to include people with mental illness in 
the society and improve attitudes and reduce 
discrimination towards them, although dif-
ferent strategies have been proposed [14].
However, still more evidence is needed to 
identify the most cost-effective interven-
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tions in this respect. WHO stresses that, 
“mental health legislation is necessary for 
protecting the rights of persons with mental 
disorders in institutional settings and in the 
community” [33]. But it is not claimed that 
the development and formal adoption of a 
piece of legislation would be sufficient to 
promote the rights of people with mental 
illness in all situations. WHO has identi-
fied the different obstacles to implementing 
legislation and how to work out factors that 
can facilitate implementation [33]. Legisla-
tion and policy development may be consid-
ered a top down approach, which seems to 
work best in the presence of strong public 
infrastructures and an organized, advanced 
and aware civil society. In failed states as 
a consequence of chronic conflict or crises 
and in some socioeconomically less de-
veloped conditions, a bottom up approach 
toward improving the quality of services 
and promoting the dignity and rights of 
patients seems to be more promising. The 
chain-free initiative initiated by the WHO 
Regional Office for the Eastern Mediter-
ranean (EMRO), which was commenced as 
pilot projects in Somalia and Afghanistan in 
2006, is a bottom up approach which starts 
from concrete measures in the hospitals 
(removing chains from mental health pa-
tients and improving hospital care), extends 
through homes and ends up with community 
level advocacy dealing with the “invisible” 
chains affecting the human rights of patients 
in general [34].

Emergency mental health

Development of the Interagency Standing 
Committee Guidelines (IASC) has been a 
turning point in the history of mental health 
and psychosocial support in emergencies 
[35]. There is now universal agreement 
that there should be coordinated activities 
to provide a safe and secure environment 

for survivors of emergencies and to apply 
psychological first aid instead of single-
session debriefing. The issue of pre-existing 
mental disorders and services needs par-
ticular attention. Great emphasis is put on 
demarcating between distress and disorder 
in the new approach. A desirable skill mix 
of non-professional and interdisciplinary 
professional contribution is recommended 
as well [35]. What seems to be in need of 
further elaboration is i) how to apply non-
pharmaceutical interventions for people 
suffering from disorders and severe distress 
and ii) how to address the issue of service 
coverage and how it can be optimized in 
large scale disasters.

Advocacy, fund-raising and 
strengthening mental health 
services

Mental health is a health area that has long 
been discriminated against and it needs to 
be supported by affirmative action. There 
is a considerable amount of advocacy work 
going on in the countries. The problem is 
that it is mostly ad hoc and on the occasions 
of mental health days or weeks. There is no 
evidence about the impact of such advo-
cacy. Advocacy and anti-stigma activities at 
the country level need to be planned within 
a results-based framework with clear out-
come measures.

Mental health units are not powerful 
enough within many ministries of health 
and non-existent in others. They need to be 
established, strengthened and provided with 
budgets. In countries where mental health 
and substance abuse units lie in separate 
units there is a lot of duplication of work 
and consequent waste of time and energy. 
Unification of mental health and substance 
abuse units under one umbrella would save 
on human resources and costs.
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Fund-raising is equally important and all 
mental health policies should, accordingly, 
have a fund-raising component. WHO/
AIMS has included an item for budget for 
mental health, the problem is that there has 
been no uniform approach to calculating a 
mental health budget. Most countries spend 
less than 3% of their health budget on men-
tal health [6]. In 2007, EMRO supported 
by WHO/Headquarters initiated a new ap-
proach: the mental health sub-accounts 
within the national health accounts exercise 
[36]. The framework for methodology, clas-
sification and glossary was prepared and it 
is expected that the new approach will allow 
more precise estimations of mental health 
expenditures. A prudent approach would 
be to include a mental health sub-account 
exercise in all countries where a national 
health account initiative is in process.

In brief, mental health services need 
to be integrated in the mainstream of the 
health systems. At the same time, while 
such services need to operate horizontally 
across many health areas, vertical affirma-
tive action is also vital to prevent mental 
health from being sidelined and to give it its 
due prominence.

Possible solutions

Although not meant to be comprehensive, 
the following are some possible solutions to 
current policy-related problems in regard to 
mental health.
• Development of cheaper, user friendly 

methodologies and instruments to assess 
mental health needs.

• Scaling up of mental health services 
through fund-raising, and equitable dis-
tribution of such services.

• Identification of risk factors for mental 
disorders through well planned research 
and systematic reviews so that primary 
prevention strategies can be built on the 
evidence generated. Unavailability of 
early detection and management could 
be considered a risk factor for disease 
burden as well. Relevant research in the 
second area is equally required.

• Development of policies and legislation 
(top down approaches) to improve qual-
ity of services and the dignity and rights 
of patients’ needs to be complemented 
with bottom up approaches such as the 
chain-free initiative.

• Support of harm reduction strategies 
globally, hand-in-hand with evidence-
based prevention and promotion inter-
ventions to deal with substance abuse 
problems. Developing/amending leg-
islation may be important to facilitate 
harm reduction. Brief interventions in 
primary health care are effective means 
to manage the problem of high numbers 
of substance and alcohol users in the 
community.

• Adherence to IASC guidelines comple-
mented further on how to provide full 
coverage to survivors and how to apply 
psychological interventions at different 
levels of need.

• Planning of advocacy activities, anti-
stigma campaigns and fund-raising 
within results-based formats.

• Strengthening and support of mental 
health directorates/units in ministries of 
health with appropriate budgets. 

• Unification of substance abuse and men-
tal health units under one umbrella.
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Introduction

This article is an attempt to highlight the 
main achievements and the future of to-
bacco control in the Eastern Mediterranean 
Region (EMR) Member States.

Tobacco control in the EMR has gone 
through many important developments dur-
ing the last 2 decades. In the beginning 
tobacco control was an individual initiative 
held/adopted by few Member States. At 
that time, there were no collective Regional 
efforts towards controlling tobacco. More 
organized efforts marked the 90s in the last 
century: organizations such as the World 
Health Organization (WHO) and the League 
of Arab States adopted regional measures 
for tobacco control. Celebrations marking 
World No Tobacco Day were among the 
main characteristics of tobacco control ef-
forts/publicity. However, these celebrations 
were often criticized for being a 1-day event 
that lacked continuity and sustainability.

A real turn about in the shape of tobacco 
control came with the development of the 
Framework Convention on Tobacco Con-
trol (FCTC), the first international treaty 
to protect public health. The idea of having 
an international treaty was the dream of Dr 
Ruth Roemer, an academic who had been 
working in tobacco legislation for decades. 

The then Director-General of WHO, Dr Gro 
Harlem Brundtland, adopted the idea and 
turned it into reality [1]. A totally new era 
for tobacco control came when the World 
Health Assembly (WHA), through resolu-
tions WHA 49.17 and 52.18, established 
the working groups for the FCTC in 1999. 
Moreover; the Director-General turned to-
bacco control from being one of the WHO 
units into a cabinet project. Serious efforts 
in the organization were dedicated to re-
shaping tobacco control in-house.

In 1999 the Director-General inaugurated 
the first working group of the FCTC, which 
was concluded after 2 working groups and 6 
sessions of negotiations; in 2003 the WHA 
adopted the FCTC by consensus. 

The growing momentum created by the 
FCTC negotiations resulted in the involve-
ment of key national level government and 
nongovernmental sectors from the EMR 
Member States. The Region witnessed ef-
forts for developing Regional legislation, 
with heavy involvement of 3 Regional or-
ganizations; the Arab League, the Gulf 
Cooperation Council (GCC) and WHO Re-
gional Office for the Eastern Mediterranean 
Region (EMRO). During the same period 
national efforts focused on strengthening 
the infrastructure for tobacco control as 
never before. 
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The main characteristics of the FCTC 
negotiation period at the Regional level 
were:
• establishment of a Regional and national 

surveillance system for tobacco control 
to obtain evidence-based data on preva-
lence; documenting beliefs related to 
tobacco use and characteristics of popu-
lations at both national and Regional 
levels;

• well established Regional coordination 
between WHO, League of Arab States 
and GCC;

• national and Regional legislation was 
subject to review and development in 
a way that reflected the principles and 
experiences shared during the FCTC 
negotiations;

• confronting the tobacco industry by gov-
ernmental and Regional organizations.
Immediately after the WHA resolution 

of May 1999 on the FCTC, the Eastern 
Mediterranean Member States Regional 
Committee adopted, at a Regional level, 
the first generic plan of action for tobacco 
control. They also called upon the Tobacco 
Free Initiative (TFI) to submit an annual 
progress report on the developments [2].

Following on that, in collaboration with 
the Centers for Disease Control in Atlanta, 
tobacco surveillance became an important 
component for completing a comprehensive 
profile for tobacco control. The Global 
Tobacco Surveillance System started in 
the Region with Jordan implementing the 
Global Youth Tobacco Survey in 1999 
in its pilot phase. Nowadays, the Global 
Tobacco Surveillance System has 3 more 
components that are being implemented all 
over the Region.

WHO/EMRO, the GCC and the League 
of Arab States joined forces at Regional 
level to strengthen tobacco control. In 2001, 
WHO/EMRO released a report on the to-
bacco industry activities in the Region enti-

tled Voice of truth [3]. In the 2 subsequent 
meetings of the Ministers of Health of the 
GCC, 2 resolutions were adopted which 
called upon Member States to monitor and 
stop any collaboration with The Middle 
East Tobacco Association. Again, imme-
diately after the Consultation on litigation 
and public enquiries as public health tools,
held in Jordan in February 2001, a resolu-
tion was adopted at the next meeting of the 
GCC, held in Saudi Arabia in January 2002 
(No. 09/52) calling upon Member States of 
the GCC to explore litigation possibilities. 

From 2002 onwards, the Arab League 
Ministers of Health council meetings had 
tobacco control on its agenda. It called 
upon its Member States to adopt unified 
legislation, that developed by the technical 
committee of the League of Arab States on 
tobacco control. Although the legislation 
developed was not as affirmative as recom-
mended by WHO policies, especially with 
regard to 100% tobacco free public places 
and to the health warning size, it contributed 
to cultivating the appetite for more work on 
the legislative front of tobacco control at 
national level. 

The FCTC process was very powerful in 
that it paved the way for legislative changes 
that were reflections of the intensively di-
verse discussions which took place in the 
negotiation meeting rooms. Some of these 
legislative attempts were far from being 
perfect or ideal when it came to the impact 
on tobacco control. For example, in Qatar 
the law on tobacco control, adopted in 2002, 
indicated that the health warning should 
be 25% of the trademark size, while it was 
meant at the early drafting stages to be 25% 
of the pack size. Nonetheless, some major 
successes were achieved, such as the total 
ban on advertising, promotion and sponsor-
ship in both Egypt and Qatar.

During that period it was realized that, 
after the numerous FCTC negotiation 
rounds, more attention should be given 
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to disclosing the activities of the tobacco 
industry and their plans for tobacco trade in 
the Region, across all 22 countries [4].

Four events marked this era: first, hold-
ing the Consultation on litigation and public 
enquiries as public health tools, in Jordan, 
February 2001 [5]; second, the release of 
the WHO inquiry Voice of truth [6]; third, 
the release in 2002 of the first version of 
the practical manual The tobacco industry 
papers, what they are, what they tell us, 
and how to search them [7]; and finally, a 
paper on the tobacco industry involvement 
in illicit tobacco trade in the Region was 
released [8]. These events, together with 
the publicity that accompanied the release 
of the documents and the involvement of 
high officials in tobacco control activities, 
led to massive increase in awareness among 
decision-makers on the tobacco industry’s 
marketing tactics. Moreover, it revealed 
the truth about the involvement of many 
high-ranking politicians with the tobacco 
industry, a heavy association that brought 
embarrassment to all those involved [9]. 
These discoveries resulted in a clear separa-
tion between the motives of the tobacco 
industry and tobacco control policies, at 
least on the surface. As a result, it is very 
clear now that any moves to undermine 
tobacco control efforts and measures might 
be a direct result of tobacco industry influ-
ence: this clear revelation resulted in a 
certain amount of hesitation on the part of 
those involved.

Why is tobacco control a 
priority in the Region?

Tobacco control is still a priority in this 
Region despite all the efforts so far exerted. 
This is a fact easily realized by looking at 
the prevalence of tobacco use among youth, 
adults and women, the price of tobacco, 

the rather weak/non-enforced policies of 
tobacco control, and the up-coming trends 
in tobacco use.

The initial momentum for tobacco con-
trol is already established. Now, all the Re-
gional organizations working in the field of 
public health have tobacco control on their 
list of priorities. Surprisingly, however, the 
trend for tobacco use is not decreasing: on 
the contrary, it is increasing. The Global 
Youth Tobacco Survey reveals startling 
facts about the situation in the Region, espe-
cially with regard to prevalence of tobacco 
use and use of other forms of tobacco such 
as shisha (waterpipe) and more alarmingly 
with regard to the potential to initiate to-
bacco use within a year. The reported rate 
for students who currently smoke is 4.9% 
for cigarettes and 12.0% for other tobacco 
products (especially shisha), while 17.0% 
of students who ever smoked were suscepti-
ble to initiate smoking in the year following 
the survey [10].

In addition, the burden of diseases asso-
ciated with tobacco use is increasing in the 
Region. In Pakistan, the age standard-
ized mortality rate from noncommunicable 
diseases among adults is 743 per 100 000 
population [11]. In Egypt, the age standard-
ized mortality rate from smoking-related 
causes (cancer, respiratory and circulatory 
diseases) among males 35+ years in 2000 
was 5665.4 per 100 000 population [12].

Prevalence of tobacco use among adults 
is very high. The global tobacco control 
report, released in 2008, indicates that the 
current male-consumption in the Region is 
ranging from 24.8% to 61.7% while current 
female consumption ranges from 1.0% to 
7.9% [10].

WHO confirms that less than 5% of the 
world population is covered by the policies 
essential to curb the tobacco epidemic. 
Sadly, none of EMR Member States has 
applied the recommended best practices 
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strategies in full compliance with the sug-
gested approaches of WHO [10].

Currently, there is serious concern about 
the sustainability of tobacco control activi-
ties in the Region. These activities depend 
largely on financial donations, a reliance 
which throws a shadow on the government 
resources allocated for tobacco control. An 
analysis of government expenditure data 
from the Region indicates that there is a 
serious need to divert resources to ensure 
continued sustainability of the policies and 
to achieve ultimate success in tobacco con-
trol.

