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The experience of countries and territories within the 
Eastern Mediterranean Region of the World Health 
Organization (WHO) shows that ill health is not destiny. 
Health of populations can improve remarkably rapidly. 
Where such improvements have taken place, it is not 
only access to quality medical care that has played 
an important part, but improvement in the conditions 
in which people are born, grow, live, work and age, 
and in the structural drivers of those conditions. In 
other words, there has been improvement in the social 
determinants of health. Tragically, in populations whose 
lives have been disrupted by armed conflict and forced 
movement, or by increases in poverty and hunger, health 
can deteriorate quickly, too. Further, amid the welcome 
improvements in health in the Region, there are marked 
differences in health within and between countries. Much 
of these differences between social groups are judged to 
be avoidable, hence they are labelled health inequities. 
Putting them right is a matter of social justice.

It is to address these systematic health inequities 
that the WHO Regional Director for the Eastern 
Mediterranean, Dr Ahmed Al-Mandhari, set up the 
Commission on Social Determinants of Health for the 
Eastern Mediterranean Region. There are two types of 
challenge that we have had to face. The first and most 
obvious is the structural causes of health inequities in 
the Region: violent conflict, mass movement of peoples, 
gender inequity, social and economic inequities, climate 
change and extreme environments, and religious 
frictions. These are not so much barriers to our work, but 
the reasons for pursuing it – to respond to these critical 
challenges to health. The second type of challenge 
is the dearth of evidence from the Region on what 
actions on social determinants of health work to make a 
difference, to improve health equity. Indeed, a core part 
of our recommendations is for better data systems for 
monitoring and evaluation, and for a research agenda 
to fill in important gaps in knowledge. That said, gaps in 
knowledge are not unique to the Eastern Mediterranean 
Region. The task we set ourselves as a Commission was 
to use the best evidence from the Region, and globally, 
to inform judgements on what needs to be done.

A report of this nature and length may appear 
daunting. Ministers of health may conclude that our 
recommendations lie outside their areas of jurisdiction. 
Most of our recommendations are for the conditions in 
which people are born, grow, live, work and age, and the 
structural drivers of those conditions. The implications 

are clear: ministers of health may play a leadership role, 
but it is for the whole of government, and society, to 
act. And not just national governments. – there is much 
that city and regional governments can do. We have 
also recommended actions for civil society and faith-
based organizations, and for multinational organizations, 
including WHO and other members of the United 
Nations family.

The report may appear daunting, too, because it 
concludes that so much needs to be done in so 
many domains. Where to start? It is not the length of 
the report that represents the scale of our ambition, 
but the breadth of areas that we cover. Simply put, 
our ambition is to lay the basis for achieving better 
societies that would lead to greater equity of health and 
well-being. Chapters 4 to 13 set out entry points, and 
concrete steps, for relevant parts of government, and 
other actors to achieve this ambition. We lay out the 
evidence, the principles of action and the domains in 
which action needs to take place. The precise nature 
of those steps needs to be elaborated within each 
country. Given the sheer diversity of the Region, one 
formula will not apply. We see this not as a threat but as 
an opportunity. It is vitally important that countries do 
the work to turn these recommendations into context-
specific policies and practice.

Working with a wonderful group of Commissioners, 
and committed staff at the WHO Regional Office for the 
Eastern Mediterranean, has been an exciting journey. 
It is part of a global movement for health equity, which 
requires action on social determinants of health, in 
addition to progress towards universal health coverage. 
We do not see this report as the end of the journey, 
but as a step along the way. The next steps will involve 
commitment of countries, involvement of WHO and 
international organizations, cooperation and sharing 
of experience – to be full partners of the global health 
equity movement.

The Commission was formed before the COVID-19 
pandemic affected the world. And the effect of the 
pandemic on inequities gave extra urgency to our work. 
The pandemic also presents an opportunity, as countries 
emerge from its consequences: to build back fairer.

Michael Marmot
Chair, Commission on Social Determinants of Health in 
the Eastern Mediterranean Region
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INTRODUCTION
TO THE COMMISSION

BUILD BACK FAIRER

“Build back fairer” is the title we have given to this 
report of the Commission on Social Determinants 
of Health in the Eastern Mediterranean Region. The 
COVID-19 pandemic has exposed underlying inequities 
in health within and between countries all over the 
world, and it has also amplified them. The necessary 
societal response to the pandemic has made inequities 
worse. The title of this report reflects our judgement 
that, as countries emerge from the pandemic, it is not 
desirable to attempt to reconstruct the status quo. 
Rather, this is a moment to work towards more socially 
just societies. In an alternative world where there had 
been no pandemic, there would still have been great 
need for evidence-based policies to reduce inequities 
in health within and between countries. In half of the 
countries in the Eastern Mediterranean Region, the 
“back” of build back fairer could apply to recovery from 
conflict, or the related challenges of mass movement 
of people. Whether recovering from the pandemic, 
from conflict, or facing the looming economic and 
environmental crises, there is a need to use the best 
evidence, in a spirit of social justice, to create fairer 
societies.

Our commitment to build back fairer is not some 
abstract political or philosophical concern, but is driven 
by a concrete focus on health equity. Creating the 
conditions that will enable all residents of the Region 
to lead lives of dignity will lead to better health for all 
and a fairer distribution of health – greater health equity. 
To achieve this goal, action is needed on the social 
determinants of health: the conditions in which people 
are born, grow, live, work and age; and what we label 
the structural drivers of those conditions – political, 
economic, cultural and environmental influences. 

Universal health coverage is of vital importance, and 
health systems are necessary for treating illness when it 
occurs. But it is social determinants that shape health, 
and inequities in health, in the first place. The WHO 
Commission on Social Determinants of Health asked: 
why treat people and send them back to the conditions 
that made them sick? It is the conditions that make 
people sick and deprive them of the opportunity to lead 
lives of dignity that is our focus.

There are several features of health in the Eastern 
Mediterranean Region, in addition to COVID-19, that 
lend urgency to the actions that we lay out here. 

The first challenge is the sheer magnitude of health 
inequities. Among women, life expectancy ranges from 
59 years in Somalia to 84 years in Kuwait; among men, 
it ranges from 54 to 79 years in the same countries. 
Based on figures such as these, and others discussed 
below, the United Nations Development Programme 
(UNDP) classifies some countries in the Region as very 
highly developed, some as low human development, 
and others at points in between. We meet this 
challenge by saying:

• Do something – for countries at a low level of 
human development, taking some action to improve 
the conditions of life can have a big impact on 
health.

• Do more – countries that are already taking action 
on the social determinants of health can do more.

• Do better – countries with very high levels of 
development can always do better.

There are also marked health inequities within 
countries. The most reliable figures for within-country 
inequities come from the beginning of life. In Sudan, for 
example, the worst-off state has an under-5 mortality 
rate of 112 deaths per 1000 live births, while in the 
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best-off state the rate is 30. The aim is first to reduce 
this within-country inequity. However, an under-5 
mortality rate of 30 deaths per 1000 live births is far 
from desirable, and between-country analysis shows 
what should be the aim for all countries – to achieve 
the best rate in the Region, which is 7 deaths per 1000 
live births for Qatar.

A second major challenge in the Region is the large 
number of fragile and conflict-affected countries. Ten 
out of 36 countries and territories in the World Bank’s 
Harmonized List of Fragile Situations (2019) are in 
the Region (1). Life expectancy in these countries is 
nine years lower than the global average, providing 
a marker of global inequities and socioeconomic 
challenges. People living in fragile and conflict-affected 
situations and emergency settings are at greater risk of 
experiencing all the disadvantages associated with the 
social determinants of health; and it is the poorest who 
suffer the most. 

The third challenge, linked to conflict, is the mass 
movement of people, including both international 
refugees and internally displaced persons (IDPs). These 
conflict-associated movements are in addition to 
economic migration. 

Fourth are the problems that affect every region – 
poverty, unemployment, economic inequity and weak 
mechanisms for redistribution, concentration of wealth 
at the top, and corporate practices which harm health. 
These challenges are particularly prevalent in the 
Eastern Mediterranean Region, and they are likely to be 
made worse by COVID-19 and the societal response to 
the pandemic. 

Fifth, culture, religion and political considerations are 
potent drivers of the conditions for health in the Region, 
both for ill – conflict, migration and gender inequity – 
and for good, when religion and civil society harness 
their influence to support health and health equity. 
Respect for human rights and legal mechanisms can 
make an important difference to the possibility of living 
a dignified life, and hence to health and health equity. 
Shifting gender norms and attitudes towards refugees 
and IDPs can be supported by legal mechanisms.

The sixth major challenge, looming over health in 
every region of the world, is the climate crisis and 
degradation of the natural environment. As we use the 
best evidence to map out recommendations to build 
back fairer, it is of utmost importance that these go 
along with action on climate change and protection of 
natural environments – for sustainable health equity. 
The Sustainable Development Goals (SDGs) provide a 
ready framework for such action.

THE COMMISSION: AIMS AND OBJECTIVES

In 2019, Dr Ahmed Al-Mandhari, WHO Regional 
Director for the Eastern Mediterranean, established 
the independent, expert Commission on Social 
Determinants of Health in the Eastern Mediterranean 
Region. Our aim is to establish a comprehensive 
evidence base on health inequities in the Eastern 
Mediterranean Region and the factors that drive such 
inequities; and assess practical ways of addressing 
them within the context of the Member States of 
the Region, including those facing conflict and 
emergencies. 

The Commission has five objectives.

1. Analyse and present existing data on health 
inequities and social determinants of health, 
including conflict, in the Eastern Mediterranean 
Region context.

2. Document actions being taken by international 
organizations, governments, nongovernmental 
organizations, civil society and communities to 
address these issues.

3. Build knowledge and evidence for action and offer 
practical, specific recommendations to reduce 
health inequities.

4. Provide strategic guidance on developing plans for 
equity including governance and monitoring systems 
for health equity.

5. Identify opportunities to build capacity through 
research and evaluation of health inequities and 
programmes for action, and establish knowledge 
networks across the Eastern Mediterranean Region. 

The inequitable impacts of the COVID-19 pandemic 
required another, additional, objective for the 
Commission:

6. Describe and make proposals to mitigate the health 
inequity impacts arising from COVID-19, including 
infection, mortality and the long-term impacts of 
containment measures.
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Data and information specific to all the countries 
and territories of the Region are not available for 
every indicator and topic included in this report. We 
have, therefore, sometimes drawn on other relevant 
regional groupings. Where possible in such cases, 
we have extracted data for countries of the Eastern 
Mediterranean Region only, but in some cases the data 
are available only at the level of an alternative regional 
grouping.

The other regional groupings included in the report are: 

• The Middle East and North Africa region: Algeria, 
Bahrain, Djibouti, Egypt, Iran (Islamic Republic of), 
Iraq, Israel, Jordan, Kuwait, Lebanon, Libya, Malta, 
Morocco, occupied Palestinian territory, Oman, 
Qatar, Saudi Arabia, Syrian Arab Republic, Tunisia, 
United Arab Emirates and Yemen (3).

Fig. 1.1. The WHO Eastern Mediterranean Region

Fig. 1.1 shows the WHO Eastern Mediterranean Region, which is the geographical focus of this report. The Region 
consists of 21 WHO Member States and the occupied Palestinian territory, including east Jerusalem (2). Specifically, 
it includes Afghanistan, Bahrain, Djibouti, Egypt, Iran (Islamic Republic of), Iraq, Jordan, Kuwait, Lebanon, Libya, 
Morocco, occupied Palestinian territory, Oman, Pakistan, Qatar, Saudi Arabia, Somalia, Sudan, Syrian Arab Republic, 
Tunisia, United Arab Emirates and Yemen (2). 