Nowadays, the Region suffers from a 
new epidemic which did not exist a few 
years ago, namely women smoking and 
high numbers among youth taking up to-
bacco in all its different forms. 

Although the WHO report on women 
and the tobacco epidemic highlights this 
new trend, unfortunately, as yet serious 
efforts are lacking to protect this vulnerable 
group from being aggressively targeted by 
the tobacco industry [13].

For example, shisha use is spreading 
rapidly among young women and the Re-
gion needs to combat it. Immediate social, 
economic and legislative measures need to 
be implemented to control its spread that 
were also strongly recommended by WHO 
in its advisory note on shisha released 2006 
[14].

The Framework Convention on 
Tobacco Control in the Region

National tobacco control legislation is one of 
the main tools for bridging the gap between 
the known facts on consequences of tobacco 
use and peoples’ behaviour [15]. There will 
be no change in the tobacco epidemic on 
a national level without strong legislation 
based on evidence and without applying 

the most advanced successful strategies for 
tobacco control. Regardless of a country’s 
position with regard to the FCTC, national 
legislation should strengthen public health, 
and either pave the way for successful adop-
tion of the FCTC, or fulfil national com-
mitments and obligations to implement the 
FCTC. The FCTC should not be seen as 
an objective in itself, but rather as a tool to 
achieve the overall national objective.

The completion and entry into force 
of the FCTC is an achievement that no 
one can undermine in tobacco control: the 
momentum that was created by the FCTC 
negotiations and finally its adoption by 
the WHA in 2003 paved the way for many 
changes at national level. It augmented the 
level of political commitment and political 
awareness for the importance/vitality of 
tobacco control. Of the 22 countries in the 
EMR, 17 have become party to the FCTC.

During the negotiations of the FCTC; 
Member States in the Region realized an im-
portant fact owing to their interaction with 
other nations: that tobacco has become a 
political priority. It is now considered a glo-
bal and Regional problem and not merely a 
national concern. This realization enhanced 
Regional and sub-regional exchange of 
information and cooperation, which is now 
obvious in the meetings of the GCC and the 
Arab League. This led to Regional unity in 
negotiating policy changes required at the 
national level, e.g. the pricing policy of the 
GCC, although this is not implemented by 
all Gulf states [16].

The current position proves that there is 
no fear that the treaty will remain less effec-
tive in national tobacco control efforts [17].
Twelve out of the 17 parties to the FCTC in 
the Region negotiated and were engaged in 
the process of implementing pictorial health 
warnings, already agreed to be implemented 
in 4 out of the 12 countries: Djibouti, Egypt, 
Islamic Republic of Iran and Jordan. The 
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remaining 8 are in the final phase of official 
adoption of the warnings. A similar move-
ment is on-going in regard to a total ban on 
tobacco advertising. At least 10 countries of 
the Region have already prohibited sales to 
minors in their national legislation. It seems 
that the FCTC is seen to be gradually reach-
ing its full potential.

However, what is alarming and worrying 
is that the countries are taking a piecemeal 
approach to the implementation of the treaty 
rather than following a comprehensive ap-
proach in addressing all the legislative needs. 
This approach delays implementation and 
increases the difficulty of measuring the ef-
fect of FCTC implementation on all aspects 
of tobacco control. What should also be 
realized is that internationally evidence-
based best practices are being adopted. A 
clear example of this is the progress on 
tobacco health warnings. With increasing 
unfolding evidence, once a strategy for 
tobacco control is adopted at national level, 
by the time the next one is due the first one 
would have already been subject to change 
at international level. Therefore the devel-
opment of tobacco control policies should 
be regarded as a dynamic process. The need 
for such dynamism exhausts national efforts 
and divides energy in many battles, rather 
than unifying them to win all at once. Some 
voices sympathetic to industry circles claim 
that a step by step approach would chal-
lenge less. However, it should be realized 
that in a Region as diverse as ours, once 
the politically right moment is reached, it 
should be exploited to its full potential. The 
possibilities that were raised by the FCTC 
negotiations are still alive, and this is not a 
continued opportunity. It is rather variable 
due to changes in the many other relevant 
factors, time to say the least. 

The time has come for a comprehensive 
change of policy and legislation at national 
level. The efforts of Regional organiza-

tions should support this approach and push 
towards its fulfilment. Taking into con-
sideration that many of the FCTC articles 
are time bounded, they also emphasize the 
importance of comprehensiveness rather 
than division of commitments.

The way forward for tobacco 
control in the Region

Although the evidence that legitimizes poli-
cies adopted by the FCTC and the Global
tobacco control report-recommended poli-
cies (MPOWER) are well established at in-
ternational level, a similar situation does not 
exist in the Region. There is a serious lack 
of economic data, reliable adult prevalence 
data, and tobacco trade data. Comprehen-
sive information is much needed for the 
multifaceted profile of tobacco, at national 
level, to develop the solid ground for policy 
change and development of legislation. A 
multi-sector approach to tobacco control is 
not achievable without the completion of 
such a profile [18].

The completion of a multifaceted to-
bacco profile does not mean following the 
EMR Regional profile of 2002 or the global 
tobacco control report model of collecting 
available data [10,19], rather it establishes 
the information by conducting first hand, 
original studies according to national pri-
orities and needs. Lack of resources is often 
the excuse for not conducting the required 
studies and research. Even worse, when 
resources are available, the preference is to 
allocate them for activities that result in im-
mediate outcomes, such as national training 
activities, visits of consultants and media 
campaigns instead of on-site data collec-
tion. Lack of adequate resources prevents 
the completion of such data. Thus, it is 
important that international organizations 
and donors realize that providing adequate 
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resources for research is the backbone for 
establishing stronger national policies. 

One of the approaches to solving this 
problem of lack of resources is to adopt an 
earmarking policy, even with no defined 
percentage, as in the model implemented by 
the Gulf States (apart from Yemen), though 
different from the World Bank definition of 
earmarking. The GCC adopted a decision 
to dedicate part of the taxation funds for 
tobacco control. The implementation of 
this decision was delegated to each coun-
try according to its own system. Bahrain, 
Kuwait, Oman, Qatar, Saudi Arabia and 
the United Arab Emirates implemented it 
with no defined percentage. The allocated 
percentage changes every year according 
to the agreement between the Ministry of 
Health and the Ministry of Finance, but the 
end result is that funds for tobacco control 
do exist at the level of the Ministry of Heath 
and this is a major step forward. 

Despite the promising developments that 
the Region has been witnessing since the 
start of FCTC negotiations, a more planned 
approach has still to be adopted if rapid and 
sustained reduction in tobacco consumption 
is to be achieved. Countries of the Region 
cannot continue rushing from one suggested 
international policy to another. In order to 
achieve the expected outcomes, for each of 
the internationally recommended policies of 
the FCTC, the following parameters must 
be in place:
• clear and achievable objectives of the 

plan of action
• linkage with a timetable
• combination with a monitoring system
• a built-in upgrading mechanism.

As an example, increasing tobacco con-
trol prices could be an objective: the dead-
line for achieving it is 6 months and market 
prices can be monitored through inspectors 
to ensure control of smuggled tobacco. In 

addition, a built-in upgrade mechanism 
would be to increase taxes every 5 years or 
to link the increase to the inflation rate. 

Creating opportunity for development is 
vital in the Region. For example, legislation 
identifying tobacco-free public places can-
not leave out restaurants, cafés and bars. It 
must take into consideration international 
developments and the difference in the 
health impact. Nonetheless, the legislation 
can adopt a gradual mechanism for enforce-
ment. For example, within 5 years all public 
places shall be tobacco free. The same 
applies for designated smoking areas; if the 
modified legislation cannot achieve 100% 
tobacco free public places, an alternative 
would be to introduce into the legislation a 
mechanism to achieve the intended objec-
tive gradually, say within 3 years.

The existence of legislation on tobacco 
control is one thing; however, compliance 
and enforcement is another. The strongest 
legislation will have zero health effect if 
there is no compliance and enforcement. 
This is a real problem in many countries 
of our Region. The trend of developing 
legislation and leaving out its enforcement 
strategy is a widespread phenomenon in 
many countries [20].

To delegate the implementation of to-
bacco control legislation to the interested 
party is one way of avoiding weak enforce-
ment and compliance, i.e. to the Ministry of 
Health. This was done in Egypt, although its 
impact is not yet known. At least, the claim 
that the Ministry of the Interior has other 
priorities and gives little attention to health-
related legislation is now avoided. Besides, 
there are other ways to ensure compliance 
and good enforcement, as indicated in the 
WHO publication on enforcement and com-
pliance [21].

The influence of the industry, the “un-
derlying cause of the tobacco epidemic”, 
held back tobacco control efforts for years 
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in countries of the Region [21]. This was 
revealed through a serious of enquiries and 
reports released by EMRO. There is no indi-
cation that the industry role was minimized 
or became less friendly towards tobacco 
control. Despite the diverse exploits of the 
industry to use the mechanism of “social 
cooperative responsibility” to be seen as 
the “vehicle for doing well” [22], countries 
still have to be mindful of the industry’s 
ultimate aim, which is not by any means to 
protect health. To avoid the dilemma that 
many of our Member States face—being 
responsible for tobacco control and at the 
same time being the owner of national 
tobacco industries—governments have to 
adopt policies that are in line with the FCTC 
as follows [23]:
• total separation between the tobacco 

industry and tobacco control
• declaration of tobacco advertising budg-

ets and plans
• explore possible litigation mechanisms 

in order to ensure full compliance with 
legislation

• raise public awareness on tobacco con-
trol in general; and in particular on the 
industry history and activities.
The industry was, and still is, the root 

cause of all deaths related to tobacco use. 
This fact should be the foundation for all 
national policies aiming at controlling the 
tobacco industry’s influence and activities 
aimed at undermining tobacco control ef-
forts at national level.

Another tool to protect public health 
from tobacco industry interference that is 
still not used to its full potential in the Re-
gion is public enquiries and litigation. The 
potential is worth studying at this stage, not 
only by governments but also by civil soci-
ety groups, through using national legisla-
tion related to liability, compensation, and 
violation of law. A comprehensive national 

tobacco control scheme requires action and 
clear vision in dealing with the tobacco in-
dustry [24]. To achieve this, understanding 
the history of the industry and its influence 
at each national level becomes a necessity.

Way forward and 
recommendations

The future of tobacco control in the Region 
is promising. Efforts on all levels should 
be united in achieving a comprehensive 
vision on the national level, documented 
in a national plan of action or strategy that 
is time bounded and gradual. Any national 
plan of action should contain a strong re-
search component to build nationally-based 
evidence for action. Relying on dependable 
international data is important; however 
to maintain policy-makers’ consciousness 
and support to tobacco control, national 
data will be more reliable and even more 
credible.

Countries are advised to take a more 
comprehensive approach in implement-
ing the FCTC rather than a step-by-step 
approach. In line with this, they need to 
analyse the current level of compliance and 
enforcement and to generate new strategies 
based on each individual national situation 
in order to strengthen both. Attention should 
still be given to industry activities in under-
mining tobacco control efforts. Exploring 
the possibility of success by using more 
tools, such as litigation and pubic enquiries, 
in combating industry activities is vital.

Securing funds for tobacco control 
through a sustainable and prolonged unin-
terrupted system is essential. Earmarking 
has proven to be a successful method in 
many countries of the Region; such a sys-
tem should be considered by the national 
authorities.
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Countries of the Region are now at a 
historically critical moment. There is strong 
momentum for tobacco control: the political 
situation is in favour of tobacco control; the 
international atmosphere is supportive of 

tobacco control; taking this chance at this 
right moment is vital. Undermining this 
potential will result in non-reimbursable 
losses for decades. And our loss of lives will 
continue due to this destructive epidemic. 
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Introduction

Environmental effects on health are as-
sociated with several factors: absent or 
inadequate environmental health services, 
such as water supply, sanitation, solid and 
hazardous waste management and shelter; 
environmental degradation, such as pollu-
tion of air, water and soil, and food con-
tamination; global environmental problems, 
such as reduction of biodiversity and degra-
dation of ecosystems through deforestation, 
global warming, ozone layer depletion and 
contamination by persistent organic chemi-
cals; and industrial accidents. The indirect 
health effects of environmental conditions 
and changes, such as the implications of a 
limited episode of food contamination on 
a country’s food exports, may be more sig-
nificant than their direct health effects.

A significant part of the population of 
the Eastern Mediterranean Region (EMR) 
suffers from an insecure or low level of 
income. In 2006 the average GDP per capita 
in the Region was estimated at only US$ 
2030. Moreover, out of 530 million inhabit-
ants, 226 million lived in countries with a 
GDP per capita less than US$ 1000 [1]. This 
has far-reaching effects on environmental 
degradation and impairment of health; poor 
people are not protected against disease and 
lack the resources and motivation to protect 

the environment. The Region is also expe-
riencing rapid urbanization, which leads 
in many instances to haphazard develop-
ment. Urban facilities and services are often 
unplanned and overwhelmed by popula-
tion growth and overcrowding, resulting in 
various health hazards. The high regional 
population growth rate (2.1%) often out-
paces the capacity to provide environmental 
health services, amplifying adverse effects 
of environmental pollution.

Environmental factors linked to 
health

Water access and quality
Water demand in the Region is growing 
fast and water availability is decreasing to 
crisis levels. Nevertheless wastage of wa-
ter is widespread, and the water resources 
available are threatened by salt intrusion 
and other kinds of pollution; indeed the 
whole issue of water shortage has not been 
addressed in depth. Mitigation measures are 
rarely defined in an integrated manner and 
water demand management is practised in 
only a few countries. The reuse of waste-
water in agriculture, and for the develop-
ment of green belts and recreational areas, 
is practised to varying degrees to alleviate 
water shortages. However, in many cases, 
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raw or inadequately treated sewage is used 
in an unregulated manner. Such practices 
can affect the health of agricultural workers 
and lead to contaminated foodstuffs, which 
expose consumers to health risks [2].

Polluted water can be a source of deadly 
disease: globally, 1.5 million people, most 
of them children, die each year of diarrhoeal 
disease linked to inadequate water supply 
and hygiene and 860 000 deaths per year are 

caused by malnutrition induced by unsafe 
water, inadequate sanitation and insufficient 
hygiene in children under 5 years [3], and in 
Bangladesh over 35 million people are at 
risk from drinking-water supplies with high 
levels of arsenic [4].

In the Region, 78 million people had no 
access to improved water sources in 2004 
and 177 million had no access to sanitation 
facilities [5]. Figures 1 to 4, based on data 

Figure 1 Association between access to improved water source and infant mortality in the 
WHO Eastern Mediterranean Region

Figure 2 Association between access to improved water source and under-5 child mortality in 
the WHO Eastern Mediterranean Region
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Figure 3 Association between access to improved sanitation and infant mortality in the WHO 
Eastern Mediterranean Region

Figure 4 Association between access to improved sanitation and under-5 mortality in the WHO 
Eastern Mediterranean Region

in Table 1, show the association between 
level of access to water supply and sanita-
tion and child mortality. In addition, water 
supply is intermittent in many countries and 
may compromise the integrity of the water 
distribution network and the quality of the 
water distributed.

Desalination is one strategy that has 
been used in the EMR to address water 
scarcity, mainly in the Gulf Cooperation 

Council countries where drinking-water is 
a blend of desalinated water and ground-
water. The need to assess the technical 
problems associated with water quality at 
the different stages of the desalination proc-
esses and the distribution and consumption 
of water with very low mineral content was 
addressed by the World Health Organiza-
tion (WHO) Regional Office for the Eastern 
Mediterranean (EMRO), who, on behalf of 
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WHO as a whole, led the preparation of the 
WHO Guidance Document on desalination 
for safe water supply [6]. Assessments of 
the vulnerability of desalination facilities to 
accidental pollution and other emergencies 
are also needed.

Safe water and adequate sanitation are ba-
sic human rights and, together with hygiene 
education, are fundamental to protecting 
health, increasing the sense of well-be-
ing, and improving, economic and social 
productivity. EMRO has a 3-year plan to 
gather scientific data which will allow it to 
undertake work to determine the minimum 
water requirement for health, a critical issue 
in a region where water scarcity is the rule 
and drought an inescapable fact.

Air quality
Anthropogenic sources of air pollution have 
existed at least since humans discovered 
fire; investigations of ice in Greenland show 
that 2500 years ago lead and copper concen-
trations in the air exceeded natural levels 
due to extensive smelting of ores in the 
open air [7]. Air pollution has worsened 
rapidly with industrialization and the result-
ant widespread use of fossil energy sources, 
increased manufacturing and “chemicaliza-
tion” of daily life.

Outdoor air quality is a matter of concern 
in many cities, particularly the megacities, 
but indoor air pollution is an even greater 
source of concern. Globally, indoor air 
pollution from solid fuel use is responsible 
for 1.6 million deaths due to pneumonia, 
chronic respiratory disease and lung cancer, 
with the overall disease burden exceed-
ing the burden from outdoor air pollution 
fivefold [8]. High priority needs to be given 
to improving indoor air quality in both 
rural and urban areas. This should include 
strong action to prevent passive inhalation 
of tobacco smoke.
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Solid waste disposal
In many countries of the Region, particular-
ly in the secondary cities, there are serious 
shortcomings in the collection, transporta-
tion and disposal of solid waste. Uncol-
lected solid wastes dumped near roads are 
common features in countries with large 
populations and high population densities. 
In some areas, housing may be situated in 
the midst of dumping sites. The indiscrimi-
nate burning of solid waste is also a major 
problem in certain countries; for example, it 
contributes to the well publicised autumnal 
black smoke events over Cairo. Scavengers 
in the solid waste disposal sites are at high 
health risk. Disposal of health care wastes 
mixed with municipal solid waste has been 
reported in many areas. In recent years, 
however, health care waste management 
has started to receive the necessary atten-
tion.

Climate change
The Fourth Assessment Report of the Inter-
governmental Panel on Climate Change es-
tablished that climate change is unequivocal 
and is caused by anthropogenic activities 
[9]. WHO has recognized the importance 
of climate change and its potential impact 
on health security for many years [10,11].
Indeed, climate change will adversely and 
profoundly affect the fundamental determi-
nants of health – water, air and food – and 
is projected to decrease the availability 
of fresh water in the Region, with conse-
quences for public health protection and 
food production.

The public health consequences of 
climate change include extreme weather-
related mortality, affecting the elderly, the 
chronically sick and the poor; an increase in 
water-borne and food-borne diseases, and 
in acute respiratory infections and allergies 
due to dust storms; an increase in the geo-
graphic range and incidence of vector-borne 

diseases, such as malaria, leishmaniasis and 
schistosomiasis; and the emergence of dis-
eases not seen much before in the Region, 
such as dengue fever. Forced migration and 
malnutrition are also likely to result, with 
health consequences of their own.

The public health action that is required 
includes preventative action aimed at mod-
erating the impact of climate change on the 
key determinants of health (water, air and 
food) and measures to assess and manage 
the additional burden of disease that will be 
brought about.

Ionizing radiation and 
electromagnetic fields
The exposure of human beings to ionizing 
radiation from cosmic rays and radioac-
tive nuclides in the earth’s crust is an in-
escapable feature of life. The application 
of ionizing radiation in medicine has be-
come widely established for diagnosis and 
therapy, bringing overwhelming benefits 
to patients with proper use and represents 
the largest man-made source of radiation 
exposure for the global population. How-
ever, prolonged exposure to even low levels 
of ionizing radiation is associated with in-
creased ill health, hence the importance of 
raising awareness of health workers and the 
population at large to this risk. 

Concern has been expressed about 
the potential health risks associated with 
electromagnetic fields since the 1970s; 
suspected effects range from change in 
behaviour, childhood leukaemia and other 
forms of cancer, to Parkinson and Alzhe-
imer diseases. Unlike ionizing radiation, 
which has enough energy to break chemical 
bonds (and thus can damage living cells), 
low frequency electromagnetic radiation 
(0–300 GHz) has insufficient energy to 
ionize atoms or fragments of molecules, but 
may interact with a biological system in a 
number of other ways, such as by inducing 
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small changes of voltage and electrical 
current within the human body. Numerous 
studies have been published on the health 
effects of electromagnetic fields, and expert 
groups and panels have been established 
to review and evaluate the available data. 
So far, such efforts have not provided firm 
evidence to prove or disprove a causal as-
sociation between exposure to electromag-
netic fields and outcomes of public health 
significance.

Natural and man-made emergencies
The Region is particularly affected by nat-
ural and man-made emergencies which 
degrade environmental conditions in two 
ways: through catastrophic events that 
markedly affect the environment, such as 
floods, drought, earthquakes, fire and in-
dustrial accidents; and through disruption 
of essential environmental health services, 
such as water supply and sanitation, solid 
waste and air quality management, which 
are often already strained [12].

The disruption of water and power sup-
plies was widely witnessed during the inva-
sion of the Palestinian territories in 2002. In 
Iraq, wastewater collection and treatment 
facilities throughout the country were non-
functional after the Gulf Wars due to partial 
destruction of pumping and treatment facili-
ties, lack of spare parts and intermittent lack 
of electricity.

Health effects of air pollution are nor-
mally characterized by long-term build up; 
in air pollution emergencies, however, such 
as in Bhopal, India in 1977, the effects are 
immediate and often lethal. In 1991, fires 
in hundreds of Kuwaiti oil wells caused 
dramatic, visible effects on air quality at the 
subregional level [13].

Industrial accidents and transport ac-
cidents involving hazardous materials are 
increasing worldwide. The impact on the 
affected communities is enormous and the 

medical, psychological and economic bur-
den is heavy. Death and injury do not reflect 
the full health impact of these disasters, 
as the indirect effects, such as population 
displacement, economic losses, stress and 
social upheaval in the community, may be 
of even greater magnitude [12].

Though rare, radiation accidents have 
many medical, administrative, legal, social 
and psychological implications. The most 
serious nuclear accident occurred in 1986 in 
Chernobyl nuclear power station, releasing 
large amounts of radioactive material over 
vast areas of Belarus, Ukraine and the Rus-
sian Federation; even countries far from nu-
clear power stations need effective radiation 
protection programmes. Particular concerns 
were expressed in the Region in relation 
to the use of depleted uranium in Iraq and 
to nuclear powered ships cruising in the 
Gulf area. The possible use of depleted ura-
nium during the 2006 war in Lebanon was 
the subject of intense debate, even after a 
joint International Atomic Energy Agency, 
United Nations Environment Programme 
and WHO joint fact-finding mission had 
concluded in February 2007 that there was 
no evidence of the use of depleted uranium 
in the conflict.

Emergencies are also often the occasion 
for spreading damaging rumours as the 
one regarding chemical and radiological 
contamination of seafood along the Somali 
coast in the aftermath of the 2006 Asian 
tsunami.

Other factors
Many other important sources of environ-
mental health hazards are known to exist 
in the Region, such as noise pollution, soil 
contamination, and occupational hazards; in 
fact the Region is subject to the superposi-
tion of traditional, modern and emerging 
environmental health problems.
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Health burden of environmental 
conditions

It is striking to note how the estimations 
made in 1948 regarding the health effects 
of environmental conditions (Box 1) are 
consistent with the recent WHO estimates, 
that globally 24% of the disease burden and 
23% of all deaths are attributable to envi-
ronmental factors. Among children 0–14 
years of age, the proportion of deaths attrib-
uted to the environment was as high as 36% 
[14]. For the Region, it has been estimated 
that this proportion varies between 13% 
in countries where coverage with essential 
environmental health services is high and an 
alarming 30% in countries where access to 
such services is still problematic (Table 2). 
Table 2 also shows clearly the importance 
of indoor air pollution and water supply and 
sanitation in relation to health protection.

It should be noted that environmental 
health is not only important for health pro-
tection and promotion but also for health 
equity (Box 2). Indeed, environmental 
health is a pillar of health security.

Addressing the issue of health 
and the environment

Many national strategies and plans of action 
related to health and environment have been 
prepared and implemented throughout the 

Region but despite some progress in reduc-
ing mortality attributable to environmental 
causes in certain countries, sustained and 
amplified efforts are needed. The reasons 
why strategies and actions have not worked 
effectively relate primarily to weak institu-
tional systems, unadapted and unenforced 
legislation, insufficient access to and use 
of health and environment information for 
decision-making, insufficient manpower 
both in number and training, and lack of 
leadership of the health sector in push-
ing for health and environmental action 
by other sectors and avoiding conflicting 
sectoral strategies in matters of health and 
environment. On the other hand, facilitating 
factors are often missing; the most impor-
tant of these is political commitment, but 
include also linkage with the basic develop-
ment needs approach, environmental health 
impact assessment and use of economic 
instruments.

WHO’s approach
The WHO Eleventh General Programme 
of Work 2006–2015 [15] has analysed cur-
rent health challenges and concluded that 
health is increasingly seen as a key aspect 
of human security and occupies a prominent 
place in debates on priorities for develop-
ment. Over the past 20 years there have 
been major gains in life expectancy overall, 
but there are widening gaps in health status. 
The importance of economic, social, and 

It has been estimated that more than one-fifth of all deaths throughout the world are due 
to diseases arising out of environmental conditions. In the case of infantile diarrhoea, the 
number of deaths attributable in large measure to an unhealthy environment has in some 
countries reached alarming proportions. [...]
The [First] World Health Assembly allotted to environmental hygiene a top priority ranking 
with those accorded to malaria, maternal and child health, tuberculosis and venereal 
disease.

Source: Chronicle of the World Health Organization, 1948, II, No. 8–9.

Box 1
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Table 2 Environment burden of disease in countries of the WHO Eastern 
Mediterranean Region

Country Environmental  Environmental Selected risk factors (DALYs/
  burden of burden of 1000 capita, per year)
  disease (% of disease Water,   Indoor  Outdoor
  total burden)  (DALYs/1000 sanitation air air
   capita, and hygiene
   per year) (diarrhoea
    only)

Afghanistan 29 217 52 36 0.2

Bahrain 14 16 – – 0.4

Djibouti 30 123 35 3 3

Egypt 19 38 6 0.2 2

Islamic Republic 
 of Iran  20 37 – 0.1 1

Iraq 26 88 17 0.8 5

Jordan 20 31 4 – 0.8

Kuwait 14 15 – – 1.1

Lebanon 18 32 2 – 1.4

Libyan Arab 
 Jamahiriya 17 25 – 0.2 3

Morocco 20 35 7 0.5 0.2

Oman 19 25 – – 1.1

Pakistan 28 83 22 14 2.3

Qatar 16 18 0.6 – 0.6

Saudi Arabia 20 32 – – 1.1

Somalia 27 184 48 – 0.4

Sudan 24 86 18 2.4 1

Syrian Arab 
 Republic 17 26 4 0.6 0.9

Tunisia 17 27 2 0.3 0.6

United Arab 
 Emirates 18 25 0.6 – 1.8

Yemen 28 100 29 13 0.7
Source: [15].
DALY = disability-adjusted life year.

environmental determinants of health has 
grown. Demographic and epidemiological 
transitions now combine with nutritional 
and behavioural transitions, influenced by 
globalization and urbanization, to create 
unfavourable new trends.

To face health challenges in an effi-
cient manner, WHO moved into a 6-year 
mid-term strategic plan, within which 13 
organization-wide strategic objectives have 
been defined which are to be achieved by 
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The adverse health impacts from human-induced environmental changes will be distributed 
unequally. The poor, the geographically vulnerable, the politically weak and other 
disadvantaged groups will be most affected. Addressing the intersection between social 
determinants of environmental change and the impact of environmental change on health 
inequities will benefit sustainable ecology and population health alike. Health inequities will 
benefit sustainable ecology and population health alike.

Source: Interim Statement, WHO Commission on Social Determinants of Health, 2007

Box 2

the Organization in the 6-year term. This 
should anchor the Organization in results-
based management.

Strategic objective 8, which reads, “To 
promote a healthier environment, intensify 
primary prevention and influence public 
policies in all sectors so as to address the root 
causes of environmental threats to health”, 
is entirely relevant to health and environ-
ment; however other strategic objectives are 
equally relevant, namely Strategic objective
5 in relation to environmental health aspects 
of emergencies, Strategic objective 7 for the 
promotion of healthy settings approaches 
and Strategic objective 9 in regard to food 
safety.

An area where WHO/EMRO is looking 
to lead the way is in social responsibility. 
The regional Strategic objective 8 plans to 
demonstrate during the coming 6 years the 
feasibility that WHO only contract with cor-
porations that respect at least occupational 
health and environmental legislation.

Given the emphasis WHO is placing 
on the determinants of health, prominent 
among which are environmental factors, 
it will be in good position in the coming 
few years to support its Member States in 
assessing, correcting and preventing health 
risks related to environmental factors and 
hence in achieving the health-related Mil-
lennium Development Goals [16].