Yemen

Tunisia

Somalia
Djibouti

Sudan

Islamic Republic
 of Iran

Iraq

Libya

Syrian Arab
 Republic

Pakistan

Afghanistan

Oman

United Arab
 Emirates

Kuwait
Jordan

Egypt
Saudi
Arabia

Morocco

Qatar

Bahrain

Lebanon

Occupied
Palestinian

territory
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• The Near East and North Africa region: Algeria, 
Bahrain, Egypt, Iraq, Jordan, Kuwait, Lebanon, 
Libya, Mauritania, Morocco, Oman, Qatar, Saudi 
Arabia, Sudan, Syrian Arab Republic, Tunisia, United 
Arab Emirates and Yemen (4). 

• Gulf Cooperation Council (GCC) countries: Bahrain, 
Kuwait, Oman, Qatar, Saudi Arabia and United Arab 
Emirates (5). 

• Arab countries: Algeria, Bahrain, Comoros, Djibouti, 
Egypt, Iraq, Jordan, Kuwait, Lebanon, Libya, 
Mauritania, Morocco, occupied Palestinian territory, 
Oman, Qatar, Saudi Arabia, Somalia, Sudan, Syrian 
Arab Republic, Tunisia, United Arab Emirates and 
Yemen (6).

• Western Asia region: Algeria, Bahrain, Egypt, 
Iraq, Jordan, Kuwait, Lebanon, Libya, Mauritania, 
Morocco, occupied Palestinian territory, Oman, Qatar, 
Saudi Arabia, Somalia, Sudan, Syrian Arab Republic, 
Tunisia, United Arab Emirates and Yemen (7).

The report assesses the available disaggregated 
data. This mainly includes international survey data 
on maternal and child health and education which 
are available for some countries with lower levels 
of development, national data where available, and 
available disaggregated data from monitoring the 
SDGs. Academic studies, surveys and qualitative data 
were also drawn on. In general, there is a lack of quality 
disaggregated data from countries and territories in 
the Eastern Mediterranean Region, which hinders 
monitoring of health indicators and inequities in health. 
One of the most important recommendations from 
this Commission is greater investment in national data 
systems capable of monitoring health and inequities 
in key social determinants and the development of 
reliable, regular surveys. 

This Commission has also drawn on evidence and 
reports generated from international organizations 
including United Nations agencies and the World Bank, 
regional organizations, and data repositories including 
Our World in Data, World Bank databases, the WHO 
Global Health Observatory data repository, the United 
Nations Children’s Fund (UNICEF) Data Warehouse, the 
World Inequality Database, the United States Agency 
for International Development (USAID) STATcompiler 
and the Arab Barometer. National reports on policies 
and strategies have been assessed, and we refer to 
relevant studies and reports from academic institutions. 

Throughout the report we include case-studies of 
policies and programmes relevant to the areas we 
cover; these include national and international policies 
and programmes, civil society programmes, and 
interventions by humanitarian and aid agencies.

Where available, we have included evaluation 
evidence. However, in many cases, evaluations have 
not been undertaken and we report that action has 
taken place without being able to report on impact. 
These case-studies may serve as guidelines for what 
to do – or what not to do – to improve health equity, 
and act as encouragement and support for a range of 
stakeholders to take action.

SOCIAL DETERMINANTS OF HEALTH AND HEALTH 
EQUITY

The Commission on Social Determinants of Health in 
the Eastern Mediterranean Region builds on the global 
WHO Commission on Social Determinants of Health, 
2005–2008 (8) and subsequent regional commissions 
in Europe (9) and the Americas (10) which analysed 
the role and extent of social determinants in producing 
health inequities within and between countries. These 
commissions explained how action on the social 
determinants can reduce health inequities, as well as 
improving outcomes in other areas which are positive 
for development – education, employment, community 
cohesion and reduction of crime. 

The report of the global WHO Commission on Social 
Determinants of Health set out the evidence that 
inequities in health – avoidable health inequalities – 
arise because of the circumstances in which people 
are born, grow, live, work and age. These conditions 
are shaped by political, social and economic forces 
– inequities in power, money and resources. The 
Commission proceeded from the view that a society 
can be judged by the quality of its population’s health, 
how fairly health is distributed across the social 
spectrum, and the degree of protection provided from 
disadvantage as a result of ill health.

We use the language of social determinants of health, 
following the WHO Commission on Social Determinants 
of Health. We use “social determinants” as an umbrella 
term to include “structural” drivers – political, cultural, 
economic and commercial, and the social aspects 
of environmental determinants of health – and the 
conditions of daily life. We have little interest in 
demarcation disputes as to where the boundaries lie 
between social determinants of health and, for example, 
environmental determinants. Those of us concerned 
with social determinants of health need to work closely 
with the people and groups committed to improving the 
environment and dealing with the climate crisis; hence 
our conceptual framework laid out in the section below.
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The Commission on Social Determinants of Health in 
the Eastern Mediterranean Region further develops 
the approaches outlined by the previous commissions 
to ensure it is appropriate and specific to the Region 

Social justice is a matter of life and death. It affects the way people live, their consequent chance of 
illness, and their risk of premature death … [T]here are dramatic differences in health that are closely linked 
with degrees of social disadvantage. Differences of this magnitude, within and between countries, simply 
should never happen.

Social injustice is killing people on a grand scale.

From: Closing the gap in a generation: health equity through action on the social determinants of 
health. Final report of the Commission on Social Determinants of Health (2008).

BUILDING BACK FAIRER AND HEALTH EQUITY: 
CONCEPTUAL APPROACH

The overarching framework of this Commission is 
social justice – putting equity of health and well-
being at the heart of all policies and programmes by 
national government, local government, international 
organizations, and civil society. Creating the 
opportunities for people to lead dignified lives will lead 
to better health and greater health equity. 

The conceptual framework for the Commission sets out 
how structural drivers affect the conditions of daily life 
which produce health and stark health inequities across 

the Eastern Mediterranean Region. Access to health 
care is of course vital for health, but it is not the central 
focus of this Commission; we examine societal features 
outside health care which are largely responsible for 
shaping health. The conceptual framework is shown in 
Fig. 1.2.

The framework gives conceptual understanding. It also 
represents potential points of intervention and provides 
the structure for our report. In each of these areas, 
recommendations for action are made for a range of 
stakeholders and for countries at different levels of 
development. 

and to immediate issues, including the impact of 
climate change, fragile and conflict-affected situations, 
refugees and migrants, and the COVID-19 pandemic. 
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This Commission is well aware of the politics driving 
conflict and its consequences, including migration, 
sanctions and occupation. It is an understatement 
that these drivers may not lend themselves readily to 
intervention. To repeat: our concern is with health and 
health equity. Any political driver that threatens that 
mission must be identified and analysed. Those with 
power to change need to recognize the consequences 
of their actions. Our role is not to become part 
of the political battle, but to point out the health 
consequences of political drivers of ill health and 
inequity.

Economic, commercial and legal policies may represent 
more amenable intervention points. We will set out 
how income and the distribution of income affect the 
conditions of daily life, and thereby influence health 
equity. We assess fiscal policy in the Region, including 
tax and public spending and levels of development 
assistance; examine how commercial interests can 
damage health or improve it; and identify the steps 
necessary to make these influences beneficial to 
health.

Society and culture have the potential to tap into 
the same sensitivities and deep-seated problems 
as political drivers. Indeed, they are intertwined 
throughout the Region. As with political drivers, we 
see our task as showing how society and culture 
influence health equity and can be forces for good. This 
includes harnessing the influence of religious leaders 
and organizations and making positive contributions 
to health equity. It is important for health equity to 
shift gender norms in the Region, which hamper 
opportunities for women and slow development.

We are living in the Anthropocene – the age of 
humanity’s profound impact on the planet. Its 
influences on health include the climate crisis, with 
attendant extreme heat, droughts, floods and unstable 
weather, and degradation of the environment. Just 
as the demands of social justice with respect to 
health imply building back fairer, so do environmental 
demands. We need to put the two agendas together for 
sustainable health equity – building a green economy 
with benefits for health, the economy and addressing 
the climate crisis. This will include diversifying energy 
production, reducing demand for energy and improving 
water management.

Fig. 1.2. Framework for the social determinants of health in the Eastern Mediterranean Region 
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We take a life-course approach: addressing the 
conditions in which people are born, grow, live, work 
and age. These conditions of daily life are the ways 
that the structural drivers affect health, but they are 
not affected equitably. Each of the conditions of 
daily life show inequitable distributions according 
to age, socioeconomic position, gender, ethnicity, 
migrant position and citizenship. It is this inequitable 
distribution that is responsible for health inequity. The 
general principle of build back fairer is to structure the 
conditions of daily life so that all members of society 
have the conditions that favour leading a life of dignity, 
thereby creating equity of health and well-being. We 
outline how to put equity at the heart of government 
decision-making.

The life-course approach is built on the understanding 
that equity from the start is essential, beginning with 
maternal and reproductive health. Not only children’s 
survival but also the quality of early childhood 
development is crucial. Nutrition, good cognitive, 
linguistic, social and emotional development, and 
protection against adverse childhood experiences are 
all important in affecting what happens to children 
throughout their subsequent lives. Early childhood 
experiences and good-quality education will be 
powerful influences as the individual enters the world 
of work, which in turn is an important determinant 
of health. Important as is early life, opportunities for 
intervention at an older age should also be taken: 
improvement in economic and social conditions at 
older ages can improve health and well-being.

As evidenced in Chapter 2, and shown throughout 
the Report, socioeconomic inequities in health are not 
confined to poor health linked to poverty and reasonable 
health for everyone else. But there is a social gradient: 
the lower the socioeconomic position, the poorer the 
health. The implication of this gradient is that policy 
should not solely aim towards breaking the link between 
poverty and health, but aim towards levelling up – 
seeking to improve the health of everyone in society 
to the level attained by the most socioeconomically 
advantaged. To achieve this, we elaborate the principle 
of proportionate universalism (11). We want universalist 
policies with effort proportionate to need. One key 
implication is not to treat the “socially excluded” as 
a category of people with special needs, but to have 
policies of inclusion in the mainstream.

Respect for human rights is both a principle and 
a way of taking action. Respecting economic, 
social and cultural rights, and taking the necessary 
actions to deliver on them, will be ways to address 
social determinants of health. They are part of good 
governance, which is a key part of taking action on 
social determinants of health.

FILLING THE EVIDENCE GAPS

In reviewing evidence from the Region, the gaps in 
data were all too apparent. Having evidence on the 
distribution of social determinants of health and of 
health inequities is important both to diagnose the 
problem and to provide a mechanism for accountability 
– are actions having a demonstrable effect? Countries 
have signed up to the SDGs under the 2030 Agenda 
for Sustainable Development. Putting in place systems 
to monitor progress towards the SDGs will mean 
developing systems to monitor inequities in health and 
in the social determinants of health.

Linked to the sparsity of data on equity of social 
determinants and health is the pressing need for 
research relevant to the Region both on the causal 
pathways of health inequities and on what works to 
make a difference. We have drawn on evidence from 
the Region where it exists, and also on global evidence 
on social determinants of health. Because of the 
importance of filling out the evidence base, we make 
context-specific recommendations for improving data 
monitoring systems and set out a priority research 
agenda in Chapter 13.

DO SOMETHING, DO MORE, DO 
BETTER 

LEVELS OF DEVELOPMENT AND HEALTH EQUITY 
ACROSS THE REGION 

A central concept of the Commission is “Do something, 
do more, do better”, which fits with the different levels of 
development among countries in the Region and relates 
to the necessary actions needed to reduce inequities 
within countries. As we state above, this concept 
approximates to UNDP’s levels of human development, 
as measured by the Human Development Index (HDI). 
In fact, the HDI has three dimensions: life expectancy; 
education; and gross national income (GNI) per capita 
adjusted for purchasing power parity (PPP). 