There are however certain important 
prerequisites if we are to succeed in tackling 
the effects of environmental conditions and 
changes on health: individuals and commu-
nities need to become the guardians of their 
health and environment; shared agendas 
and plans of action need to be formulated 
around the core functions of public health 
and environmental management; and alli-
ances need to be established between health 
and environment sectors to develop joint 
activities and programmes that would be 
beneficial for both sectors.
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Background

It is interesting to note that the World Health 
Organization (WHO) Constitution, which 
was adopted in 1948, included a specific 
mandate apropos food standards. Article 2 
(U) of the Constitution states clearly that 
WHO should develop, establish and pro-
mote international standards with respect 
to food. This recognition would lead to 
seminal work on the part of WHO in the 
field of food safety. Food is of fundamental 
importance to life. However, it is also a ve-
hicle for transmitting hazards and causing 
disease and death to humans. Illness due to 
contaminated food is considered the most 
widespread transmissible health problem 
today and also an important cause of re-
duced economic productivity.

Among the duties and responsibilities 
of WHO, as one of the original agencies 
of the United Nations, established on the 
first World Health Day (7 April 1948) is 
the protection of the consumer against any 
health hazard which could be transmitted as 
a result of consuming unsafe food.

After over 2 decades of fighting small-
pox, WHO declared in 1980 that the disease 
had been eradicated, the first disease in 
history to be eliminated by human effort; 
this has not, however, been the case with 
regard to foodborne diseases, which remain 
a great challenge. 

Globalization and food

The globalization of the food trade and the 
urbanization of populations are changing 

the pattern of food production and distribu-
tion, creating the conditions conducive to 
widespread outbreaks of foodborne disease. 
In a recent crisis, more than 1500 farms in 
Europe received dioxin-contaminated feed 
from a single source over a 2-week period 
and food produced from animals fed on this 
contaminated fodder found its way onto 
every continent within weeks. To give an-
other example, the international propagation 
of meat and bonemeal prepared from cattle 
affected by bovine spongiform encephalitis 
(BSE) caused widespread proliferation of 
the disease among consumers. 

In developed countries, up to 50% of the 
food budget may be spent on food prepared 
outside the home. In both developing and 
developed countries, there are millions of 
single workers constituting a large float-
ing population who move in and out of 
the city for work and largely depend upon 
street foods for their daily sustenance. In 
developing countries, such food is prepared 
and/or sold by vendors or hawkers mainly 
in streets or other convenient public places 
under unacceptable conditions of hygiene. 
The resulting widespread foodborne illness 
needs no elaboration.

As a matter of fact, food safety is an 
essential public health issue for all countries 
since foodborne disease, whether due to 
microbial pathogens, biotoxins or chemical 
contaminants of food, represents a serious 
threat to the health of millions of consum-
ers: significant serious foodborne disease 
outbreaks have been documented in many 
countries in the past and are still liable to 
occur in any part of the world. 
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Such foodborne outbreaks not only af-
fect the health and well-being of the people 
but also have economic consequences for 
individuals and nations; they impose a sub-
stantial burden on health-care systems of 
the country and reduce economic productiv-
ity. The globalization of food production 
and trade is aggravating the widespread 
outbreaks of foodborne diseases.

Food safety programmes are increasingly 
focusing on a farm-to-table approach in the 
control of food-related risks as an effective 
means of reducing foodborne hazards since 
hazards can enter the food chain at any point 
from the initial stage of production all the 
way through to consumption. 

There is no doubt that significant 
progress has been made towards making 
food safer; the emergence of increased 
antimicrobial resistance of disease-causing 
bacteria is, however, aggravating the situa-
tion. Furthermore, there is increasing doubt 
and concern among the public with regard 
to the introduction of new technologies in 
the farm-to-table chain; i.e. irradiation and 
genetic engineering. The safety of such 
technologies has to be thoroughly proved if 
they are to be accepted by certain countries. 
Confidence in the safety and integrity of the 
food supply is an important requirement for 
consumers.

Specific hazards
Specific concern about food hazards have 
usually been focused on microbiological 
hazards, pesticide residues, misuse of food 
additives and chemical contaminants, in-
cluding biological toxins. Until recently, 
most systems for regulating food safety 
were based on legal definitions of unsafe 
food, enforcement programmes for the re-
moval of unsafe food from the market and 
sanctions for the responsible parties. Such 
traditional systems cannot today provide, or 
stimulate, a preventive approach.

During the past decade, there has been 
a transition to risk analysis based on better 
scientific knowledge of foodborne illness 
and its causes. This provides a preventive 
basis for regulating measures for food safe-
ty at both national and international levels. 
The risk-based approach must be backed 
by information on the most appropriate 
and effective means to control foodborne 
hazards.

International regulation/agreements
At both the 11th session of the Conference 
of the Food and Agriculture Organization 
(FAO) in 1961 and the 16th World Health 
Assembly in 1963, resolutions were passed 
to establish the Codex Alimentarius Com-
mission, and both adopted the Statutes and 
Rules of Procedure for the Commission. 
Its main objectives are to protect the health 
of consumers and ensure fair practice in 
food trade. Also included are the formula-
tion of food standards and other specific 
requirements covering pesticide residues, 
food additives, veterinary drug residues, 
hygiene, food contaminants, radionuclides 
and labelling. 

Recently, the Codex has embarked on a 
series of activities based on risk assessment 
to address microbiological hazards in foods, 
and thus generated worldwide awareness of 
food safety and consumer protection issues 
and how to deal with them scientifically 
through a risk-based approach. Consequent-
ly, a continuous appraisal of the principles 
of food safety at the international level was 
created as well as an increasing tendency to 
adopt these principles at the national level.

Since consumers expect protection from 
hazards occurring along the entire food 
chain, from farm-to-table, factors that could 
contribute to potential hazards in foods 
should be considered; these include improp-
er agricultural practices; poor hygiene (at all 
stages of the food chain); lack of preventive 
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controls in food processing operations; 
misuse of chemicals; contaminated raw 
materials, ingredients and water; and inade-
quate or improper storage. Usually concerns 
about food hazards focus on microbiological 
hazards, pesticide residues, misuse of food 
additives, chemical contaminants including 
biological toxins, adulteration, genetically 
modified organisms, allergens, veterinary 
drug residues, growth promoting hormones 
used in the production of animal products, 
and radionuclides.

As a result of the Multilateral Trade 
Negotiations in Morocco, the World Trade 
Organization (WTO) was established on 
1 January 1995, and 2 agreements, the 
application of Sanitary and Phytosanitary 
Measures (SPS) and the Technical Barriers 
to Trade (TBT), came into force. They are 
relevant in understanding the requirements 
for food protection measures at the national 
level and the rules under which food is 
traded internationally. 

According to the SPS agreement, WTO 
Member Countries have the right to apply 
measures to protect humans, animal and 
plant life and health. It covers decrees, regu-
lations, testing, inspection, certification and 
approval procedures and packaging and la-
belling requirements directly related to food 
safety. All Member Countries are asked to 
apply only those measures for protection 
that are based on scientific principles, only 
to the extent necessary and not in a manner 
which may constitute a disguised restriction 
on international trade. The agreement en-
courages the use of international standards, 
guidelines or recommendations where they 
exist, and identifies those from the codex 
(related to food additives, veterinary drugs 
and pesticide residues, contaminants, meth-
ods of analysis and sampling and codes and 
guidelines of hygienic practices) that are 
consistent with the provisions of the SPS. 

In other words, the Codex standards 
serve as a benchmark for comparison of na-

tional sanitary and phytosanitary measures. 
It is also compulsory for Member States to 
apply Codex standards; they should, how-
ever, harmonize their national food stand-
ards with those elaborated by the Codex. 
The TBT agreement also encourages the 
use of international standards and requires 
that technical regulations on aspects such 
as traditional quality factors, fraudulent 
practices, packaging and labelling imposed 
by countries will not be more restrictive on 
imported products than they are on products 
produced domestically.

Benefits of globalization
The globalization of the food trade offers 
many benefits to consumers, as it results in 
a wider variety of high-quality foods that 
are accessible, affordable and safe, meeting 
consumer demand. However these changes 
also present new challenges to safe food 
production and distribution and have been 
shown to have widespread repercussions 
on health. 

Although significant progress has been 
made in many countries in making food 
safer, it is impossible to provide adequate 
protection to the consumer by merely sam-
pling and analysing the final product. The 
introduction of preventive measures at all 
stages of the food production and distri-
bution chain, rather than only inspection 
and rejection at the final stage, makes bet-
ter economic sense, because unsuitable 
products can be identified earlier along the 
chain.

The preventive approach that may be 
applied at all stages in the processing and 
handling of food products involves the 
Hazard Analysis Critical Control Point 
(HACCP) system, the principles of which 
have been formulated by the Codex Com-
mittee on Food Hygiene and provide a 
systematic structure for the identification 
and control of foodborne hazards. Govern-
ments should recognize the application of 
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the HACCP approach by the food industry 
as a fundamental tool for improving the 
safety of food.

According to the Codex, risk analysis 
consists of 3 components: assessment, man-
agement and communication. 

Risk assessment is a scientifically based 
process consisting of 4 steps: hazard identi-
fication, hazard characterization, exposure 
assessment and risk characterization. The 
definition includes quantitative risk as-
sessment, which emphasizes reliance on 
the numerical expression of risk, and also 
qualitative expressions of risk as well as an 
indication of the attendant uncertainties. 

Risk management is the process, distinct 
from risk assessment, of weighing policy 
alteration in consultation with all interested 
parties, and taking into consideration risk 
assessment and other factors relevant to 
the health protection of consumers and the 
promotion of fair trade practices, and, if 
needed, selecting appropriate prevention 
and control operations. 

Risk communication is the interac-
tive exchange of information and opin-
ions throughout the risk analysis process 
concerning hazards and risks, risk-related 
factors and risk perceptions among risk 
assessors, risk managers, consumers, in-
dustry, the academic community and other 
interested parties, including the explanation 
of risk assessment findings and the basis of 
risk management decisions. 

Foodborne disease

The major challenging foodborne diseases 
caused by microorganisms are:
• Salmonellosis, which constitutes a ma-

jor problem in most countries. Foods 
involved in salmonellosis outbreaks are 
mostly eggs, poultry and other meat, raw 
milk and chocolate.

• Campylobacteriosis, which is a wide-
spread infection caused by certain spe-
cies of Campylobacter bacteria. In some 
countries, the reported number of cases 
surpasses the incidence of salmonell-
osis. Foodborne cases are mainly caused 
by raw milk, raw or undercooked poultry 
and drinking water. In 2%–10% of cases 
the infection may lead to chronic health 
problems including reactive arthritis and 
neurological disorders.

• Infections due to enterohaemorrhagic 
(causing intestinal bleeding) Escherichia
coli (e.g. E. coli 0l57) and listeriosis are 
important foodborne diseases which 
have emerged over the past few decades. 
Although their incidence is relatively 
low, their severe, and sometimes fatal, 
health consequences, particularly among 
infants, children and the elderly, make 
them among the most serious foodborne 
infections.

• Cholera (a major public health problem 
in developing countries) also causes 
enormous economic losses. The disease 
is caused by the bacterium Vibrio chol-
erae. In addition to water, contaminated 
foods can be the vehicle of infection. 
Rice, vegetables, millet gruel, and vari-
ous types of seafood have been impli-
cated in outbreaks of cholera.
There are other food safety problems, 

major examples of which are:
• naturally occurring toxins, such as my-

cotoxins, marine biotoxins, cyanogenic 
glycosides and toxins occurring in poi-
sonous mushrooms, periodically cause 
severe intoxications. Mycotoxins such 
as aflatoxin and ochratoxin A are found 
at measurable levels in many staple 
foods such as sorghum, maize and mil-
let; the health implications of long-term 
exposure of such toxins are poorly un-
derstood.
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• unconventional agents, for example 
the agent causing bovine spongiform 
encephalopathy (BSE, mad cow dis-
ease) which is associated with variant 
Creutzfeldt–Jakob disease (VCJD) in 
humans. Consumption of bovine prod-
ucts containing brain tissue is the most 
likely route for transmission of the agent 
to humans.

• persistent organic pollutants (POPs) are 
compounds that accumulate in the envi-
ronment and the human body. Known 
examples are dioxins and polychlorin-
ated biphenyls (PCBs). Dioxins are 
unwanted products of some industrial 
processes and waste incineration. Expo-
sure to POPs may result in a wide variety 
of adverse effects in humans.

• heavy metals such as lead and mercury 
cause neurological damage in infants 
and children. Exposure to cadmium can 
also cause kidney damage; this is usu-
ally seen in the elderly. These (and also 
POPs) may contaminate food through 
pollution of air, water and soil.

Biotechnology and food

There are some other challenges and devel-
opments in food safety such as the safety of 
foods derived from biotechnology, which 
needs to be carefully assessed to demon-
strate the scientific basis for decisions re-
garding human health. New methods and 
policies to assess such foods need to be 
developed and agreed upon internation-
ally. Crops modified to resist pests, foods 
with allergens removed or with essential 
nutrients augmented are possible using food 
biotechnology, while antimicrobial markers 
in some genetically modified foods have 
been suggested but are not yet available on 
the market. The weighing of potential risks 

and benefits is an important aspect of as-
sessment of foods derived from biotechnol-
ogy that has not received much attention in 
the past. Foods derived from biotechnology 
should be assessed on a case-by-case basis. 
Likewise, clear communication of the basis 
for safety assessment in this area is gener-
ally lacking at national and international 
levels. Continuous monitoring is necessary 
to ensure the safe use of pesticides, veteri-
nary drugs and food additives.

WHO involvement

In partnership with other stakeholders, 
WHO is developing policies that will further 
promote the safety of food. These policies 
cover the entire food chain from production 
to consumption and will make use of differ-
ent types of expertise.

The work of the WHO Department of 
Food Safety and other WHO programmes 
and departments are strengthening food 
safety systems, promoting good manu-
facturing practises and educating national 
consumers about appropriate food handling. 
Education of consumers and training of food 
handlers for the safe handling of food is one 
of the most critical interventions in the 
prevention of foodborne illness. Through 
continuous feedback and support, various 
Member States are being assisted in their 
efforts to improve national food control 
systems.

On a Regional level a manual on Devel-
oping food legislation: guidelines for devel-
oping legislation for food control systems in 
the countries of the Eastern Mediterranean
is being prepared. This manual is intended 
to enable the countries of the Region to 
develop legislation suited to the local situa-
tion. It incorporates a generic description of 
food control infrastructure, and explains the 
importance of food inspection, laboratory 
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food analysis, administration and enforce-
ment of legislation, and includes the general 
legal framework for food control acts and 
executive regulations, including food stand-
ards, in line with the Codex Alimentarius 
and SPS and TBT agreements of the WTO.

The WHO Regional Office for the East-
ern Mediterranean has continued working 
towards putting food safety firmly on na-
tional public health agendas by addressing 
the issue with health and agricultural au-
thorities. Plans also include the continuous 
creation of awareness of food safety as a 
public health priority, along with the need 
for collaboration of all key players; the 
establishments of integrated of food moni-
toring and foodborne disease surveillance 

systems and the implementation of studies 
on foodborne burden of disease; participa-
tion and increasing use of the International 
Food Safety Authority Network, both in 
size and in responsiveness, in an everlasting 
effort to reach the goal of “safer food for 
all”.
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Humanitarian crises – historical 
context

Globally, countless lives and livelihoods 
have been affected by the impact of natural 
and man-made disasters in both developed 
and developing countries. However, more 
than 90% of deaths related to natural dis-
aster occur in developing countries and the 
economic losses in relation to GNP are far 
greater in developing countries as compared 
to industrialized ones [1]. During the period 
from 1984 to 2003 more than 4.1 billion 
people were affected by natural disasters 
alone [1]. The overall trend of disasters and 
their impact on the world clearly illustrate: 
i) an exponential increase in the frequency 
of reported events; ii) a substantial eco-
nomic burden to national economies; and 
iii) an increasing number of affected people 
who have to recover from such events. 
A number of major earthquakes, floods, 
droughts, cyclones, conflicts and civil strife 
has triggered humanitarian relief to ensure 
the resilience in survivors. Displacement 
and migration are a significant consequence 
of disasters and have posed a new challenge 
to the humanitarian assistance community. 
As a direct result of conflict and violence, 
the Office of the United Nations High Com-

missioner for Refugees (UNHCR) reports 
that by the end of 2007, the world’s refugee 
population exceeded 11 million, while 26 
million people were internally displaced; an 
additional 25 million people were displaced 
because of natural disasters [2].

Recent reported natural disasters such 
as the South-East Asia tsunami, the cyclone 
in Myanmar and the earthquake in China 
underscore that the poor are the most vul-
nerable and suffer the greatest impact. How-
ever, the hurricanes that have affected the 
south-east of the United States of America 
(USA) clearly demonstrate that no nation 
is immune to natural hazards and disaster 
preparedness, across the globe, leaves much 
to be desired. Additionally, conflict, wars, 
sanctions and civil unrest have contributed 
to death, displacement, migration and dis-
ability. The major lesson learnt from all 
these crises is that nations and communities 
must be better prepared!

Looking back at 60 years in the Eastern 
Mediterranean Region (EMR) of the World 
Health Organization (WHO) there have 
been many types of crises, from conflict to 
natural disasters. Tables 1 and 2 summarize 
the magnitude of some of the major crises 
reported in the Region.



Eastern Mediterranean Health Journal, Vol. 14, Special Issue S151

Table 1 Migration in the Eastern Mediterranean Region due 
to war and conflict

Country Period Refugees  Internally
   (originating displaced persons
   from) assisted/protected
    by UNHCR
    (1993–2007)

Sudan 1963–2007 11 520 713 81 589 66

Afghanistan 1979–2007 10 3139 506 10 089 984

Iran (IR) 1974–2007 2 180 111 No data 

Iraq 1968–2007 17 578 886 10 974 576

Somalia 1975–2007 10 378 319 4 439 206

Palestine 1976–2007 3 471 303 No data 
Source: The Office of the United Nations High Commissioner for 
Refugees (UNHCR) Statistical online population database (http://www.
unhcr.org/statistics/45c063a82.html).

Table 2 Natural disasters and their impact in the Eastern Mediterranean Region (1950–2008)

Event Country Deaths  Affecteda  Homeless  Injured  Total  Damage
   (No.)  (No.)  (No.)  (No.) affected (× 103

       (No.) US$)

Earthquakes Iran (IR) 65 074 818 091 575 19 963 838 629 1 135 000

  Egypt 20              NA               NA  28 28              –

  Afghanistan 2 663 152 440 6 580 5 518 164 538 340 00

  Pakistan 4 989 42 975 5 200 17 605 65 780 8 255

  Morocco 12 000              NA              NA  25 000 25 000 120 000

Floods Iran (IR) 5 757        1 140 200           –  70 1 290 270 17 43 000

  Pakistan 6 308      13 909 527      38 732                –  15 166 527 1 169 800

  Yemen  657 625 000 154 750 612 907 862 1 052 900

  Afghanistan 479           785 044           –  140 792 684 312 000

  Sudan 130 1 847 000        30 000                –  2 877 000 25 000

Droughts Djibouti               NA            255 000          NA                  –  255 000              –

  Sudan 150 000      11 850 000          NA                   –  11 850 000              –

  Somalia 19 650        1 483 500          NA                  –  1 483 500              –

  Yemen                NA  2 000 000        20 000                –  2 020 000 10 000

  Iran (IR)             NA            625 000           –                     –  625 000              –

  Afghanistan        –              48 000           –                     –  48 000 200
aAffected = people requiring immediate assistance during a period of emergency, it can also include displaced or 
evacuated people.
Source: Centre for Research on the Epidemiology of Disasters – Emergency Events Database (CRED EMDAT) 
(http://www.emdat.be/Database/terms.html).
NA = not available.
– = not reported.
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Over the past 2 decades in particular, 
the Region has experienced a number of 
complex emergencies as well as large scale 
natural disasters; 15 of the 22 Member 
States (roughly 85% of the Region’s popu-
lation) have suffered in protracted conflict 
situations [3]. In particular, the situations 
in Afghanistan, Iraq, Lebanon, Palestine, 
Somalia and Sudan go unabated and have 
collectively affected over 10 million people, 
6.5 million of whom have been displaced 
from their homes and over 200 000 have 
died [4]. In Iraq, with the on-going vio-
lence and insecurity coupled with previous 
humanitarian needs, almost a third of the 
country is cut off from essential health 
services [5]. The conflict in the occupied 
Palestinian territories has been ongoing for 
over 6 decades and still 80% of the popula-
tion living in Gaza depends on humanitarian 
assistance. Because of the burden of these 
crises, the world’s highest proportion of 
internally displaced persons still lives in 
EMR.

To make matters worse, as the remain-
der of the world continues to realize health 
gains and achievements, due to the ongoing 
crises in Somalia and Afghanistan, these 2 
EMR countries still have the worst national 
records of infant and maternal mortality 
indicators in the world. In addition to a high 
frequency of natural disasters and conflict, 
the Region is also vulnerable because of 
many other factors, such as population 
growth (Pakistan [6] Islamic Republic of 
Iran [7], Yemen [8]), crop failure/food in-
security (Somalia [9], Sudan [10], Afghani-
stan [11], Pakistan [12]), environmental 
degradation (Pakistan [13,14]) and water 
scarcity (Yemen [15], Sudan [16], Somalia 
[9], Jordan [17]). These vulnerabilities to 
a varying degree have also contributed to 
rural-to-urban migration and subsequent 
“premature urbanization” in major cities 
whereby the urban sector cannot generate 

compensatory economic growth to absorb 
the massive influx. This has resulted in 
thousands living in slums and/or low in-
come housing that are unsafe when it comes 
to natural hazards, either because of poor 
structural quality or risk prone locations.

Newly emerging threats in the 
Eastern Mediterranean Region

In addition to the aforementioned obvious 
and localized threats and vulnerabilities that 
conventionally affect the poorest members 
of a population, there are newly emerging 
threats, which include a possible human 
pandemic influenza, sky rocketing food 
and oil prices, and climate change. These 
are global threats and combined with the 
existing vulnerabilities, if left unaddressed, 
will result in potentially catastrophic conse-
quences for marginalized populations.

Health impact of an influenza 
pandemic
Should the Region experience a phase 5 
or 6 situation with regard to the influenza 
virus (evidence of significant or efficient 
and sustained human-to-human transmis-
sion), the impact on countries could be crip-
pling. Models and scenarios that have been 
developed on the pandemic anticipate that 
the health institutions will be overwhelmed 
with patients seeking care (at an expected 
attack rate of 35%, it is estimated that in 
the EMR, more than 180 million people 
will fall ill, 96–168 million will require 
medical care and 6–28 million will need 
hospitalization). Moreover, with already 
weakened and rundown health infrastruc-
tures in places like Afghanistan, Somalia 
and Sudan and existing vulnerable groups, 
such as refugees and internally displaced 
populations, the pandemic influenza virus 
will flourish. Countries, thus, will need to 
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be prepared to contain the epidemic within 
their borders.

The Region has already witnessed the 
largest cluster of human cases of the highly 
pathogenic avian influenza virus A/H5N1 
outside Asia. Out of 22 countries in the 
Region, H5N1 has been reported from 10, 
including 2 countries with H5N1 in wild 
and migratory birds (Kuwait and Islamic 
Republic of Iran), 5 with H5N1 in poultry 
(Afghanistan, Jordan, occupied Palestine 
territory, Pakistan and Sudan) and 4 coun-
tries with confirmed human cases (Egypt, 
Iraq, Pakistan and Djibouti).

Food crisis and its impact on 
vulnerable populations
The world is witnessing some of the sharp-
est rises in food prices ever; since Janu-
ary 2008, rice prices have soared 141%. 
This food inflation could push at least 100 
million people into poverty (to add to the 
800 million people already suffering from 
hunger), which will wipe out all the gains 
the poorest billion of the world’s popula-
tion has made during almost a decade of 
economic growth [18]. The United Nations 
Economic Commission for Africa estimates 
that the number of food insecure people 
could rise by 16 million for every percent-
age point increase in real prices of staple 
foods, meaning 1.2 billion people could be 
chronically hungry by 2050 [19]. In EMR, 
countries at highest risk from the food crisis 
include Somalia, Sudan, Pakistan, Palestine 
and Yemen. The impact is already obvious 
and profound. In Somalia, this has meant 
an additional 600 000 urban poor, a 40% 
increase since January 2008, who now face 
conditions of acute food and livelihood 
crisis and humanitarian emergency and 
are in need of assistance [8]. In the case of 
Palestine, the United Nations Relief and 
Works Agency for Palestine Refugees in the 
Near East (UNRWA) reports that whereas 

in 2004 it spent about US$ 8 per refugee 
every 2 months in Gaza, today costs have 
risen to US$ 19 to provide the same 60% 
of their basic needs, these increases have 
forced the agency to significantly reduce 
the number of recipients of aid [19]. Ad-
ditionally, the global food crisis threatens to 
spark even more violence and social unrest 
in war zones where millions of already 
marginalized people have had no or very 
limited success in their efforts to secure 
access to sustainable food commodities. It 
is therefore crucial that the health sector is 
able to respond quickly to excess violence 
and injury.

Climate change and its humanitarian 
impact
Climate change is expected to trigger, com-
pound and increase disasters and exacerbate 
existing humanitarian situations. Most of 
the effects of climate change will be on 
low income, resource-starved countries 
with limited ability to adapt and respond. 
Extreme events such as changes in rain 
patterns, more severe tropical cyclones, 
drought, floods, extreme temperature fluc-
tuations, possible rise in sea levels, coastal 
erosion and reduced biodiversity are ex-
pected to have a broad-ranging influence 
on agricultural production, food security, 
access to water, habitat and livelihoods. 
Likewise, there would be a considerable 
impact on human health. Scientists consider 
that most of the health impacts of climate 
change would be adverse. WHO, in its 
World Health Report 2002 [20], estimated 
that climate change was responsible in 2000 
for approximately 2.4% of worldwide cases 
of diarrhoea and 6% of malaria in some 
middle-income countries. According to a 
World Bank study [21], just a 1 metre rise 
in sea levels would turn at least 65 million 
people in the developing world into envi-
ronmental refugees; in terms of number of 
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populations affected, the top 10 countries 
in such a scenario include 3 countries from 
EMR: United Arab Emirates, Egypt and Tu-
nisia. From a water scarcity perspective as a 
result of climate change, again, the Mediter-
ranean and the Middle East Regions are the 
ones expected to be the worst off. The high 
number of refugees and internally displaced 
people indicate the existing vulnerabilities 
in EMR; because of these, greater humani-
tarian efforts will be required to deal with 
the consequences of climate change in order 
to prevent further erosion of their capacity 
to cope.

Responding to Regional crises

The inherent hazards and vulnerabilities 
that have been faced over the past 60 years 
in EMR, coupled with emerging threats, 
clearly indicate the changing nature and dy-
namics of humanitarian crises. It is apparent 
therefore that humanitarian strategies and 
methods used to deal with crises will need 
to be significantly different from the verti-
cal relief approach of the present. Emerg-
ing causes of humanitarian crises – human 
pandemic influenza, climate change, food 
insecurity or bioterrorism – require multi-
disciplinary and multisectoral prevention 
and preparedness measures to build, sustain 
and promote national and local capacities. 
Moreover, the position of health, although 
clearly linked to better quality of life and 
livelihood, has often taken a back seat com-
pared with the models and operations for 
food aid and water distribution. Hence the 
challenge for WHO, ministries of health 
and health partners in the humanitarian 
arena is to promote a public health preven-
tive approach before disasters occur as well 
as to ensure that public health best practices 
apply in times of crises in order to ensure 
human survival.

Over the last 30 years WHO’s humani-
tarian response actions and policies in the 
Region have focused on relief aid and en-
suring the availability of and access to 
health services for those most in need. The 
approach was challenged by a number of 
major emergencies in the past that required 
WHO to become more involved in op-
erations while still maintaining its technical 
leadership in health. As the frequency of 
natural and man-made disasters has in-
creased, WHO has gradually evolved to be 
an active humanitarian partner among the 
international aid agencies. However, the 
technical leadership and health guidance 
to work with national and international 
partners and promote standards in health 
assistance still remain a core strength of 
the Organization. The role of WHO as the 
leader in health and humanitarian assist-
ance has been echoed and re-enforced by 
Member States and partners through several 
World Health Assembly resolutions. More 
recently the humanitarian reforms have 
thrust WHO to the fore as the “convener” 
of the global and country health clusters in 
times of emergencies [22].