Education is related to health. As we show in 
Chapter 8, the greater the level of education, the 
better the health; this relationship is likely to be 
causal. Income is also related to health in a way that 
is informative, as shown in Fig. 1.3, a version of the 
Preston curve for the Region. There are three key 
insights from this graph. First, at low levels of national 
income there is a steep relation with life expectancy: 
small differences in national income are associated 
with large differences in life expectancy. For example, 
if Afghanistan had the national income of Egypt, its life 
expectancy might be closer to that of Egypt. Second, 
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there is scatter around the line: at a given level of national income, some countries have better health – longer life 
expectancy – than others. For example, the Islamic Republic of Iran has about the same national income per person 
(PPP) as Egypt, but longer life expectancy. Third, above a GNI of about $ 20 000 per person (PPP, international 
$), there is only a shallow relation between national income and life expectancy. Oman has nearly the same life 
expectancy as Saudi Arabia, but much lower GNI per capita; and Kuwait has lower GNI per capita than Qatar and 
United Arab Emirates, but considerably higher life expectancy. 

Fig. 1.3. Life expectancy at birth by GNI per capita (constant 2017 PPP $) in the Region, 2019

Note: No available data for GNI per capita in Somalia or life expectancy in occupied Palestinian territory. 
Source: UNDP Human Development Report 2020 (12) and WHO Global Health Observatory (13).

A clear conclusion from this curve is that for countries with low levels of national income, a rise in income will offer 
the opportunity for national actions that would lead to better health. However, it is not only income that is driving 
health levels of countries. Social conditions are likely to be a reason why for a given level of income some countries 
have better health than others, and a reason why once the threshold of around $ 20 000 GNI per capita (PPP) is 
reached, increasing national income is not a route to better health. It is a key aim of this report to explore what those 
social conditions are, and what can be done to address them. A further exploration of the components of the UNDP 
HDI is revealing, as described in Box 1.1.
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Box 1.1. UNDP Human Development Index  

The HDI was created to emphasize that people and their capabilities should be the ultimate criteria 
for assessing the development of a country, not economic growth alone. The HDI can also be used to 
question national policy choices, asking how two countries with the same level of GNI per capita can end 
up with different human development outcomes. These contrasts can stimulate debate about government 
policy priorities. The HDI is a summary measure of average achievement in key dimensions of human 
development: a long and healthy life, being knowledgeable and have a decent standard of living. Viewed 
from the perspective of social determinants of health, two of the indices, education and national income, 
are determinants of the third, health. The health dimension is assessed by life expectancy at birth. The 
education dimension is measured by mean of years of schooling for adults aged 25 years or more and 
expected years of schooling for children of school-entering age. The standard-of-living dimension is 
measured by GNI per capita (14). 

Table 1.1 shows countries and territories in the Region ranked by level of development according to the HDI.
It also shows which countries have a higher HDI score than the world average and which have a lower one, and 
their GNI per capita (12). 

Table 1.1. HDI score and rank and GNI of countries and territories in the Region, 2019

Country
HDI score,

2019
HDI global rank,

2019
GNI per capita

(constant 2017 PPP $), 2019
Very high human development    
United Arab Emirates 0.890 31 67 462
Saudi Arabia 0.854 40 47 495
Bahrain 0.852 42 42 522
Qatar 0.848 45 92 418
Oman 0.813 60 25 944
Kuwait 0.806 64 58 590
High human development    
Iran (Islamic Republic of) 0.783 70 12 447
Lebanon 0.744 92 14 655
Tunisia 0.740 95 10 414
World average 0.73  11 136
Jordan 0.729 102 9 858
Libya 0.724 105 15 688
Occupied Palestinian territory 0.708 115 6 417
Egypt 0.707 116 11 466
Medium human development    
Regional average 0.7  21 690
Morocco 0.686 121 7 368
Iraq 0.674 123 10 801
Syrian Arab Republic 0.567 151 3 613
Pakistan 0.557 154 5 005
Low human development    
Djibouti 0.524 166 5 689
Afghanistan 0.511 169 2 229
Sudan 0.510 170 3 829
Yemen 0.470 179 1 594

Note: No data available for Somalia.
Source: UNDP Human Development Report 2020 (12). 

14

CHAPTER 1   |    INTRODUCTION TO THE COMMISSION



Fig. 1.4. Difference in ranking by GNI per capita and by HDI value in countries and territories of the Region 2019

Note: No data available for Somalia.
Source: UNDP Human Development Report 2020 (12). 

The Preston curve (Fig. 1.3) shows that GNI is not the 
only predictor of life expectancy. Table 1.1 shows the 
high levels of national income per person in Qatar and 
the United Arab Emirates; in fact, their income levels are 
higher than those of Germany, Canada or the Republic 
of Korea (not shown), to take exemplar countries 
from different regions of the world. However, the HDI 
rankings of Qatar, United Arab Emirates and all the other 
countries of the Eastern Mediterranean Region in the 
very high human development group are much lower 
than the comparison countries – Germany is ranked 6, 
Canada is 16 and the Republic of Korea is ranked 23.

This mismatch between national income and other 
components of the HDI is explored more systematically 
in Fig. 1.4, which shows the difference in ranking by 
GNI per capita and by HDI value for countries and 
territories in the Region. A negative value means 
that a country has not achieved the level of human 
development expected for its level of GNI (14). For 
those countries with a negative ranking, rankings of 
health and education do not match rankings of national 
income.
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This brief analysis of the HDI can be summarized for 
countries and territories of the Eastern Mediterranean 
Region as follows. 

• Do something. For countries in the Region at low 
levels of human development, some action on 
development, including growth of national income, 
would make a difference to health. 

• Do more. Several countries and territories 
outperform their GNI relative to other countries – 
Jordan, Lebanon, occupied Palestinian territory, 
Syrian Arab Republic, Tunisia – and more action here 
would lead to improvement. 

• Do better. Countries where levels of health and 
education do not match their economic success can 
invest in the kinds of social conditions that would 
lead to greater opportunities for a dignified life for all 
and greater health equity. 

We should note that while it is useful to group countries 
in the way we have just done, in practice, inequities 
within countries mean that “do something, do more, 
do better” may need to happen at the same time 
for individual countries. They should not be seen as 
sequential. For the poorest people within countries, 
a small increase in income will make a difference, 
but attention should also be paid to the other social 
determinants of health that will fall into the do more/do 
better categories and that make up the substance of 
this report.

THE SOCIAL PROGRESS INDEX

The social determinants of health can be illustrated with 
a newly developed index, the Social Progress Index 
(SPI). The SPI includes more wide-ranging indicators 
to indicate levels of social progress, incorporating 
50 indicators over three dimensions: basic human 
needs; foundations of well-being; and opportunity. The 
developers of the SPI define social progress as: “The 
capacity of a society to meet the basic human needs 
of its citizens, establish the building blocks that allow 
citizens and communities to enhance and sustain the 
quality of their lives, and create the conditions for all 
individuals to reach their full potential” (15). All these 
dimensions are critical for creating the conditions for a 
healthy and flourishing life and for supporting greater 
health equity. The SPI has potential for measuring and 
monitoring the conditions for health equity and holding 
governments accountable for decisions that support, or 
hamper, progress. 

Loosely, the indicators in Box 1.2 correspond to our 
three-fold classification of do something, do more, 
do better. They also illustrate why progress needs to 
happen across all three dimensions at the same time. 
Conceptually, basic human needs might seem to be at 
a prior point in a hierarchy of needs than foundations 
of well-being or opportunity, but we would argue that 
progress in all three domains must advance in concert. 
Action on human rights cannot wait until everyone has 
adequate nutrition and housing; they need to happen 
together. These indicators are close in concept to the 
social determinants of health.
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Source: Social Progress Imperative (2018) (16).

Box 1.2. The Social Progress Index

The indicators cover three broad dimensions of social progress: basic human needs, foundations of well-being, 
and opportunity. Within each dimension, there are four components that divide the indicators into thematic 
categories. The indicators allow for more detailed analysis of progress in different areas of social development, 
while the broad categories of the index framework help to show global and regional trends (16). 

SOCIAL PROGRESS INDEX

BASIC HUMAN NEEDS

Nutrition and basic medical care
· Undernourishment
· Maternal mortality rate
· Child mortality rate
· Child stunting
· Deaths from infectious diseases

Water and sanitation
· Deaths attributable to unsafe 

water, sanitation and hygiene
· Populations using unsafe or 

unimproved water sources
· Populations using unsafe or 

unimproved sanitation (%)

Shelter
· Access to electricity
· Household air pollution 

attributable deaths
· Usage of clean fuels and 

technology for cooking

Personal safety
· Homicide rate
· Perceived criminality
· Political killings and torture
· Traffic deaths

Access to knowledge
· Women with no schooling
· Primary school enrolment
· Secondary school attainment
· Gender parity in secondary 

attainment
· Access to quality education

Access to information and 
communications
· Mobile telephone subscriptions
· Internet users
· Access to online governance
· Media censorship

Health and wellness
· Life expectancy at 60
· Premature deaths from 

noncommunicable diseases
· Access to essential services
· Access to quality health care

Environmental quality
· Outdoor air pollution attributable 

deaths
· Greenhouse gas emissions
· Particulate matter
· Biome protection

Personal rights
· Political rights
· Freedom of expression
· Freedom of religion
· Access to justice
· Property rights for women

Personal freedom and choice
· Vulnerable employment
· Early marriage
· Satisfied demand for 

contraception
· Corruption

Inclusiveness
· Acceptance of gays and lesbians
· Discrimination and violence 

against minorities
· Equality of political power by 

gender
· Equality of political power by 

socioeconomic position
· Equality of political power by 

social group

Access to advanced education
· Expected years of tertiary 

education
· Women with advanced education
· Quality weighted universities
· Citable documents

FOUNDATIONS OF WELL-BEING OPPORTUNITY
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Overperformance/underperformance

Countries in the Region fare poorly on the SPI compared with other countries at a similar level of gross domestic 
product (GDP) per capita (PPP) globally. Four of the five countries with the lowest overall SPI scores are in the 
Region (17). There are inequities among countries of the Region with regard to basic human needs and foundations 
of well-being. It is notable that the majority of countries for which there are data perform relatively poorly on the 
dimension of opportunity, which includes indicators such as inclusiveness, personal rights, personal freedom and 
choice, and access to advanced education.

Within the Region, Tunisia has the highest level of social progress and is the only country in the Region (with 
available data) that outperforms the SPI global average (at point 0), as shown in Fig. 1.5. Given their level of GDP and 
the consequences of conflict, Afghanistan and Pakistan also perform well. 
 
Fig. 1.5. Over- and underperformers on the SPI relative to GDP compared with the world average, 2020

Note: Over/underperformance refers to the performance of a country on the SPI relative to its income. 
Source: Social Progress Imperative (2020) (17).
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Note: No data available for Libya, Somalia, Syrian Arab Republic and Yemen.
Source: UNDP Human Development Report (2020) (12) and Social Progress Imperative (2020) (18). 

In general, richer countries do better on the SPI than poorer ones. The exceptions, as with life expectancy above, are 
revealing. Comparing countries’ SPI scores in the Region, some significantly outperform their level of GNI per capita 
relative to other countries in the Region – Tunisia, Morocco, Jordan, the occupied Palestinian territory and Lebanon, 
as shown in Fig. 1.6. Much like life expectancy, improvements on the SPI level off after a GNI of approximately $ 20 
000 per capita is reached. Bahrain, Saudi Arabia, United Arab Emirates and Qatar significantly underperform on the 
SPI relative to the regional and global averages, as discussed above. 

Fig. 1.6. Countries and territories of the Region by GNI per capita (2017 PPP $) 2019 and SPI scores 2020

In order to improve health and achieve a greater level of health equity, social progress and consequent human 
development, countries need to go beyond improvements in national income. In this report we summarize evidence 
showing that all the dimensions of social progress are necessary. For countries at low and middle levels of 
development, improvements in national income are helpful. But for countries at every level of development it is how 
the money is used that is vital for health. For the Region, the ambition should be for countries at a lower level of 
development to achieve the levels of health and well-being of more developed countries of the Region. For the more 
developed countries, the aim should be to use their national income to improve the lives that people are able to lead, 
and hence their health.
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SUMMARY 

Countries and territories of the Eastern Mediterranean Region have been rocked by conflict and its consequences, 
including the mass movement of people, sanctions, occupation, and erosion of the conditions needed for a dignified 
life. In addition to the ongoing humanitarian emergencies in the Region has come the COVID-19 pandemic and 
the immediate threat of the climate crisis. This is all happening against a background of wide, and in many cases 
increasing, social and economic inequities.

These challenges are daunting. However, despite the deteriorations in health caused by conflict, there is evidence 
of improvements in health throughout much of the Region. We point out inequities and deficiencies in human 
development, but we also bring together evidence in this report to show how progress can be achieved.

As the world emerges from the pandemic, there is an opportunity to apply knowledge to improve the lives of all 
people in the Region. It will require an active role by government at every level – putting health equity and well-being 
at the heart of all government policies – as well as support from civil society and transnational organizations. The 
stakes are huge, but the benefits are equally large. The challenge is to apply the best evidence, in a spirit of social 
justice, to build back fairer in the Eastern Mediterranean Region.
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INTRODUCTION

There have been marked improvements in mortality and 
morbidity in the Eastern Mediterranean Region over the 
last 30 years. Premature death and disability caused 
by communicable, maternal, neonatal and nutritional 
diseases have been reduced by three quarters since 
1990 (1). However, deaths from conflict are rising in 
many countries and territories of the Region, and 
obesity, undernutrition and food insecurity continue 
to pose significant challenges. Food security is being 
further impacted by COVID-19 containment measures 
(Chapter 3) as well as by the effects of conflict 
(Chapter 4) and climate change and land degradation 
(Chapter 7). Despite overall improvements in many 
health outcomes, health inequities between and within 
countries persist – and in some cases are widening. 
This chapter describes these inequities, as far as the 
available data allow. The lack of data to assess and 
monitor within-country inequities in the Region remains 
a considerable issue and needs to be addressed. 

Life expectancy and levels of health in a country are 
related to the social determinants of health – the 
conditions in which people are born, grow, live, work 
and age, and the structural factors which underpin 
these conditions. Differences in levels of health and 
life expectancy between countries and territories in 
the Region are wide, reflecting differences both in 
structural factors, including those related to conflict, 
and in the conditions of daily life. While the causes and 
prevalence of communicable and noncommunicable 
diseases (NCDs) in the Region are related to 
socioeconomic position and to the social determinants 
of health, inequitable access to health care is also a 
reason for high levels of ill health and mortality. 

In Chapter 8 of this report, we describe inequities in 
access to health care services for pregnant women and 
children; and in Chapter 12, we set out inequities in 
access to health care and public health and prevention 
services due to low levels of availability and prohibitive 
financial costs in many countries. We do not cover 
access to health care in this chapter. 

DATA AVAILABILITY

Across the Region, there are some national data available 
about average mortality and morbidity from a range of 
health conditions (2). Much of the data is available from 
the WHO Regional Office for the Eastern Mediterranean 
and collected by countries with WHO’s assistance. 
However, there is a distinct lack of disaggregated data 
which would allow understanding and monitoring of 
health inequities within countries and territories. There 
is far more that could be done in the Region to monitor 
within-country inequities in health, as is possible in other 
regions, which would support awareness and action 
on health inequities (3, 4). The types of data that are 
required to monitor even basic inequities in health 
and its social determinants are outlined in Chapter 13, 
but in this chapter we recommend the establishment 
of disaggregated data systems, capable of capturing 
and monitoring health inequities in every country and 
territory of the Region. Clearly, different countries will 
have different capacities to undertake this, and in some 
countries even basic surveillance data are not available.

Data required for monitoring the SDGs provides 
some information which is also helpful for monitoring 
the social determinants of health covered in this 
report. However, there is still a lack of disaggregated 
SDG data in the Eastern Mediterranean Region, 

HEALTH 
INEQUITIES IN 
THE REGION
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even though it is a requirement for SDG monitoring 
and reporting. Many countries do not have the 
necessary data systems to enable disaggregation and 
developing these would be of benefit to development 
of policies and interventions to reduce health 
inequities, as recommended in this report.

As outlined in a WHO 2016 report, health information 
systems including civil registrations often fail to capture 
information required for the planning, developing and 
monitoring of the health system, including reliable data 
on births and deaths (5).

An assessment of civil registration systems in 
countries and territories in the Region was undertaken 
by WHO in 2012–2013 and a regional strategy for the 

improvement of civil registration and vital statistics 
systems (2014–2019) was developed and endorsed by 
the Regional Committee for the Eastern Mediterranean 
in 2013 (resolution EM/RC60/R.7) (6).

Data on the coverage of birth and death registration 
in the Region was reported for the first time in WHO’s 
report Monitoring health and health system performance 
in the Eastern Mediterranean: core indicators and 
indicators on health-related SDGs 2019 (2).

The data show that all countries and territories in the 
Region have some level of death registration, with the 
exception of Somalia, but there are wide variations 
between countries in coverage of these data, shown  
in Fig. 2.1 (7). 

Fig. 2.1. Coverage of death registration (%) in countries and territories in the Region, 2015

Source: WHO (2020) (7).
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In 2018, just over half of the 22 countries and territories in the Region reported mortality data disaggregated by cause 
of death based on the International Classification of Diseases (7). The completeness of cause-of-death registration 
between 2009 and 2017 for countries with available data is shown in Fig. 2.2. Overall for the Region, 32% of deaths are 
attributed to cause, which is lower than the global rate of 49% (7).

Fig. 2.2. Completeness of cause-of-death registration (%) by country, 2009–2017

Source: WHO (2020) (7) based on data from WHO Monitoring health and health system performance in the Eastern Mediterranean Region (2020) (2). 

Additionally, while all countries and territories in the Region have birth registration systems, the coverage of this 
varies between countries from more than 90% for 14 countries and territories to less than 70% in a number of lower 
income countries, as shown in Fig. 2.3 (7). 
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Fig. 2.3. Coverage of birth registration (%) in countries and territories in the Region, 2015 

A list of regional core indicators was endorsed by the Regional Committee in 2014 as a means of strengthening health 
information systems in the Region. These focus on three key components: monitoring health determinants and risks; 
assessing health status, including morbidity and cause-specific mortality; and assessing health system response (7). 
Additionally, a set of health-related SDG indicators were included in these core indicators in 2016, meaning that there are 
75 core indicators in total (7). Data from WHO suggest that reporting on these core indicators increased in all countries 
in the Region, but not in the occupied Palestinian territory, including east Jerusalem, from 2014 to 2018 – a welcome 
improvement in health monitoring in the Region, although there are still significant gaps in many countries (Fig. 2.4).

Source: WHO (2020) (7) based on data from WHO Monitoring health and health system performance in the Eastern Mediterranean Region (2020) (2). 
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Source: WHO (2020) (7) based on data from WHO Monitoring health and health system performance in the Eastern Mediterranean Region (2020) (2). 

Fig. 2.4. Reporting on regional core indicators and SDG indicators by countries and territories in the Region, 2014 
and 2018 
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LIFE EXPECTANCY

Overall life expectancy in the Region improved by an average of 4 years between 2000 and 2019, from just over 
68 years to just over 72 years. Some countries, mainly those with low life expectancies, experienced rapid changes 
over this period, including Djibouti where life expectancy increased from 59.8 years in 2000 to 65.8 years in 2019. 
Somalia, Afghanistan, Pakistan, Sudan and the Islamic Republic of Iran also experienced sustained improvement 
in life expectancy (more than 5 years) over the same period. However, other countries have experienced slow 
increases, or even declining life expectancy, as a result of conflict: life expectancy for both men and women has 
decreased in Yemen, Libya and the Syrian Arab Republic since 2010. Life expectancy in countries of the Region are 
shown in Fig. 2.5 a), b) and c). 

Fig. 2.5. Trends in life expectancy at birth in countries in the Region, 2000–2019

a) Life expectancy at birth, by country, 2000–2019

World average

Life expectancy (years)

Notes: Life expectancy at birth refers to “the average number of years that a newborn could expect to live, if he or she were to pass through life exposed 
to the sex- and age-specific death rates prevailing at the time of his birth, for a specific year, in a given country, territory, or geographic area” (15). No data 
available for occupied Palestinian territory. 
Source: WHO Global Health Observatory (15).
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b) Life expectancy at birth for males, 2000–2019

Notes: Life expectancy at birth refers to “the average number of years that a newborn could expect to live, if he or she were to pass through life 
exposed to the sex- and age-specific death rates prevailing at the time of his birth, for a specific year, in a given country, territory, or geographic 
area” (15). No available data for occupied Palestinian territory. 
Source: WHO Global Health Observatory (15).
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c) Life expectancy at birth for females, 2000–2019 

Notes: Life expectancy at birth refers to “the average number of years that a newborn could expect to live, if he or she were to pass through life 
exposed to the sex- and age-specific death rates prevailing at the time of his birth, for a specific year, in a given country, territory, or geographic 
area” (15). No available data for occupied Palestinian territory.
Source: WHO Global Health Observatory (15).

Much of the difference in life expectancy between countries, shown in Fig. 2.5 a), b) and c) above, relates to 
their levels of development and the effects of recent conflict. However, there are also sizeable differences in 
life expectancy between countries with similar levels of development, suggesting that the explanation for these 
differences lies partly with social and economic determinants including political governance, culture, economic 
policies, investments in education, living and working conditions, income and social protection, and in access to 
quality health care (which are discussed in later chapters). There is great scope for all countries and territories, 
whatever their level of development, to develop more effective policies to improve life expectancy and health and 
reduce health inequities within countries. 

World average
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Notes: Life expectancy at birth refers to “the average number of years that a newborn could expect to live, if he or she were to pass through life 
exposed to the sex- and age-specific death rates prevailing at the time of his birth, for a specific year, in a given country, territory, or geographic 
area” (15). No available data for occupied Palestinian territory.
Source: WHO Global Health Observatory (15).

As depicted in Fig. 2.5 b) and c) above and in Fig. 2.6 below, in every country in the Region, as in the rest of the 
world, women have longer life expectancy than men. In Kuwait, the country in the Region with the highest life 
expectancy for both sexes, women can expect to live to nearly 84 years and men to just over 79. Somalia has the 
lowest life expectancy, at 59 years for women and 54 years for men in 2019.

Fig. 2.6. Life expectancy in countries in the Region, by sex, 2019
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Fig. 2.7. Percentage contribution (%) of inequity in HDI dimensions to reduction in Jordan’s overall HDI, 2017

One of the few available analyses of within-country health inequities in the Region is based on analysis of life 
expectancy in the 22 districts of Tehran, Islamic Republic of Iran. The analysis shows differences in life expectancy 
related to levels of area deprivation (17). Five of the districts in the north of Tehran have higher socioeconomic 
conditions and life expectancies between 77.1 and 79.1 years. The 12 districts in the south of the city tend to have 
lower socioeconomic conditions and life expectancies (Fig. 2.8). An analysis of districts by socioeconomic level 
indicated a small gap of 1.14 life years between levels. A similar analysis by educational attainment indicated a gap 
of 1.38 life years between the highest and lowest education levels. Taken together, these indicate the existence of 
socioeconomic inequities in life expectancy in Tehran, although by global standards these inequities are low.

Source: Khadr et al. (2019) (16).
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A 2019 report on inequities in health and social determinants of health in Jordan describes a range of inequities in 
health outcomes related to area, wealth, nationality and education (16). These health inequities are damaging to the 
overall level of development and progress in Jordan. In 2017, Jordan had a Human Development Index (HDI) score 
of 0.735, ranking it 95 among 189 countries and placing it among the high human development countries. However, 
when factoring in inequity, this HDI score decreases by 16% to 0.617, with income inequity being the highest 
contributing factor to this reduction (20.5%) and inequity in life expectancy being the least contributing factor to the 
reduction (10.7%), as shown in Fig. 2.7.
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Source: Mokhayeri et al. (2014) (17).