Over the last 2 decades WHO has been 
challenged by several emergency situa-
tions requiring the provision of health and 
humanitarian assistance to affected popula-
tions. Establishing operational capacity to 
respond to the earthquakes in the Islamic 
Republic of Iran and Pakistan as well as the 
conflict/violence in Lebanon, Iraq, Somalia, 
Afghanistan and Sudan has been a driving 
force behind WHO’s regional response 
activities; however, more recently a strong 
shift from purely response to include and 
integrate preparedness and risk-reduction 
measures has been addressed within the Or-
ganization’s strategy. Additionally, WHO is 
tackling the aspect of health in a post-crisis 
phase in order to ensure the bridge between 
relief and development.
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What does the future for hold for the 
Region with regard to crises? The newly 
emerging threats coupled with the long-
standing and inherent vulnerabilities do not 
present an optimistic prospect for health in 
the Region. Despite tremendous efforts to 
increase emergency response measures to 
safeguard lives and livelihoods, humani-
tarian partners, and in particular Member 
States, will have to intensify efforts to deal 
with the growing demand for humanitarian 
assistance. WHO has attempted to respond 
to the call of Member States for investment 
in national and local capacities for disaster 
preparedness and response. Ensuring the in-
tegrity and resilience of the health system in 
times of crisis has been the focus of a recent 
World Bank, United Nations International 
Strategy for Disaster Reduction and WHO 
global campaign of hospitals safe from 
disasters [23].

Additional challenges facing humanitar-
ian assistance were outlined in a recent 
report of an interagency standing committee 
and addressed a number of key factors that 
we must take into consideration [24]. These 

include the ever-evolving and negotiating 
space for provision of humanitarian assist-
ance; the global nature of various crises, 
such as a possible pandemic; greater en-
gagement of local and national partners, 
including the private sector; use and en-
gagement of national and foreign military 
assets in humanitarian crises; the erosion 
of protection of humanitarian workers; and 
the increased need for accountability by the 
humanitarian community.

EMR, despite its richness, heritage and 
diversity, has been beset by crisis situations 
for decades. Although there may have been 
several milestones in health throughout 
the Region, countries like Somalia, Af-
ghanistan and Sudan stand on a precipice 
and risk falling deeper into poverty and ill 
health. Beyond the long-standing conflicts 
in the Region, all countries are vulnerable 
to impacts of climate change which threaten 
development and prosperity. Our challenge, 
if we are to reach the targets of the United 
Nations Millennium Development Goals, is 
to ensure the resilience of nations and com-
munities to the effects of disasters.
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Introduction

The World Health Organization Eastern 
Mediterranean Region (EMR) has made 
huge progress in terms of use of information 
and communication technology (ICT) in 
the healthcare sector. Despite the late entry 
of ICT in health in the Region, there have 
been many impressive developments both 
as public health applications and in medical 
care. The article attempts to draw a picture 
of the current status of e-health applications 
in the Region with some specific examples 
of milestones and achievements made. The 
overall ICT situation and economic factors 
coupled with the health situation in the Re-
gion dictate the state-of-the-art of e-health. 

Health situation and 
socioeconomic indicators in 
the Region

The EMR consists of 22 countries: 15 in 
Asia and 7 in Africa. A variety of official 
and local languages are used including Ara-
bic, English, Farsi, French, Kurdish, Pashto, 
Somali and Urdu. The Region has some of 
the world’s richest and the world’s poorest 
countries in Africa and in the Gulf Region. 
The burden of disease differs among the 
countries as some suffer from a range of 
communicable diseases such as malaria, 

tuberculosis and poliomyelitis while others 
have started to suffer from chronic diseases 
such as obesity, diabetes and cardiovascular 
diseases. The Region has a huge disparity 
in level of development of national (health) 
information systems. 

Difficult political environments persist 
in the Region, particularly for countries 
with complex emergencies such as Iraq, 
Palestine, Somalia and Sudan. Weak capac-
ity for policy formulation and analysis, 
strategic planning, economic analysis of 
health systems and long-term scenarios 
for human resource development remain 
major challenges. Health care delivery sys-
tems in the Region have widely differing 
characteristics and performance. However, 
all countries in the Region face an overrid-
ing dilemma: how to meet rising demand 
with finite, and in some cases shrinking, 
resources. Most countries in the Region 
have “mixed” systems of health care, with a 
varying degree of mix of providers—public, 
private and government—although usually 
with 1 sector dominating. 

One of the most crucial issues facing 
health systems in the EMR countries is 
the weakness in planning human resources 
development. The problems range from 
absolute shortage to under-employment, 
where national health systems are unable 
to absorb human resources, to geographi-
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cal and skills-related maldistribution. The 
role of governments in health financing 
is decreasing, and there is limited interest 
among donors to support health systems and 
service development projects. 

The Region is at risk for epidemic-prone 
diseases because it is a crossroads for in-
ternational trade, travel and tourism, and a 
centre for religious mass gatherings, and is 
continuously exposed to a changing expatri-
ate workforce [1].

e-health is viewed against the above 
background in the Region. Use of ICT in 
health is an integral part of national health 
information systems. These systems rep-
resent the backbone of the national health 
system, being the glue that ties all the com-
ponents together.

e-health (use of information technology 
and telecommunications in health) has 3 ba-
sic elements: ICT infrastructure, health and 
biomedical knowledge and people (users). 
The ICT infrastructure in EMR countries 
has witnessed rapid development and sus-
tained improvement as has been demon-
strated by the latest figures and statistics 
on governance and legal framework, con-
nectivity and Internet penetration, personal 
computer availability for both home use and 
business applications, training and skills 
development and applications. The Region 
is characterized by a huge diversity in ICT 
readiness in the same way as it has diversity 
in health situation and other socioeconomic 
indicators.

Information technology and 
telecommunications in the 
Region: overview

A recent study covering the 6 Levant coun-
tries, Egypt, Iraq, Jordan, Lebanon, Pales-
tine and Syria; the North African countries 
of Algeria, Libyan Arab Jamahiriya, Moroc-

co, Tunisia and Sudan; along with Yemen in 
the Arabian peninsula revealed that these 12 
countries collectively had a lower personal 
computer penetration rate than the global 
average. The 6 Gulf Cooperation Council 
(GCC) states, Bahrain, Kuwait, Oman, Qa-
tar, Saudi Arabia and United Arab Emirates, 
however, registered a higher number of PCs 
sold compared to the global norm [2].

Assessment and ranking of 127 countries 
on factors ranging from the cost of mobile 
phone calls and available Internet bandwidth 
to the quality of higher education indicated 
that Arab countries have risen significantly 
in the rankings as Egypt moved from rank 
80 to 63 and Bahrain, Jordan and Qatar leapt 
6, 4 and 11 places respectively. Oman and 
Saudi Arabia, new to the report, entered at 
positions 53 and 48 respectively [3]. Table 1 
shows the ranking of EMR countries in the 
Networked Readiness Index.

The International Telecommunication 
Union (ITU) maintains the Information and 
Communication Technology Opportunity 
Index [4]. The main objective of the Index is 
to track the progress of developing countries 
and highlight their opportunity to become 
Information Societies which allows it to 
track the digital divide and to help develop-
ing countries particularly measure their 
progress (or shortcomings). Table 2 shows 
the 2001–2005 values and 2005 ranking. 
EMR countries that rank high in the index 
are more likely to introduce e-health ap-
plications. This has become evident from 
the number and types of e-health projects 
implemented in these countries and, more 
importantly, the approach that has been 
followed by many of them. 

Internet penetration rates in the Re-
gion vary, ranging from a minimum of 
0.1% in Iraq to 38.4% in the United Arab 
Emirates. According to the Internet World 
Stats, none of the EMR countries is among 
the top 38 countries that have a penetra-
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tion over 50%, as of November 2007 [5].
The same classification shows that 3 EMR 
countries (Bahrain, Kuwait and the United 
Arab Emirates) are among the 65 “aver-
age Internet penetration countries”, with a 
penetration of 15.2%–49.9%. The 158 “low 
Internet penetration countries” include all 
other EMR countries. Table 3 shows the 
latest available number of Internet users and 
penetration rates in the EMR countries. In 
fact 9 EMR countries have a penetration of 
less than 10%.

What is e-health?

e-health, or the use of information and com-
munication technology in health, is defined 
as “the use, in the health sector, of dig-
ital data—transmitted, stored and retrieved 
electronically—for clinical, educational 
and administrative purposes, both at the lo-

cal site and at a  distance” [6]. The Millen-
nium Declaration acknowledges that ICT is 
an important tool to achieve the Millennium 
Development Goals; ICT can help alleviate 
poverty, improve the delivery of education 

Table 1 Ranking of Eastern Mediterranean 
Region (EMR)countries in the Networked 
Readiness Index [3]

EMR country Rank in  Rank 
  the EMR  globally

United Arab 
 Emirates 1 29

Qatar 2 32

Tunisia 3 35

Bahrain 4 45

Saudi Arabia 5 52

Kuwait 6 75

Oman 7 53

Egypt 8 63

Morocco 9 74

Pakistan 10 88

Libyan Arab 
 Jamahiriya 11 105

Syrian Arab Republic 12 110

Table 2 Information and communication 
technology opportunity index for the Eastern 
Mediterranean Region (EMR): 2001–2005 
values and 2005 ranking [4]

Country Rank in  World  Average annual 
  EMR rank growth rate
  2005 2005 (%) 2001–05

Qatar 1 39 79.39

United Arab 
 Emirates 2 41 42.99

Bahrain 3 44 39.53

Kuwait 4 54 44.80

Lebanon 5 62 49.61

Saudi Arabia 6 75 45.19

Jordan 7 84 29.89

Oman 8 86 41.01

Tunisia 9 94 50.07

Islamic
 Republic 
 of Iran 10 98 44.16

Palestine 11 99 35.66

Morocco 12 105 57.95

Egypt 13 107 51.89

Syrian Arab 
 Republic 14 112 82.59

Libyan Arab 
 Jamahiriya 15 122 46.47

Sudan 16 135 99.76

Pakistan 17 139 79.51

Djibouti 18 146 55.25

Somalia 19 158 91.40

Afghanistan 20 180 399.71

Yemen                NA         NA 97.67

Iraq                     NA         NA 
NA = not available
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and health care, make government services 
more accessible, and much more. Target 
18 of Goal 8 calls upon countries to “in 
cooperation with the private sector, make 
available the benefits of new technologies, 
specifically information and communica-
tions” [7].

e-health in the Regional 
strategy

The World Health Organization (WHO) 
Regional Office for the Eastern Mediter-
ranean developed a Regional strategy for 
knowledge management to support public 
health which was adopted by the 53rd ses-
sion of the Eastern Mediterranean Regional 
Committee in 2006 [8]. The strategy cov-
ered strategic directions at Regional level, 
including: managing knowledge policies, 
strengthening publishing and dissemination, 
promoting electronic publishing, expanding 
multilingualism, enhancing networking and 
communication, and strategic directions at 
country level, including leveraging e-health: 
use of ICT in health, building capacity for 
needs assessment, planning and evalua-
tion, strengthening national programmes for 
knowledge management, enhancing infor-
mation and communication infrastructure in 
health care institutions, developing human 
resources, supporting knowledge transla-
tion, promoting knowledge generation and 
establishing knowledge hubs. 

A strategic direction entitled Leverag-
ing e-health: use of ICT in health in the 
Eastern Mediterranean Region covers all 
aspects of e-health and provides the ra-
tionale and areas of application for ICT in 
health. e-health represents a cornerstone of 
the Regional strategy as a major enabling 
factor for implementing strategic initiatives 
and objectives. The endorsement by Mem-
ber States of the strategy represents their 
endorsement of e-health and commitment 
to its implementation. 

Collaborative activities in the area of 
e-health will be implemented in all areas 
of work, with particular emphasis on the 
following:
• measuring progress and trend analysis
• use of statistics for quality improve-

ment

Table 3 Number of Internet users, penetration 
rate and use growth in the countries of the 
Eastern Mediterranean Region [5]

Country Internet users  Penetration 
  2007  (%)

United Arab 
 Emirates 1 708 000 38.4

Kuwait 816 700 32.6

Qatar 289 900 32.0

Islamic Republic 
 of Iran 18 000 000 27.5

Lebanon 950 000 24.2

Bahrain 157 000 22.2

Morocco 7 300 000 21.3

Saudi Arabia 4 700 000 17.0

Tunisia 1 722 000 16.6

Jordan 796 900 13.2

Egypt 8 620 000 10.5

Palestine
 (West Bank) 266 000 10.5

Oman 319 200 10.0

Syrian Arab 
 Republic 1 500 000 7.8

Pakistan 12 000 000 7.3

Libyan Arab 
 Jamahiriya 260 000 4.2

Sudan 1 500 000 3.7

Djibouti 11 000 2.2

Afghanistan 535 000 1.7

Yemen 270 000 1.2

Somalia 98 000 1.0

Iraq 36 000 0.1
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• health networking and collaboration
• representation (geographic informa-

tion systems, electronic design, ani-
mation and multimedia enable graphic 
representation of health concepts and 
geographical knowledge stored as raw 
data)

• decentralization
• health education and learning
• delivery of health services
• income generation and economic oppor-

tunities
• access to information and knowledge.

e-health challenges in the 
Region

The diversity and variation in the socioeco-
nomic and cultural situation among coun-
tries of the Region has resulted in variation 
and multiplicity of constraints in e-health 
implementation [9]. The constraints range 
from lack of awareness of potential e-health 
benefits; shortage, and sometimes total lack, 
of funding by the government and other 
healthcare providers; privacy concerns and 
lack of legal framework; weakness of in-
formation infrastructure; complex systems 
coupled with lack of skilled personnel; and 
lack of data standards that permit exchange 
of health data in local languages. 