Source: WHO (2020) (7) based on data from World Health Statistics (2019) (19) and WHO Monitoring health and health systems performance in the 
Eastern Mediterranean Region (2020) (2). Population data from WHO Global Health Observatory (20).

Fig. 2.8. Estimated life expectancy at birth (both sexes) in 22 districts of Tehran, Islamic Republic of Iran, 2010

HEALTHY LIFE EXPECTANCY (HALE)

Life expectancy is an important measure of health, but how long people in a country can expect to live in good health 
is also a valuable indicator. WHO estimates for 2016 show that both life expectancy and healthy life expectancy 
(HALE) at birth are lower in the Region compared to the global estimates (Table 2.1). Healthy life expectancy at birth 
refers to the average number of years that a person can expect to live in “full health” by taking into account years 
lived in less than full health due to disease and/or injury (18). Life expectancy and healthy life expectancy in the 
Eastern Mediterranean Region were 69.1 years and 59.7 years, respectively, while globally they were 72 years and 
63.3 years, respectively, in 2016. 

Table 2.1. Life expectancy and healthy life expectancy (HALE) at birth, regional and global estimates, 2016 

Total population
(in thousands)

2016

Life expectancy
at birth (years) 2016

Healthy life expectancy
at birth (years) 2016

Male Female Total Male Female Total

Regional 664 336 67.7 70.7 69.1 59.1 60.4 59.7

Global 7 430 261 69.8 74.2 72.0 62.0 64.8 63.3
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Fig. 2.9 shows that in Somalia (which has the lowest healthy life expectancy (HALE) at birth in the Region) women 
can expect to live 51 years in good health and spend a relatively short period of time (8 years) in poor health before 
death. For men in Somalia, the corresponding figures are approximately 48 years in good health and 6 years in poor 
health before death (based on life expectancy of 54 years). In contrast, in Kuwait (which has the highest healthy life 
expectancy (HALE) in the Region) women can expect to live until 71 in good health and spend an average of nearly 
13 years in poor health before death. In all countries except Jordan, Bahrain, Qatar and Afghanistan, female healthy 
life expectancy (HALE) is higher than that for males.

Fig. 2.9. Healthy life expectancy (HALE) at birth in countries in the Region, by sex, 2019

Note: No available data for occupied Palestinian territory.
Source: WHO Global Health Observatory (21).
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Once people have lived to the age of 60, both men and women in all countries in the Region can expect to live at 
least another 11 years in good health, except for men in Somalia and women in Afghanistan for whom healthy life 
expectancy is 10.3 and 10.6 years, respectively. For women in Tunisia and Lebanon, and for both sexes in Jordan 
and Kuwait, healthy life expectancy (HALE) at age 60 is over 16 years (Fig. 2.10).

Fig. 2.10. Healthy life expectancy (HALE) at age 60 years in countries in the Region, by sex, 2019

Notes: Healthy life expectancy at 60 (years) refers to “the average number of years in full health a person (usually at age 60) can expect to live based on 
current rates of ill-health and mortality” (22). No available data for occupied Palestinian territory.
Source: WHO Global Health Observatory (21).
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Infant mortality rate (deaths per 1000 live births)

Fig. 2.11. Infant mortality rate in countries and territories in the Region, 2019

Note: Infant mortality rate refers to “the number of infants dying before reaching one year of age, per 1,000 live births in a given year” (23).
Source: World Bank (2021) (23) based on estimates developed by the United Nations Inter-agency Group for Child Mortality Estimation.

INFANT AND UNDER-5
MORTALITY

The Eastern Mediterranean Region has made great 
progress over the last 30 years in reducing infant 
mortality, although high rates persist in a number 
of countries. The Region’s infant mortality rate of 

22.6 deaths per 1000 live births in 2019 is below the 
global average of 28.2. However, there are enormous 
differences between countries and territories of the 
Region, as shown in Fig. 2.11. In 2019, Qatar, Saudi 
Arabia and Bahrain had the lowest infant mortality rates 
at less than 6 deaths per 1000 live births. Somalia had 
the highest infant mortality rate in the Region in 2019 
(and the fourth highest rate globally, behind only Sierra 
Leone, Nigeria and Central African Republic). 
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Note: Infant mortality rate refers to “the number of infants dying before reaching one year of age, per 1,000 live births in a given year” (25).
Source: World Bank (2021) (23) based on estimates developed by the United Nations Inter-agency Group for Child Mortality Estimation. 

In most countries and territories in the Region, there were reductions in infant mortality between 2009 and 2019, 
particularly in countries with high rates. In Yemen and the Syrian Arab Republic, however, infant mortality rates have 
increased in recent years largely due to the impacts of conflict (Fig. 2.12).

Fig. 2.12. Trends in infant mortality rate in countries and territories in the Region, 2009–2019

Infant mortality rate (deaths per 1000 live births)
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Fig. 2.13 shows inequities in the infant mortality rate related to wealth for countries and territories in the Region 
with available data. In each country or territory, the wealthiest quintile has the lowest infant mortality rate, except in 
Jordan and Pakistan which have slightly higher rates in quintile 5 than quintile 4. 

Fig. 2.13. Infant mortality rate in selected countries and territories in the Region, by wealth quintile, 2013–2018

Note: Disaggregated data by wealth quintile were not available for Bahrain, Djibouti, Iran (Islamic Republic of), Kuwait, Lebanon, Libya, Oman, Qatar, 
Saudi Arabia. Syrian Arab Republic and United Arab Emirates, while data for Morocco and Somalia were from more than 10 years ago (from 2003 and 
2006, respectively). 
Source: WHO Global Health Observatory (29) and World Bank (23).

There is global evidence to suggest that there are wide differences in infant mortality rates within countries related to 
education, wealth, place of residence and refugee status (24–28). These inequities are explored further in Chapter 8.
Fig. 2.14 shows trends in the under-5 mortality rate for countries in the Region for 2009–2019. In Yemen and the 
Syrian Arab Republic rates have increased due to the effects of conflict. In some countries there have been marked 
declines in rates, particularly in countries which had high levels at the start of the period. 
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Note: Under-5 mortality rate refers to “the probability per 1,000 that a newborn baby will die before reaching age five, if subject to age-specific 
mortality rates of the specified year” (30).
Source: World Bank (31).

Fig. 2.14. Under-5 mortality rate in countries and territories in the Region, 2009–2019

Under-5 mortality rate (deaths per 1000 live births)

While overall declines in under-5 mortality in the Region have been significant, it is important to note that these are 
averages for countries. In terms of the SDG target 3.2 relating to child mortality, seven countries in 2019 still had 
under-5 mortality rates that were higher than the global target (25 deaths per 1000 live births) for 2030 (32). Within 
countries and territories, widespread inequities in under-5 mortality related to socioeconomic factors and place of 
residence are prevalent, set out in Chapter 8.
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LEADING CAUSES OF PREMATURE MORTALITY

This Commission is concerned with the social, economic, political and cultural drivers of health inequities. To 
understand how social determinants impact on health it is helpful to have an understanding of the leading causes of 
premature death, and to establish that premature deaths are both inequitably distributed and largely preventable. 

Fig. 2.15 shows the leading causes of premature death in the Eastern Mediterranean Region in 2005 and 2015, and 
the changes between these years. Heart disease was the leading cause of premature death in both 2005 and 2015. 
There has been a significant increase (over 600%) in premature deaths as a result of war and legal intervention, 
measured by years of life lost [YLL], and a decline in YLL from natural disasters and diarrhoeal diseases. There are 
particularly high numbers of road traffic deaths in the Region. 

Fig. 2.15. Leading causes of premature death (YLLs) in the Region, 2001–2015 and percent change

Source: Institute for Health Metrics and Evaluation (33).
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Notes: Probability of premature death from target NCDs refers to “the percent of 30-year-old people who would die before their 70th birthday from any 
cardiovascular disease, cancer, diabetes, or chronic respiratory disease, assuming that s/he would experience current mortality rates at every age and 
s/he would not die from any other cause of death (e.g. injuries or HIV/AIDS)” (34). No available data for occupied Palestinian territory.
Source: WHO Global Health Observatory (35).

NCDs

Levels of mortality from NCDs in the Region are high overall and the average for the Eastern Mediterranean Region 
is higher than the global average. There are, however, significant differences between countries and nearly half of 
countries in the Region have, on average, lower mortality from NCDs than globally. In all countries, except in Bahrain 
and Somalia, women have lower rates of NCDs than men (Fig. 2.16). 

Fig. 2.16. Probability (%) of dying between exact ages 30 and 70 from any cardiovascular disease, cancer, 
diabetes or chronic respiratory disease, by country, 2016
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Many NCDs in the Region, as globally, are the result 
of poor nutrition and obesity, smoking, lack of 
physical exercise and exposure to carcinogens, as 
well as lack of access to appropriate health care. The 
Commission notes that while many of these health 
behaviours are the immediate causes of NCDs, the 
causes of the behaviours, or the causes of the causes 
of NCDs, relate to the social determinants of health. 
This means that poorer communities and migrants are 
more likely to have health behaviours that risk NCDs. 
Poor nutrition, underweight and stunting are closely 
related to poverty – not being able to afford sufficient 
nutritious food. Similarly, obesity is associated with 
poverty in many countries – purchasing cheap, 
calorie-dense food and refined sugars and wheat, 
and not having time or space to exercise. In addition, 
experiencing the stresses associated with poverty can 
lead to increased risk of NCDs. In many countries, 
both obesity and underweight are prevalent among 
poorer communities at the same time – the double 
burden of malnutrition. Additionally, the policies and 
corporate practices that, largely unregulated, support 

Notes: Overweight is body mass index (BMI) ≥ 25 kg/m2 but < 30 kg/m2 and obesity is BMI ≥ 30 kg/m2. No available data for occupied Palestinian 
territory or Sudan.
Source: WHO Global Health Observatory (43, 44).

the production of energy-rich foods without attention 
to nutrient content, and the proliferation of fast food 
outlets and low nutrition foods, have failed to secure 
adequate and nutritious food that is economically and 
socially acceptable (36–38). Foods with high levels 
of saturated fats, trans-fats, salt and free sugars are 
ubiquitous, contributing to unhealthy diets. In some 
countries, food subsidies increase consumption of 
calorie-rich foods and bread made with highly refined 
wheat flour, displacing healthier alternatives such as 
coarse grains and pulses (39–42).

OBESITY

Levels of overweight and obesity relate closely to a 
range of NCDs, including cardiovascular disease and 
type 2 diabetes. There are high levels of overweight and 
obesity in the Eastern Mediterranean Region, where in 
most countries more than 60% of the population are 
overweight or obese (Fig. 2.17). Prevalence in Kuwait 
and Qatar is exceptionally high at more than 70%.

Fig. 2.17. Prevalence (%) of overweight and obesity (age-standardized estimates) in adults aged 18 years and 
older, by country, 2016 or latest available year
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Notes: Obesity is BMI ≥ 30 kg/m2. No data for occupied Palestinian territory or Sudan. 
Source: WHO Global Health Observatory (43, 44).

Note: Overweight is BMI ≥ 25 kg/m2. 
Source: WHO Global Health Observatory (43).

Fig. 2.18 shows that prevalence of obesity is higher among women than men for all countries in the Region with 
available data. 

Fig. 2.18. Prevalence (%) of obesity (age-standardized estimate) among adults aged 18 years or older, by 
country and sex, 2016 or latest available year

In 2016, the proportion of adults in the Region who were overweight was the third highest among WHO regions for 
both men and women, lower than Europe and the Americas. Unlike Europe and the Americas, rates are higher for 
women than men in the Eastern Mediterranean Region (Fig. 2.19). 

Fig. 2.19. Prevalence (%) of overweight (age-standardized) in adults aged 18 years and older, by WHO region, 2016
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Fig. 2.20 shows obesity prevalence for selected countries between 1990 and 2016. Rates were higher and rose 
more rapidly in the Middle East and North Africa region than in the world. In Egypt and Saudi Arabia, female 
obesity rose from a little over 25% in 1990 to more than 40% in 2016. There were particularly steep increases for 
women compared to men in Egypt, Tunisia and Yemen, and the gender gap in obesity prevalence has widened. In 
Saudi Arabia, the opposite trend occurred: obesity increased more among men than women, and the gender gap 
decreased between 1990 and 2016, and rates among both men and women remain very high. 

Fig. 2.20. Prevalence (%) of obesity in countries of the Middle East and North Africa, by sex, 1990 and 2016

Note: Obesity is BMI ≥ 30 kg/m2. 
Source: Costa-i-Font & Gyori (2018) (45) based on data from WHO Global Health Observatory.
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Note: No data available for Djibouti, Jordan, Somalia and the United Arab Emirates. Regional average calculated based on the countries for which data 
are available. 
Source: World Health Organization (2020) (2). World average from WHO Global Health Observatory (46).

Within the Region there are also high levels of overweight among children aged under 5 years old, with nine countries 
and territories having rates above the global average of 5.6% (Fig. 2.21). 

Fig. 2.21. Prevalence (%) of overweight in children aged under 5 in countries and territories in the Region, 2018 
or latest available year 

The patterns of socioeconomic inequity in obesity vary between countries and territories in the Region, reflecting 
different stages in the obesity transition. Stage 1 of the obesity transition is characterized by a higher prevalence 
of obesity in women than in men and in those with higher socioeconomic position than in those with lower 
socioeconomic position. In stage 2, there is an increase in prevalence and a narrowing of the gap between sexes 
and in socioeconomic differences among women. In stage 3, prevalence of obesity among those with lower 
socioeconomic position surpasses that of those with higher socioeconomic position, and plateaus or declines in 
women with high socioeconomic position (47). 
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Fig. 2.22 illustrates how countries in the Region are at different stages. It shows inequities in obesity prevalence for 
non-pregnant women aged 15–49 years. In Jordan, women in the highest wealth quintile had the lowest levels of 
obesity; however, in Pakistan and Yemen the wealthiest 20% of women had the highest level of obesity, as they are 
at an earlier stage of the obesity transition. 

Fig. 2.22. Prevalence (%) of obesity in non-pregnant women aged 15–49 years in selected countries in the 
Region, by wealth quintile, 2013–2017 

Note: Obesity is BMI ≥ 30 kg/m2. 
Source: WHO Global Health Observatory (48).

Within Egypt, there was a decrease in inequities in obesity related to education between 1992–1995 and 2005–2008, 
as shown in Fig. 2.23. In the earlier period, obesity was more prevalent among groups with higher levels of educational 
attainment. By 2005–2008, the prevalence was still highest in the most educated group; however, the increase in 
obesity was significantly higher in less educated groups (20.2%) compared to those with more education (8.2%). 
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Source: VIZIT (2016) (50).

Reflecting inequities in overweight and obesity in the Region, there are differences in prevalence of diabetes related 
to socioeconomic position. A study in the Islamic Republic of Iran in 2016 showed lower levels of diabetes in the 
higher wealth quintiles (Fig. 2.24). However, the lowest levels of diabetes were in the poorest quintile, which has 
relatively high levels of food insecurity and more traditional Middle Eastern diets that are low in processed food. 

Fig. 2.24. Prevalence (%) of diabetes based on blood glucose level (HbA1c) in Islamic Republic of Iran, by 
wealth quintile, 2016
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Fig. 2.25 shows that in Jordan there are educational inequities in rates of diabetes for people aged under 60 years old. 
This reinforces the point that obesity, and hence likelihood of diabetes type 2, is related to socioeconomic position. 

Fig. 2.25. Prevalence (%) of diabetes in Jordan, by education, 2017 

Source: Khadr et al. (2019) (16) based on data from Jordan Population and Family Health Surveys 2017.

PHYSICAL ACTIVITY

In many countries of the Region there are high levels of insufficient activity (defined as below 150 minutes of 
moderate intensity physical activity per week), which contributes to high prevalence of overweight and obesity 
and a range of cardiovascular diseases. In all countries shown in Fig. 2.26, more than 20% of the population do 
insufficient physical activity, and this rises to more than half of the population in Iraq, Saudi Arabia and Kuwait. 
Cultural expectations have been cited by WHO as a factor which may restrict the participation of women in 
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to high levels of obesity.
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Notes: No available data for Afghanistan, Bahrain, Djibouti, Jordan, occupied Palestinian territory, Somalia, Sudan, Syrian Arab Republic and Yemen. 
Data for the regional and world averages provided by WHO.
Source: WHO Global Health Observatory (52).

Fig. 2.26. Prevalence (%) of insufficient physical activity (age-standardized estimate) among adults aged 18 
years and older in selected countries in the Region, 2016

FOOD INSECURITY 

Most countries in the Region carry a double burden of malnutrition: the coexistence of undernutrition (wasting, 
stunting, underweight) and inadequate vitamins or minerals, alongside overweight, obesity and resulting diet-related 
NCDs (53). A 2019 report on food security and nutrition in the Near East and North Africa region1 indicates that nearly 
55 million people in the Arab states (13.2% of the population) are hungry and the situation is particularly worrying 
in countries affected by conflict and violence (1). The impacts of the COVID-19 pandemic are increasing levels of 
hunger and food insecurity in the Region, and actions to build back fairer must include alleviating food insecurity and 
building sustainable food systems. Agricultural productivity and food production in the Region are also threatened 
by the impacts of climate change and loss of productive soil and biodiversity – these issues are set out in Chapter 7, 
where proposals for action in the Region are outlined.
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1 The Near East and North Africa region for the Food and Agriculture Organization of the United Nations (FAO) includes Algeria, Bahrain, Egypt, Iran 
(Islamic Republic of), Iraq, Jordan, Kuwait, Lebanon, Libya, Mauritana, Morocco, Oman, Qatar, Saudi Arabia, Sudan, Syrian Arab Republic, Tunisia, 
United Arab Emirates, West Bank and Gaza Strip, and Yemen. 
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Fig. 2.27 shows the trend in moderate or severe food insecurity between 2014–2016 and 2017–2019 in countries 
with available data. There has been a concerning increase in food insecurity in Afghanistan, Libya, Sudan, Egypt and 
Tunisia. In the Islamic Republic of Iran, the prevalence of food insecurity fell, despite the impact of sanctions.

Fig. 2.27. Prevalence (%) of moderate or severe food insecurity in selected countries in the Region, 2014/2016 
and 2017/2019 

Note: No available data for Bahrain, Djibouti, Jordan, Iraq, Morocco, Oman, Lebanon, occupied Palestinian territory, Pakistan, Qatar, Syrian Arab 
Republic, Yemen and United Arab Emirates.
Source: WHO Nutrition Landscape Information System (54).

In Yemen in 2018, the food security status of 15.9 million people reached Phase 3 of the Integrated food security 
Phase Classification (IPC) system: “crisis, emergency or catastrophe”. In the Syrian Arab Republic, 6.5 million people 
are food insecure. In Iraq, 2.5 million people are food insecure and in need of assistance, while in Sudan 6.2 million 
people were classified as phase 3 or above in 2018 (55). These high rates of food insecurity are the result of conflict 
and fragility in these countries (1). The World Food Programme (WFP) has warned that hunger and food insecurity 
will increase as a result of the COVID-19 pandemic (56). 
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Notes: Prevalence of undernourishment is “an estimate of the proportion of the population whose habitual food consumption is insufficient to provide 
the dietary energy levels that are required to maintain a normal active and healthy life” (59). No available data for Afghanistan, Bahrain, Islamic Republic 
of Iran, Lebanon, Libya, Pakistan, occupied Palestinian territory, Qatar and Syrian Arab Republic. World average from World Bank, regional average not 
available due to missing data.
Source: Economic and Social Commission for Western Asia (ESCWA) (60).

UNDERNOURISHMENT

Undernourishment is an important indicator of food insecurity (57). Undernutrition can have significant impacts 
on health, including an increased vulnerability to disease, stunted growth, chronic health conditions and death 
(53, 58). Developing solutions for reducing hunger and malnutrition is important to sustainable development in 
that undernourishment can have significant impacts on labour productivity and earning capacity (57). Among the 
countries shown in Fig. 2.28, five have higher rates of undernourishment than the global average of 10.8%. 

Fig. 2.28. Prevalence (%) of undernourishment in selected countries in the Region, 2017

Fig. 2.29 shows trends in the percentage of the population below the minimum level of dietary energy requirement 
(undernourishment) between 1999/2001 and 2016/2018. Across the Region, promising declines in levels of 
undernourishment reversed in 2010/2012 in Afghanistan, Oman and Yemen. Djibouti has seen a steep reduction 
in levels of undernourishment over the whole period, and Pakistan and Sudan have also experienced some 
improvement, albeit at slower rates and with persisting high levels. 
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Fig. 2.29. Population below minimum level of dietary energy requirement (undernourishment) (%) in selected 
countries in the Region, between 1999 and 2018

Note: No available data for Bahrain, Libya, occupied Palestinian territory, Qatar, Somalia and Syrian Arab Republic.
Source: WHO Nutrition Landscape Information System (54).
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The United Nations 2030 Agenda for Sustainable 
Development envisages “a world free of poverty, 
hunger, disease and want …. where food is sufficient, 
safe, affordable and nutritious” (61). The food system in 
the 2030 Agenda is expected to ensure availability and 
access to enough safe food to satisfy the nutritional 
needs and preferences of a growing population 
and their right to a healthy life, leaving no one 
behind. Alongside this is the adoption of sustainable 
agricultural practices, discussed further in Chapter 7. 
The impacts of COVID-19 have undermined progress 
towards these objectives, as set out in Chapter 3. 

In 2019, WHO in collaboration with the Food and 
Agriculture Organization of the United Nations (FAO), 
UNICEF, WFP and the Arab League developed a 
nutrition strategy for the Region (1). The Strategy 
on nutrition for the Eastern Mediterranean Region 
2020–2030 (62) provides a framework for action 
towards achieving the SDG targets relating to 
nutrition and diet-associated NCDs, as well as for 
guiding implementation of the remaining United 
Nations Decade of Action on Nutrition (2016–2025). 
The overriding vision of the strategy is to strengthen 
“action on nutrition to achieve food security, end all 
forms of malnutrition and improve nutrition through the 
life course by 2030” (62). A 2020 report by FAO, the 
International Fund for Agricultural Development (IFAD), 

UNICEF, WFP and WHO also highlights the importance 
of addressing the root causes of undernourishment and 
food insecurity in the Arab region, such as conflict, as 
well as the importance of enabling drivers for success, 
such as empowering women and promoting gender 
equality, for progress in meeting SDG targets 2.1 
and 2.2 (ending all forms of hunger and malnutrition, 
respectively) (1).

To achieve SDG 2 (zero hunger) action is needed 
to reverse many current trends in food security and 
nutrition. In Chapter 5, the widespread proliferation 
and marketing of unhealthy food products and lack 
of regulation in the Region is outlined, along with 
recommendations for strengthening the regulation of 
unhealthy food products.