The specific challenges in the Region 
include:
• challenges in health data management, 

including absence of policies for data 
collection, absence of unified coding 
systems; absence of standards; disparity 
in quality of systems and data collected; 
little analysis and possibly no use of 
data;

• challenges to computerization or data 
processing, including fragmented efforts 
to develop applications; duplication of 

computer systems, even in the same in-
stitution; disintegration of systems; huge 
quantities of data stored in computers;

• challenges related to value and role 
of e-health as part of national health 
system, including what ICT is and how 
it can improve health; status of ICT 
among national health priorities; ab-
sence of measurement of the impact of 
ICT health; many pilot projects in small 
settings; resistance to ICT in health by 
healthcare professionals; ICT tools are 
not for health by design; and the com-
munication gap between ICT specialists 
and healthcare specialists limits ability 
to develop appropriate systems for e-
health;

• lack of financial support and sustain-
ability, including funding e-health as 
research projects; funding e-health as 
pilot projects rather than long term com-
mitment; funding e-health projects from 
donor agencies rather than from national 
budgets; funding for a specific compo-
nent of e-health applications in isolation 
from other elements; funding for paral-
lel systems in different institutions to 
do the same thing (cut and paste type 
of strategy); and funding for vertical 
programmes in the absence of integrated 
solutions;

• poor public–private partnerships in e-
health, including private sector health-
care institutions having their own plans; 
private ICT companies working with the 
private health sector; private sector not 
willing to invest in ICT applications on 
behalf or in collaboration with the pub-
lic sector; funding in the public sector 
not guaranteed and not appealing to the 
private sector;

• poor quality of ICT infrastructure, in-
cluding healthcare institutions not on 
the priority list for computerization; 
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national information infrastructure very 
weak; ICT services very expensive; ICT 
services under the monopoly of the gov-
ernment; private sector still weak (which 
reduces competition); Internet penetra-
tion very weak;

• lack of technically competent staff at all 
levels, including healthcare profession-
als not receiving ICT training as part of 
their undergraduate programmes; ICT 
professionals mainly hardware and soft-
ware engineers with little orientation on 
medical applications; in-service training 
and continuous education missing in the 
area of health informatics; very few spe-
cialized health informatics programmes; 
and team formation [health and informa-
tion technology (IT) specialists] weak;

• legal and policy issues, including am-
biguous legal framework; poor data 
management; lack of data security; lim-
ited trans-border data flow; open space 
of information flow and dissemination 
leads to misinformation, unethical use, 
concealed bias, covert self-dealing, 
fraudulent practices and evasion of le-
gitimate regulation;

• lack of vision and clear policy direction 
for access to information, ICT and e-
health;

• lack of political commitment: short-
sighted view of the long term value of 
e-health;

• cultural and multilingual challenges as 
many e-health systems were developed 
in languages other than those used in the 
Region; imported systems comply with 
cultural needs of countries that devel-
oped them rather than those importing 
them.
Participants of the inter-country meeting 

of health informatics focal points held in 
2001 concluded that the health and medical 
informatics situation in the Region had some 

problems which required immediate inter-
vention by top management in ministries of 
health [10]. Many positive initiatives had 
been taken by the countries of the Region, 
especially in terms of developing strategies 
and long-term plans, as well as applications 
in specific areas of health informatics. More 
specifically, the meeting drew the following 
conclusions:
• The mission of IT departments in minis-

tries of health needs to be well defined.
• Electronic medical records are an es-

sential cornerstone for supporting health 
care services.

• Use of telemedicine is growing in the 
Region.

• The move to electronic libraries, virtual 
libraries and health sciences databases is 
an essential element in health care provi-
sion.
The meeting produced a set of recom-

mendations for Member States which since 
then have constituted the basis for e-health 
activities in EMR countries. They aimed 
at institutionalization of ICT support in 
ministries of health, building better infra-
structure, investment in human resources, 
and expansion of the use of ICT to cover 
technical health areas. 

Progress in e-health in the 
Region

Health on the Internet 
In the 22 countries of the Region, all but 4 
(Djibouti, Iraq, Libyan Arab Jamahiriya and 
Somalia) have established websites. These 
websites vary in quality, language (5 sites in 
English only, 5 in Arabic only, 6 in Arabic 
and English, 1 in French and 1 in Farsi) and 
comprehensiveness. Most of them are not 
built to function as e-health tools for health 
professionals and the public: they provide 
information on the Ministry’s structure, ac-
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tivities, departments, etc. but do not provide 
healthcare services or health and medical 
advice.

Health on the Internet is weak in the 
Region: in early 2006, a total of only 258 
medical- and health-related websites were 
found through an Internet search. Currently 
there are 335 sites available, an increase of 
38%. Of these, 51 were in Pakistan, 42 in 
Egypt, 56 in the Islamic Republic of Iran, 29 
in Lebanon and 32 each in Bahrain, Jordan, 
Palestine and Saudi Arabia. The other 29 
sites were distributed among the other coun-
tries. Health websites in the Region were 
maintained mainly by ministries of health, 
medical education institutions, research 
centres and hospitals in the private sector. 
Internet connections and web presence at 
health care institutions in the Region are 
still suffering from the digital divide. 

e-learning
A number of countries in the Region have 
launched e-learning initiatives in the area 
of public health and medical education and 
health education. These range from present-
ing offline electronic information resources 
such as CD-ROMs to the more interactive 
web-based e-learning systems. 

e-learning for healthcare professionals
In the Islamic Republic of Iran, e-learning 
was introduced in many medical universi-
ties with simple technologies such as com-
puter networks, multimedia, search engines, 
electronic libraries, and distance learning. 
Among the most prominent universities 
that have adopted these technologies are the 
medical universities of Tehran, Shahid Be-
heshti, Mashhad, Esfahan, Tabriz, Shiraz, 
Ahwaz, and Kerman. They have built a 
network of digital libraries that provides ac-
cess to students and faculty to the electronic 
resources in all these universities. Some of 
them utilize the Distance Learning Network 

(DLN), and a national programme is being 
implemented to train academic staff; some 
courses have been taught in Tehran and 
Shahid Beheshti Universities as well [11].

In Pakistan, the Aga Khan University 
has been developing capacity to make e-
learning a common feature of education in 
its School of Nursing and Medical College. 
It has more than 1500 computers for its 
1000 students and 4000 employees. The 
university uses the Internet, intranet, ex-
tranets, satellite, broadcasts, videos and CD 
ROM technologies in teaching and learning 
[12].

In Morocco, the Institute National 
d’Administration de Santé (INAS) in Ra-
bat, which is mandated for the develop-
ment of human resources in health, has 
initiated an e-learning project for training of 
healthcare professionals. One of the major 
players in health education in Morocco, 
INAS reaches out to 45 000 health care 
workers at different levels (doctors, nurses, 
health care workers, trainers, etc.) with 
limited resources; e-learning was, therefore, 
considered a possible solution. INAS forged 
collaboration with the Institute of Tropical 
Medicine, Antwerp, the Netherlands aiming 
at developing human resources in health 
using the e-learning approach [13].

e-learning for health education and 
promotion
WHO drafted an e-Health Strategy which 
was submitted to the 115th session of its Ex-
ecutive Board on January 2005 (EB115/39). 
The e-health resolution (WHA58/28) is the 
outcome of the proposed e-health strategy 
to the 58th session of the World Health As-
sembly. “e-health for citizen’s education 
and health promotion” or “Health Acad-
emy” is a WHO initiative to create a global 
health and technology alliance. It provides 
guidance in terms easily understood by peo-
ple from all walks of life and all age groups, 
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taking into consideration individual cultural 
sensitivities. Information is prepared and 
then translated into the local language of the 
country in a culturally acceptable form. 

A pilot phase of the Health Academy 
was completed and evaluated in Egypt and 
Jordan. It involved a total of 6785 students 
in the age range 12–17 years in 45 schools. 
The students’ evaluation of the courses 
was most positive. It demonstrated that the 
Health Academy e-learning approach is an 
effective tool to learning and it can impact 
attitudes and behaviour [14].

The Health Academy is currently being 
expanded to other countries in the EMR and 
other regions. An expansion phase was com-
pleted in Jordan in 2007–08, during which 
the Academy was introduced in 72 schools 
in all parts of the country. The Academy 
was also introduced in Lebanon in 2007–8: 
40 schools were covered: governmental 20, 
private 10 and the United Nations Relief 
and Works Agency for Palestine Refugees 
10. The projects were managed by both 
the Ministry of Health and the Ministry of 
Education.

An introductory and planning workshop 
was organized in Saudi Arabia in 2007 for 
the GCC countries and Yemen. The work-
shop resulted in development of plans of 
action for the introduction of the Academy 
in these countries. 

Telemedicine activities and 
applications
Interest in health informatics and telemedi-
cine started in the Regional Office in the 
mid-1990s. Systematic effort was exerted 
to institutionalize health informatics and 
telematics (e-health). The Regional Com-
mittee in its 44th session in 1997 discussed 
a technical paper on “Health informatics 
and telemedicine” which reviewed progress 
and telemedicine activities in the Region at 
the time. The reported experience of EMR 

countries in telemedicine applications was 
modest and fragmented, and did not reflect 
the real situation. A resolution was passed 
in which Member States and the Regional 
Director of the EMR were requested to 
strengthen the use of ICT in health and in-
troduce the necessary legal framework and 
infrastructure at both country and Regional 
level.

The Regional Office conducted a survey 
of telemedicine applications and services 
in the Region in 1999/2000 (16 countries 
out of 22 completed the questionnaire) 
[15]. The survey included questions on all 
aspects of telemedicine activities. The fol-
lowing are the main findings:
• The primary objectives of telemedicine 

in EMR countries are medical consulta-
tion and medical education (distance 
learning), which involve transmission 
of static black-and-white images, trans-
mission of colour images, transmission 
of slow-scan video and transmission of 
video images plus voice.

• Telemedicine projects in EMR countries 
mainly comprise consultation between a 
doctor and another doctor or paramedic 
outside the country, transmission of im-
ages and consultation between a doctor 
and another doctor or paramedic inside 
the country.

• The participants in and operators of 
telemedicine programmes in the Region 
are ministries of health, hospitals or clin-
ics and telecommunications authorities. 
The programmes are offered as public 
services; a number of them are still at the 
experimental stage.

• The vast majority of telemedicine pro-
grammes are funded by government 
subsidy. The private sector has not come 
forcefully into this area.

• Access to telemedicine services in EMR 
countries is mainly offered to those par-
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ticipating in the telemedicine experi-
ment or programme, or other medical 
practitioners, with very little access pro-
vided to those in remote and rural areas.

• The majority of the EMR countries pro-
vide training as part of the telemedicine 
programme. That training is mainly pro-
vided to doctors and health care work-
ers.

• The telecommunications facilities that 
are used to provide telemedicine services 
in the region include satellite, wire-line 
telephone service and wireless radio.

• The vast majority of EMR countries do 
not have national policies or regulations 
for telemedicine services. Few countries 
have the intention to develop national 
policies covering telemedicine.

• The majority of telemedicine services 
in the EMR function under license ei-
ther from the Ministry of Health or the 
Ministry Communications. A number of 
countries have no licensing schemes.

Health mapping and geographic 
information systems
Health mapping and utilization of geo-
graphic information systems in health have 
been considered key e-health applications 
as they represent a state of development 
and maturity in health information man-
agement. Health mapping requires robust 
health statistics and thematic databases 
combined with spatial databases for geo-
graphic entities and locations. The Regional 
Office developed a strategic plan for health 
mapping in 2003 which was used to guide 
and assist countries to implement health 
mapping activities. The Regional Commit-
tee [16] passed a resolution in October 2007 
to support health mapping and institutional-
ize it EMR countries. 

A review of published literature showed 
that a number of countries in the Region 

have used GIS for health mapping. The 
common element in all these studies is the 
strong link between geography (location) 
and the health problem being addressed. 
Presenting health data in a map, using GIS, 
was employed in these studies to help show 
the influence of geography on health.

A GIS-based analysis was conducted 
in the Islamic Republic of Iran to map the 
incidence of childhood cancer in districts of 
the Tehran metropolitan area and to explore 
possible clustering of cancer cases in the 
diverse environments of this area [17]. In 
a study of the Rift Valley fever outbreak 
in Yemen in 2000–2001, GIS technology 
enabled researchers to study the spatial dis-
tribution of outbreaks at the national and 
local levels [18].

In Egypt, health mapping techniques 
have been used for a number of different 
purposes. Several studies were conducted in 
which GIS functions were used to identify 
environmental indicators for villages at high 
risk of filarial transmission [19,20].

In Afghanistan, a study was conducted 
using GIS technology and population-
weighted raster maps to assess mine educa-
tion performance, coverage and costs [21].
In Saudi Arabia, GIS technology was used 
to produce catchment area and patient pro-
file distribution and flow models to support 
local health planners in their health care 
decision-making [22].

A study in Lebanon integrated different 
data sources using GIS techniques to sup-
port decision-making in the humanitarian 
sector. In the humanitarian community, data 
integration for health mapping has served 
as a powerful coordination mechanism and 
led to the creation of UN-led Humanitarian 
Information Centres [23].

In Kuwait, a GIS application was used 
to model exposure to smoke from oil fires 
by integrating spatial and temporal records 
of smoke concentrations and population 
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movements. Exposure was then linked with 
reports of upper respiratory ailments [24].

Health informatics education in the 
Region
The importance of health (medical) infor-
matics education was recognized by the 
Regional Office as it has the potential to 
change the status of use of ICT in health. It 
is believed that qualified health informatics 
professionals can make the move towards 
successful national e-health programmes. 
Health informatics support has been pro-
vided in many countries through healthcare 
professionals interested in ICT or by ICT 
professionals who found themselves work-
ing for ministries of health and healthcare 
institutions. The problem has been the lack 
of understanding of needs coupled with 
lack of skills in health informatics applica-
tions. The Regional Office made attempts 
to develop health informatics education 
programmes as part of medical education 
or as full-fledged programmes to gradu-
ate qualified professionals in this field. A 
model curriculum for health informatics 
was developed and shared with medical and 
health sciences colleges in the Region. 

A number of countries have also rec-
ognized the need and took major steps 
to establish postgraduate programmes in 
health informatics, which holds the promise 
of producing a generation of health infor-
matics professionals in the Region. A few 
examples are presented here.

Islamic Republic of Iran: health 
informatics MSc programme
The MSc in Health Informatics programme 
is a new 2-year programme and is being 
delivered in collaboration with Zahedan 
University of Medical Sciences. 

The programme provides students the 
knowledge and skills that will help them 
maximize the use of information and ICT 
in the health care sector. It equips students 

with generic tools to enable them to respond 
to future developments in health care and 
in information technology while grounding 
these in the “real world” of current initia-
tives in information policy, technology and 
management.

Students study the programme in Chaba-
har, Islamic Republic of Iran via distance 
learning and also spend a semester at the 
University of Sheffield in the United King-
dom [25].

Saudi Arabia: health informatics MSc 
programme
The College of Public Health and Health In-
formatics was established in 2006 as part of 
the King Saud bin Abdulaziz University for 
Health Sciences. The college offers gradaute 
studies in health informatics, health systems 
and quality management, public health, and 
epdimology and mediacl statistics. 

The need to establish a postgraduate 
programme on health informatics was 
based on recognition that hospitals and 
other healthcare institutions in Saudi Arabia 
had to modernize themselves through the 
utilization of information technology to 
improve services, reduce costs and improve 
efficiency. Lack of trained health informat-
ics professionals was believed to hamper 
development in the healthcare sector [26].   