TOBACCO USE

Fig. 2.30 shows that tobacco smoking rates among 
males (aged 15 years or older) are more than 10 times 
higher than for females in most countries in the Region. 
The smoking rates for men in six countries (Tunisia, 
Egypt, Lebanon, Kuwait, Iraq and Bahrain) exceed 
the global average for males of 32.4%. For females, 
two countries in the Region (Lebanon and Yemen) 
have smoking rates higher than the global average for 
females of 5.5%. 
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Fig. 2.30. Prevalence (%) of current tobacco smoking (age-standardized) among people aged 15 years and 
older in selected countries in the Region, by sex, 2018 estimates

Notes: Prevalence of current tobacco smoking includes “cigarettes, cigars, pipes or any other smoked tobacco products”. Current smoking includes 
both daily and non-daily or occasional smoking (63). No available data for Afghanistan, Djibouti, Jordan, Libya, occupied Palestinian territory, Somalia, 
Sudan and Syrian Arab Republic.
Source: WHO (2019) (64).
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Notes: Prevalence of current tobacco use refers to “the percentage of the population ages 15 years and over who currently use any tobacco product 
(smoked and/or smokeless tobacco) on a daily or non-daily basis. Tobacco products include cigarettes, pipes, cigars, cigarillos, waterpipes (hookah, 
shisha), bidis, kretek, heated tobacco products, and all forms of smokeless (oral and nasal) tobacco. Tobacco products exclude e-cigarettes (which 
do not contain tobacco), “e-cigars”, “e-hookahs”, JUUL and “e-pipes” (65). No data available for Afghanistan, Djibouti, Jordan, Libya, occupied 
Palestinian territory, Somalia, Sudan and Syrian Arab Republic.
Source: World Bank (66) based on data from WHO Global Health Observatory. 

Efforts to reduce smoking rates across the Region have not had great impact. While there was a decrease in 
tobacco use in some countries between 2010 and 2018, these decreases were marginal, and in many countries the 
prevalence remained largely unchanged. Declines in tobacco use have continued steadily, however, in Pakistan, 
Tunisia, Morocco and the Islamic Republic of Iran (Fig. 2.31).

Fig. 2.31. Trends in prevalence (%) of current tobacco use among of adults aged 15 years and older in 
selected countries in the Region, 2010–2018
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In some countries and territories of the Region, there are high rates of tobacco use among young people, at an 
age when health impacts are particularly damaging and life-long patterns of smoking are set. Fig. 2.32 shows that 
tobacco use among 13–15-year-olds is highest in Jordan, which had prevalence four times higher than the Islamic 
Republic of Iran (the country with the lowest level of use among adolescents) in 2017.

Fig. 2.32. Prevalence of current tobacco use among adolescents (aged 13–15 years) in selected countries and 
territories in the Region, 2018 or latest available year

Notes: Prevalence of current tobacco use in adolescents refers to the “prevalence of tobacco use (including smoking, oral tobacco and snuff) on more 
than one occasion in the 30 days preceding the survey, among adolescent 13-15 year olds” (67). Global and regional averages are not available. No 
data available for Afghanistan, Djibouti, Lebanon, Libya, Pakistan Saudi Arabia, Somalia, Syrian Arab Republic, 
Source: WHO Monitoring health and health system performance in the Eastern Mediterranean Region (2020) (2).

Where data are available for the Region, they show inequities in smoking within countries related to household 
income (Fig. 2.33). Smoking rates are highest in the lowest wealth quintile for both women and men in Pakistan, and 
for women in Afghanistan and men in Jordan. For women in Jordan and men in Afghanistan, however, smoking rates 
are highest in the wealthiest quintile. In Egypt, rates are highest in the wealthiest quintile for women. No data was 
available for smoking among men by wealth quintile in Egypt. If these countries follow the smoking trajectory of other 
countries globally, smoking is likely to decrease in the wealthiest quintile and stay high, or increase, in lower income 
groups, further widening health inequities.
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Source: USAID STATcompiler (68).

Source: Jawad (2018) (70).

Fig. 2.33. Prevalence of cigarette smoking (%) in selected countries in the Region, by wealth quintile and sex, 
2005–2012

Data from a systematic review establishes that regular and occasional use of waterpipe tobacco is far higher in the 
Eastern Mediterranean Region than in other WHO regions (Fig. 2.34). Waterpipe tobacco smoking is a method of 
consuming tobacco involving the tobacco being heated and drawn through water and then inhaled via a pipe (69). This 
method is also estimated to be particularly common among adolescents aged 13–15 years (69). Tobacco companies 
have been marketing waterpipe and other tobacco products, particularly to young people, through social media 
(discussed further in Chapter 5).

Fig. 2.34. Country-weighted mean prevalence estimates of regular or occasional use of waterpipe, by WHO 
region, 2018
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ALCOHOL USE

Across the Eastern Mediterranean Region alcohol consumption is low, due to religious norms. Consumption is 
higher for men than women in the Region, but rates for both sexes are much lower than the global averages. 
Tunisia and the United Arab Emirates have the highest rates of alcohol consumption in the Region, for both 
men and women. GCC countries have large numbers of economic migrants who tend to have higher alcohol 
consumption, although Fig. 2.35 excludes consumption by tourists.

Fig. 2.35. Total alcohol consumption per capita per year (litres of pure alcohol, projected estimates), by 
country and sex, 2018

Notes: Total alcohol per capita consumption is defined as “the total (sum of recorded and unrecorded alcohol) amount of alcohol consumed per 
person (15 years of age or older) over a calendar year, in litres of pure alcohol, adjusted for tourist consumption” (71). No data available for occupied 
Palestinian territory.
Source: World Bank (72) based on data from WHO Global Health Observatory.
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Source: Global Burden of Disease Study 2017 (74).

MENTAL HEALTH

Political, economic, social and cultural arrangements 
and inequities, high levels of conflict and fragility, and 
high levels of poverty and hunger all lead directly to 
poor and unequal mental health, which is a major 
component of health inequity. Across the Region, 
inequities in critical social determinants of health 
are likely to result in widespread inequities in mental 
health (3, 73) which are compounded by lack of access 
to appropriate therapies and treatments (3). In all 
countries and territories of the Eastern Mediterranean 
Region, as is the case globally, rates of mental ill 
health are likely to be much higher than those recorded 

and presented here, due to low levels of awareness, 
identification and recording of mental health disorders. 

Fig. 2.36 shows the distribution of disability-adjusted 
life years (DALYs) due to mental disorders in the Region, 
by diagnosis, based on data from the Global Burden of 
Disease Study (74). Depression and anxiety are the most 
common diagnoses in the Region, as is the case globally. 
Both of these types of mental disorders relate to social 
and economic conditions and are often preventable with 
improvements to those conditions and with effective 
therapies and treatments. Emerging global data about 
the impact of the COVID-19 pandemic, particularly the 
impacts of lockdowns, unemployment and increasing 
poverty, point to significant increases in mental health 
problems, particularly for younger people (75).

Fig. 2.36. Distribution of DALYs (%) due to mental disorders in the Region, by diagnosis, 2017
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Across the Region, there is variation between countries and territories in the prevalence of diagnosed depressive 
disorders as shown in Fig. 2.37. These disorders are recorded as highest in Morocco and lowest in Egypt. 
Comparison between countries is not particularly informative, however, as identification and diagnoses differ 
between countries, and may relate to availability of health care and diagnosis rather than level of depressive 
disorders. However, despite the data limitations, rates are generally high in the Region and only three countries had 
rates lower than the world average in 2016.

Fig. 2.37. Prevalence (%) of depressive disorders (age-standardized) in countries and territories in the Region, 2016

Source: Our World in Data (2018) (76) based on data from Global Burden of Disease Study 2017.
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Source: Our World in Data (2018) (76) based on data from Global Burden of Disease Study 2017.

Prevalence of identified anxiety disorders in the Region is also high, and only one country (Somalia) has prevalence 
lower than the global average, shown in Fig. 2.38. Again, care must be taken with these data, as identification and 
recording systems vary widely in the Region and are not robust. 
 
Fig. 2.38. Share of population (%) with anxiety disorders (age-standardized) in countries and territories in the 
Region, 2017
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While not all mental illness leads to suicide, and not all suicide relates to mental illness, suicide is one possible 
outcome of mental illness (3). As in most countries of the world, recorded suicide rates are higher among men than 
women in all countries of the Region, with the exception of the two with the lowest rates for men (Morocco and 
Pakistan). Recording of suicide differs between countries, which makes comparisons between countries unreliable. 
Overall, recorded suicide rates for both sexes combined for the Region are lower than the global average (Fig. 2.39).

Fig. 2.39. Suicide mortality rate in countries of the Region, by sex, 2016

Note: No available data for occupied Palestinian territory.
Source: World Bank (77, 78) based on data from WHO Global Health Observatory. 
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Source: World Bank (79) based on data from WHO Global Tuberculosis Report 2019. 

Fig. 2.40. Incidence of tuberculosis in countries and territories in the Region, 2019 

Compared with other WHO regions, the Eastern 
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COMMUNICABLE DISEASES 

In addition to high rates of NCDs, the Region has 
high levels of many communicable diseases including 
tuberculosis, HIV, and respiratory and diarrhoeal 
diseases. Communicable diseases are highly 
inequitable in that they are far more prevalent among 
poorer, marginalized and excluded communities who 
live in conditions that support high transmission rates. 
These conditions include unsafe and insufficient water 
and sanitation, crowded living and working spaces, and 
unsafe food production and storage systems. Lack of 
access to health care is particularly relevant, and many 
treatable and preventable diseases have continuing 

high prevalence due to lack of access to services. 
Conflict, instability and environmental harms also 
increase risk and prevalence of many communicable 
diseases. 

TUBERCULOSIS 

Tuberculosis has high global prevalence and is 
closely associated with transmission in crowded 
living conditions and poor working environments. 
Four countries in the Region have higher incidence 
of tuberculosis than the global average, although the 
overall rate for the Region is lower than the global 
average as some countries and territories have very low 
incidence levels (Fig. 2.40). 

(under 25 years) and children, although overall rates 
are lower than for the African, South-East Asia and 
Western Pacific regions (Fig. 2.41). 
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Fig. 2.41. Regional estimates of tuberculosis incidence (black outline) and case notifications disaggregated by 
age and sex (female in purple; male in green), 2019 

Source: Global Tuberculosis Report (2020) (80).
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Source: WHO Global Health Observatory (81).

HIV

Compared with other WHO regions, there is relatively low prevalence of diagnosed HIV across the Eastern 
Mediterranean Region; however, rates are increasing as shown in Fig. 2.42. WHO reports a rise in HIV incidence 
in the Region from 0.04 cases per 1000 population in 2001 to 0.07 cases per 1000 in 2019, representing a 75% 
increase (81). However, rates of HIV may be underestimated, as there are high levels of stigma about the disease in 
some countries and areas. 

Fig. 2.42. HIV incidence by WHO region, 1990–2019

Fig. 2.43 shows declines in new HIV infections (per 1000 uninfected population) in Djibouti, Somalia and Sudan, and 
increases in Yemen. Djibouti has consistently had the highest incidence, reaching a peak in 1997 (3.86 new cases 
per 1000), although the rate has been declining since and in 2019 was at 0.14. This is still, however, the highest HIV 
incidence rate in the Region. Incidence has generally been increasing in Pakistan from 2004 onwards, with the rate 
increasing from 0.01 in 2004 to 0.12 in 2019. Incidence rates have remained relatively stable at 0.05 or below in 
Egypt, Lebanon, Morocco, Oman and Tunisia since 2003. 
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Fig. 2.43. Incidence of HIV infections (per 1000 uninfected population) by country, 1990–2019

Note: No data for Bahrain, Iraq, Jordan, Kuwait, occupied Palestinian territory, Qatar, Saudi Arabia and the United Arab Emirates. 
Source: World Bank (82) based on Joint United Nations Programme on HIV and AIDS (UNAIDS) estimates.
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Source: World Bank (83) based on UNAIDS estimates. 

Source: UNAIDS (2020) (84).

In Pakistan, the estimated number of new infections of HIV increased between 2010 and 2018 (Fig. 2.44) and the 
estimated number of AIDS-related deaths increased between 2010 and 2019 (Fig. 2.45). 