The MSc programme started in Septem-
ber 2006 with a group of 25 students, with 
the intention of keeping the intake within 
this range. The mission of the programme is 
to advance the quality and efficiency of the 
Saudi Arabian healthcare system through 
improved information management, com-
munication and the generation of new forms 
of knowledge. 

Oman: postgraduate diploma in medical 
librarianship
The Regional Office recommended in one 
of its missions to Oman the establishment of 
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a medical librarianship training programme 
in collaboration with the Department of 
Library and Information Science at Sultan 
Qaboos University. The Ministry of Health 
and the university worked on the implemen-
tation of that recommendation and made an 
agreement to establish a postgraduate di-
ploma programme in medical librarianship 
(N. Al-Shorbaji, unpublished report, 2002). 

The first batch of students, comprising 
12 science graduates, was enrolled in the 
programme in the academic year 2003/04. 
The 1-year programme offers courses on 
medical librarianship as a profession, clas-
sification, indexing and cataloguing using 
specialized systems, medical library serv-
ices, health on the Internet and a research 
project [27].

Health informatics professional 
associations in the Region
Professional associations play a major role 
in networking and cooperation among e-
health professionals. They set and raise 
the standards of professional practice in 
e-health, enhance the status of the profes-
sion, build capacity of human resources, 
represent the voice of the practitioners, 
organize conferences and meetings, publish 
specialized literature and more importantly 
build a sense of belonging among members. 
A common set of objectives among these 
associations includes:
• to provide healthcare professionals and 

policy makers with knowledge, skills on 
how to make best use of ICT in health-
care,

• to enhance communication and build 
communities of health informatics pro-
fessionals,

• to promote medical/health informatics 
as a viable and respected profession,

• to encourage collaboration and sharing 
of experience at national, regional and 
international level,

• to foster enhanced collaboration and 
establish relationships with relevant or-
ganizations world wide,

• to further foster and enhance research, 
development, and the diffusion and dis-
semination of medical/health informat-
ics,

• to establish codes of ethics and practice,
• to provide professional and independent 

advice to national authorities.
Examples of associations that are active 

in the Region are listed below.

Syrian Arab Republic
The Syrian Medical Informatics Associa-
tion was founded as one of the scientific 
associations of the Syrian Medical Associa-
tion (Syndicate) [28]. It aims to improve the 
status and the professioan of medical infor-
matics to become part of medical practice.

Islamic Republic of Iran
The Iranian Medical Informatics Associa-
tion is the premier professional association 
to advance and advocate the use of ICT at 
every level in the delivery of healthcare and 
medical services. It was established in 2005 
as a result of recognition of the role of ICT 
in health and the need to network and col-
laborate at national and global levels. The 
mission of the association is to facilitate 
continuous quality improvement in health 
through advocating and advancing the use 
of advanced ICT throughout the country 
[29].

Lebanon
The Lebanese Medical Informatics As-
sociation is a non-profit, nongovernmental 
organization based on the voluntary work 
of health professionals and computer sci-
entists with a special interest in medical 
informatics. The purpose of the association 
is to promote the use of the telecommu-
nications and information technology in 
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medicine or, perhaps more accurately, in 
the health sector. This technology is viewed 
as a means to improve the services offered 
by the healthcare delivery system, decrease 
their cost and reduce loss of time in service 
delivery [30].

Saudi Arabia
The Saudi Association for Health Infor-
mation was established to work under the 
direct supervision of King Saud University 
for Health Sciences to practice public ac-
tivities, develop theoretical and applicable 
knowledge, and provide scientific and ap-
plicable studies and consultation, private 
and public. It aims to act as an umbrella for 
practitioners in healthcare to better utilize 
the applications of health informatics in 
therapeutics, research and e-learning [31].

Pakistan
The Telemedicine Association of Pakistan 
was established to oversee the campaign 
and future projects of telemedicine in Paki-
stan [32]. The association has contributed to 
training programmes, initiation of projects 
and fostering international collaboration.

Arab region
The Arab Telemedicine Society was found-
ed under the umbrella of the Arab Medical 
Union in October 1999 after the recommen-
dations of the First International Telemedi-
cine Symposium for the Arab World, Africa 
and Europe held in Tunis in 1998. Founding 
members were representatives of 6 Arab 
countries (Algeria, Egypt, Jordan, Kuwait, 
Morocco and Tunisia).

The role and purposes of the society 
are:
• to promote the creation of national asso-

ciations in the Arab World and scientific 
exchange between them;

• to support cooperation between Arab 
nongovernmental organizations, and 

dialogue and cooperation between gov-
ernmental and non governmental institu-
tions;

• to bring together e-health users: scien-
tists, researchers, sponsors, manufactur-
ers and distributors;

• to support activities relating to the es-
tablishment of appropriate legal outline 
conditions for telemedicine applications 
[33].

Eastern Mediterranean Region
The Middle East Association of Healthcare 
Informatics (MEAHI) is a geographic chap-
ter of the International Medical Informatics 
Association. The association was estab-
lished in response to the need for education 
and awareness of medical/health informat-
ics as a key to continuous quality improve-
ment in the health industry in this Region. 
For several years, there had been a growing 
recognition that a professional body spe-
cializing in biomedical/healthcare informat-
ics was needed, however, it was necessary 
to wait for the emergence of greater aware-
ness in the Middle East medical/healthcare 
professional community before MEAHI 
could be established. MEAHI includes in its 
membership health informatics associations 
and educational institutions and individu-
als in the Region [34]. It is a chapter of the 
International Medical Informatics Associa-
tion, and complies with the aims and objec-
tives of that association. 

Research and publication in e-health 
in the Region
Research and publishing in a scientific field 
is a sign of its development and progress. 
The e-health field has not been well re-
searched and published in the Region due 
to the novelty of the subject, lack of long 
term and established experience, lack of 
expertise and lack of funding to document 
experience and conduct research. 
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A search on e-health was run in the 
Index Medicus for the Eastern Mediterra-
nean, which is the largest database of health 
and biomedical literature in the Region 
[35]. In addition to the standard Medical 
Subject Heading (MeSH) term “information 
management” a number of search strategies 
were used to search the database, including 
health (or medical) and informatics, (com-
puters; health and information and manage-
ment; health or medical records; hospital 
and information and systems; health and 
Internet; and medical librarianship. The 
result was a total of 71 articles and research 
papers of which only 1 paper used the term 
e-health in its title and abstract. The papers 
covered a range of topics such as medical 
informatics (19 articles), medical records 
(16 articles), hospital information systems, 
searching the Internet and use of computers 
in health. Journals from Pakistan (33) and 
Saudi Arabia (19) produced the highest 
number of articles.

It is worth noting, however, that the 
majority of research in ICT in health is 
disseminated through medical conferences 
that organize special sessions on e-health, 
or through the specialized conferences or-
ganized in the Region on the use of ICT in 
health. It is estimated that during the past 10 
years over 250 research papers have been 
presented to conferences in the Region on 
the topic of e-health and its variations. The 
most prominent and regular conferences 
have been:
• Regional Conference on e-health, which 

is organized every other year by the Re-
gional Office; the 5th in the series was 
convened in June 2006;

• Regional Conference on Virtual Health 
Sciences Library; the 5th in the series 
was convened in November 2007;

• Regional Conference on Medical Jour-
nals Publishing, which is organized by 

the Regional Office; the 3rd in the series 
was convened in January 2006;

• Middle East Information Technology in 
Healthcare Forum; the 4th in the series 
was convened in January 2008;

• Annual Meeting of Specialized Medical 
Centres, Alexandria, Egypt (special ses-
sion on e-health);

• Syrian National e-Health Conference, 
November 2005;

• Euro-Mediterranean Medical Informat-
ics and Telemedicine Conference; the 
last conference was convened in March 
2008;

• Saudi e-health Conference, the last con-
ference was convened in March 2008;

• joint EMR, ITU conferences on compu-
ter applications in health; the last was 
convened in November 2007;

• Kuwait Public Health Conference, April 
2008 (special session on e-health);

• Middle East Medical Congress (special 
session on e-health);

• Medicine in the Information Technol-
ogy Era (Tanta, Egypt), 2002.

Access to health information
Regional partnerships: networks and 
communities
The Regional Office has been working 
with EMR countries to develop the Virtual 
Health sciences Library (VHSL) which is 
a collaborative effort for networking and 
resources-sharing. The main objective is 
to facilitate and enhance access to health 
information in the Region [36,37]. The ac-
tive participation of countries is the Region 
has substantially contributed to the success 
of this effort. A number of initiatives have 
been implemented with the full participa-
tion of EMR countries. These include:
• Union List of Medical Journals in the 

Region. The List includes complete list-
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ing of holdings of 6280 journal titles in 
222 libraries from 18 countries in the 
Region. The List is supported by an 
electronic document delivery service 
that countries run on their own.

• Regional Medical Journals Consortium, 
which is a collaborative effort among 
countries providing the facility to ac-
cess the online version of all journals by 
any  institution that has a subscription 
to any number of journals within the 
Consortium. The Consortium includes 
950 journal titles, accessible to 87 insti-
tutions in the Region.

• Index Medicus for the Eastern Mediter-
ranean, which includes indexing and 
abstracting of 420 journals published in 
19 countries of the Region. The Index is 
published on the Internet and is backed 
up by an electronic document deliv-
ery service. The contribution of EMR 
countries to the Index is considered an 
example of partnership among countries 
for better registration, monitoring and 
access to health research.

• Directories of medical colleges, medical 
libraries, editors, research institutions 
and collaborating centres. These direc-
tories are used as a basis for networking 
and collaboration among the countries 
of the Region. The contribution of coun-
tries towards the update and mainte-
nance of these directories signifies their 
commitment to information and knowl-
edge sharing. Three EMR countries (Af-
ghanistan, Djibouti and Somalia) have 
not yet contributed to the database due 
to a total absence of medical journal 
publishing.
Networks and communities of practice 

have been built and maintained through the 
full collaboration of professionals in the Re-
gion. These include the Virtual Health Sci-
ences Library, the Eastern Mediterranean 

Association of Medical Editors, Health 
Informatics, the Eastern Mediterranean 
Approach to Non-Communicable Diseases 
Network and Arabization of Health Sci-
ences Network. 

Global partnerships: HINARI 
implementation in the EMR countries
The Health InterNetwork Access to Re-
search Initiative (HINARI) provides free 
or very low cost online access to the major 
journals in biomedical and related social 
sciences to local, not-for-profit institutions 
in developing countries. HINARI was de-
veloped in the framework of the Health 
InterNetwork, introduced by the United 
Nations Secretary-General at the UN Mil-
lennium Summit in the year 2000.

HINARI was launched in January 2002, 
with some 1500 journals from 6 major 
publishers, following the principles in a 
Statement of Intent signed in July 2001. 
Twenty-two additional publishers joined 
in May 2002, bringing the total number 
of journals to over 2000. Since that time, 
the number of participating publishers and 
of journals and other full-text resources 
has grown continuously. Today more than 
70 publishers are offering their content in 
HINARI, and others will soon be joining the 
programme. An evaluation is in progress 
which will determine the long term future of 
HINARI. The publishers and other partners 
have made a commitment to sustain the ini-
tiative until 2015 [37]. Eleven countries in 
the EMR have benefited from the initiative. 
To date 198 institutions  (Afghanistan 17, 
Djibouti 4, Iraq 50, Palestine 13, Somalia 
7, Sudan 42 and Yemen 27) have registered 
in HINARI as part of Phase 1, which makes 
them eligible for access free of charge, 
and Phase 2 (Jordan 13, Morocco 14, Syr-
ian Arab Republic 6 and Tunisia 5), which 
allows for access at very low cost. The 



Eastern Mediterranean Health Journal, Vol. 14, Special Issue S171

WHO Regional Office provided training 
sessions in the 11 countries, bringing the to-
tal number of trainees to over 1000; this was 
in addition to the local training provided by 
national institutions. 

Conclusion

e-health has made substantial progress in the 
Region. An inventory of projects and activi-

ties would not be practical here, but the indi-
cators to this progress are evident from the 
examples and the specific national activities 
that have been covered. This progress can 
be better calibrated when legal frameworks 
are introduced, national e-health policies 
are developed, more human resources are 
trained, regular funding is committed and 
long term plans are made. 
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The Use of Arabic in the World Health Organization. Part One
ABSTRACT The course of Arabic in WHO began in September 1954 when the Regional Subcommittee 
“A” requested the Regional Director to study the possibility of using Arabic as a working language for 
WHO in the Eastern Mediterranean Region. At WHO Headquarters, Arabic was used as an official lan-
guage in the World Health Assembly in May 1972, and became a working language for the Organization 
in May 1975. This article reviews the progression of the use of Arabic in WHO since then.

استخدام اللغة العربية يف منظمة الصحة العاملية (اجلــزء 
األول)

عبد املنعم حممد علي

رئيس قسم اللغات باملقر الرئيسي ملنظمة الصحة العاملة سابقًا. واملحرر التنفيذي للمجلة الصحية لشرق املتوسط 
باملكتب اإلقليمي لشرق املتوسط سابقًا. 

A.M. Aly. Former Chief, Office of Languages. WHO Headquarters, Geneva, Switzerland. Former Executive 
Editor, Eastern Mediterranean Health Journal, WHO Regional Office for the Eastern Mediterranean, Cairo, 
Egypt. 
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1

استخدام اللغة العربية يف منظمة الصحة العاملية (اجلــزء 
الثاين)

عبد املنعم حممد علي

 رئيس قسم اللغات باملقر الرئيسي ملنظمة الصحة العاملة سابقًا. واملحرر التنفيذي للمجلة الصحية لشرق املتوسط
 .باملكتب اإلقليمي لشرق املتوسط سابقًا

A.M. Aly. Former Chief, Office of Languages. WHO Headquarters, Geneva, Switzerland. Former Executive 
Editor, Eastern Mediterranean Health Journal, WHO Regional Office for the Eastern Mediterranean, Cairo, 
Egypt.

The Use of Arabic in the World Health Organization. Part Two
ABSTRACT In part one of this paper we discussed the use of Arabic as an official and working 
language in the Eastern Mediterranean Regional Office and WHO Headquarters. We reviewed 
the arrangements made to rationalize the Arabic activities in WHO, the development of an 
authentic Arabic version of the WHO constitution, the impact of WHO restructuring on the Arabic 
programme and the establishment of the Arab Centre for Medical Literature in Kuwait. In this part 
we address the developments in Arabic medical terminology, the establishment of the Regional 
Arabic Programme and the unified WHO Programme of Arabic publications, and last but not least, 
the production of the Eastern Mediterranean Health Journal in English, French and Arabic.
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