Fig. 2.44. Estimated number of new HIV infections in Pakistan, 2010–2018

Fig. 2.45. Estimated number of AIDS-related deaths in Pakistan, 2010–2019
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There are several factors which may contribute to 
low levels of diagnosis and treatment for HIV in the 
Region including legal, religious and sociocultural 
restrictions, and taboos against sex work, same-sex 
relations and drug use. There are low levels of testing 
of at-risk groups, as well as poor use of harm reduction 
and health care services particularly gender-specific 
services for women (85), all of which contribute to 
gaps in knowledge about HIV and how to prevent 
transmission.

VECTOR-BORNE DISEASES

Table 2.2 describes the regional and global burden 
of vector-borne diseases in 2015. Most of these 
diseases are found in poorer areas in the Region and 
are effectively diseases of poverty. As in the world as 
a whole, malaria contributes the largest burden among 
vector-borne diseases.

Table 2.2. Estimates of the burden of major vector-borne diseases in the Region, 2015

Disease
Burden in DALYs (in thousands) Percentage (%) of global cases 

occurring in the RegionGlobal Regional

Malaria 38 520 574 1.5

Schistosomiasis 3 514 233 6.6

Leishmaniasis 1 357 285 21.0

Lymphatic filariasis 2 071 32 1.6

Onchocerciasis 1 136 0 0

Dengue 613 26 26

Trachoma 279 31 31

Yellow fever 556 128 15 

Total 50 345 1 309

Note: DALYs refers to disability-adjusted life years, which is the “sum of years of potential life lost due to premature mortality and the years of 
productive life lost due to disability” (86).
Source: WHO Global Health Estimates (2015) (87).
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A number of neglected tropical diseases continue to 
afflict some countries in the Region due to contextual 
factors such as conflict, emergencies and migration. 
Both cutaneous and visceral leishmaniasis are endemic 
in the Eastern Mediterranean (88). A significant re-
emergence of cutaneous leishmaniasis (Fig. 2.46) 

has occurred in the Syrian Arab Republic due to 
the impacts of conflict, collapse of the public health 
system and exposure of non-immune populations. 
Afghanistan, Pakistan, Iraq, Yemen and Morocco have 
also experienced increases since 2013.

Fig. 2.46. Cases of cutaneous leishmaniasis reported, by country, 2005–2019

Iran (Islamic Republic of)

Number of cases

Source: WHO Global Health Observatory (89).
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Fig. 2.47. Cholera deaths and case fatality rates (deaths per 1000 cases) in Somalia and Yemen, January– 
December 2020

Source: WHO (91, 92).
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CHOLERA

Cholera epidemics most frequently occur in countries 
affected by conflict and humanitarian crises, such as 
Somalia and Yemen (90). Ongoing cholera outbreaks 
have led to 33 deaths in Somalia (91) for 2020, as 
reported on 17 December 2020, and 78 deaths in 

Yemen between 1 January and 27 December 2020 (92)
(Fig. 2.47), although outbreaks in 2017 and 2019 in 
Yemen were much worse. In 2020, there have been 
6409 cases of cholera in Somalia and 229 887 cases 
in Yemen, leading to a much higher case fatality rate in 
Somalia (5.15 deaths per 1000 cases) than Yemen (0.33 
deaths per 1000 cases) (91, 92). 
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Note: No available data for Djibouti, Libya and Somalia.
Source: World Bank (93).

VIOLENCE AND ROAD TRAFFIC 
DEATHS

There are high levels of mortality and morbidity from 
violence in the Region. Chapter 4 assesses the impact 
from conflict and its consequences, including forced 
displacement and migration. In Chapter 6, we set out 
the high levels of violence against women, particularly 
in relation to intimate partner violence, which is driven 
in part by wide gender inequities and structural (political 

and economic) inequities in the Region. In this section 
we present levels of intentional homicide, although – 
as with so many of the factors assessed in this report 
– availability and reliability of data is a concern. For 
countries and territories with available data from the 
World Bank, for 2018 or the latest available year, there 
are lower rates of intentional homicide than the average 
globally. Afghanistan, Yemen and Iraq have significantly 
higher rates than other countries and territories in the 
Region and higher than the global average, based on 
the latest available data (Fig. 2.48).

Fig. 2.48. Intentional homicides in countries and territories in the Region, 2018 or latest available year
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Fig. 2.49. Road traffic fatality rates (per 100 000 population) in high-income countries, by WHO region, 2016

Note: “High-income countries” refers to: Bahrain, Kuwait, Oman, Qatar, Saudi Arabia and United Arab Emirates.
Source: WHO (2016) (94).
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There are very high levels of road traffic deaths in the Eastern Mediterranean Region. WHO reports that the Region 
has the highest rates of road traffic deaths for high-income countries compared with other regions, with more than 
double the world average in 2016 (Fig. 2.49).
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Source: Eastern Mediterranean Health Observatory (95).

Fig. 2.50. Road traffic deaths in the Region, WHO estimates and country-reported data, 2017
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According to WHO-reported data, Saudi Arabia has the highest rate of road traffic deaths in the Region; however, 
WHO data and country estimates vary considerably for some countries and territories. Both estimates are shown 
in Fig. 2.50. 
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While there are high rates of road traffic death among users of 4-wheel vehicles in selected countries the Region, 
there are also high rates among pedestrians and users of motorized 2- or 3-wheelers, particularly in countries where 
large numbers of the population travel by foot or motorcycle (Fig. 2.51). 

Fig. 2.51. Distribution (%) of road traffic deaths in selected countries in the Region, by type of road user, 2016

Source: WHO Global Health Observatory (96).
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inequalities in health between social groups that 
are judged to be avoidable by reasonable means, 
but are not avoided, are unjust – that is, inequitable. 
The relatively good health enjoyed by those with 
higher socioeconomic positions in every country of 
the Region provides the marker of what is possible 
within each country to “level up” health for the rest 
of the population. Evidence has been difficult to 
identify in some areas, but where evidence on health 
inequities within countries is available it shows clear 
socioeconomic inequities in many areas: maternal and 
child health outcomes and behaviours that give rise to 
NCDs and poor health including undernutrition, obesity 
and smoking. The rest of this report outlines inequities 
in the social determinants of health that give rise to 
health inequities. 

SUMMARY AND 
RECOMMENDATIONS

This Commission’s primary remit is to assess levels of 
health inequities in the Eastern Mediterranean Region 
related to the social determinants of health, and to 
make proposals for action. As has been outlined 
in this chapter, there are enormous differences in 
average levels of health and life expectancy between 
countries. This is not unexpected, given the differences 
in countries’ wealth and development. However, 
inequities in health within countries are the main focus 
for the Commission, as it is here that the potential 
to reduce health inequity is greatest. Systematic 

Distribution of deaths (%)
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Our main recommendation for this chapter is for every 
country to develop a national social determinants and 
health equity plan. These plans should include analysis 
of available national data on inequities and a clear plan 
of action based on the framework of this Commission’s 
report, with the ambition of reducing inequities in health 
and the social determinants. Chapter 13 explains 
this in more detail, but in this chapter we note that 
health equity plans can be tailored for countries at 
different stages of development and cover the social 
determinants of health. 

To understand and act on inequities in health within 
countries it is essential to have reliable information 

about those inequities – information which is lacking 
in countries of the Region. Reliable data on inequities 
help to encourage and inform action, make the 
issues visible to the population, monitor progress on 
inequities and facilitate accountability for levels of 
inequity within countries. Our second recommendation 
is that all countries and regional bodies undertake 
further research into health inequities and the social 
determinants of health, and establish systems to 
enable monitoring of health inequities within countries 
appropriate to countries’ different development levels. 
A full research agenda is set out in Chapter 13, and 
that chapter also includes further details of data 
requirements and monitoring systems.

Recommendations

1. Develop national social determinants and health equity plans. 
• Use the framework of this report to develop a national plan with a monitoring 

framework. 

2. Establish a monitoring framework and generate data on inequities in social  
    determinants and health.
• Develop minimum standards for the data required for equity analysis, including the 

engagement of transnational organizations that collect or collate data. 
• Research funding bodies should create a dedicated budget for the generation 

and global sharing of evidence on social determinants of health and health equity, 
including research on interventions to enhance health equity.

• Establish different monitoring frameworks for countries at different levels of 
development.  

3. Do something, do more, do better.
• Do something – Develop and improve coverage of vital registration of births and 

deaths. Develop mortality and morbidity indicators that can be stratified by sex as 
well as at least two social markers (e.g. education, income, occupation, ethnicity/
race) and at least one geographic marker (e.g. rural/urban). Ensure that a survey such 
as DHS or MICS is conducted regularly. Obtain data on the health of vulnerable/
disadvantaged groups.

• Do more – Ensure universal vital registration coverage, including of people in 
vulnerable situations. Ensure regular, timely reporting of SDG indicators that relate to 
the conceptual framework set out in this report. Develop regular household surveys 
covering health, income, living conditions and labour market participation. 

• Do better – Ensure that SDG indicators relevant to this report all accord with United 
Nations General Assembly resolution 71/313: high-quality, timely and reliable data 
disaggregated by sex, age, geography, income, race, ethnicity, migratory status, 
disability and other characteristics relevant in national contexts. The system should 
include full monitoring of human rights and those in vulnerable situations.

Relevant SDG targets

1b

3.8, 3c

10.2, 10.3 

16.6, 16.9 

17.6, 17.14, 17.18, 
17.19 
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INTRODUCTION

The COVID-19 pandemic has exposed and amplified 
existing social and health inequities, and created new 
dimensions of inequity. Global evidence shows clear 
socioeconomic inequities in rates of infection and 
mortality from COVID-19, which reflect existing social, 
economic and geographic inequities. People in poor 
health, living in poverty or on low incomes, and those 
living and working in crowded conditions, unable to 
work from home or working in the health sector, care 
work and public-facing occupations are all at greater 
risk of contracting and dying from COVID-19 (1–5). 

Policies to contain the spread of COVID-19 have 
increased poverty, unemployment and food insecurity, 
reduced access to essential services, and restricted 
movement and economic activity around the world. 
People in every country who were already poor, 
in ill health or in insecure employment have been 
the most negatively affected (6, 7). Without urgent 
mitigating action, the impacts of the pandemic will 
lead to long-term increases in poverty and ill health 
as well as social, economic and (potentially) political 
instability within countries. The impacts are also 
already increasing inequities between high- and low-
income countries, which will be greatly exacerbated by 
inequitable roll-out of vaccines. 

While the notified number of deaths from COVID-19 
are low in the Eastern Mediterranean Region compared 
with other regions (up to February 2021), containment 
measures are having very significant effects on 
health inequities due to deteriorations in the social 
determinants of health. In a number of countries in 
the Region, levels of poverty, food insecurity and 
undernutrition substantially increased during 2020 (8, 9) 

as a result of COVID-19 containment measures and the 
associated decreases in income due to unemployment, 
reductions in working hours and insufficient social 
protection mechanisms. The pandemic is also projected 
to have significant effects on gender inequities: violence 
against women and girls has increased, girls have less 
access to online education than boys, and women 
have taken on more unpaid household and caring roles 
during containment (10). Vulnerable groups including 
refugees, internally displaced persons (IDPs) and those 
in fragile and conflict-affected settings are particularly 
susceptible to these adverse impacts (11). 

Health emergencies and epidemics have profound 
economic effects, particularly on poor and vulnerable 
populations. Evidence shows that recent major 
epidemics (such as severe acute respiratory syndrome 
(SARS), Middle East respiratory syndrome, Ebola 
and Zika) increased income inequities, reduced the 
proportion of incomes for those in the lowest income 
deciles and reduced the proportion of people with 
basic education in work compared to those with 
advanced degrees (12). The United Nations, the 
International Monetary Fund (IMF) and the World Bank 
have warned that the pandemic could undo decades 
of progress in reducing poverty, health inequities 
and gender inequality (13, 14). Given the scale of 
the COVID-19 pandemic and extent of containment 
measures, the social and economic impacts have 
been hugely damaging in the Eastern Mediterranean 
Region, which will further worsen health and health 
equity, undermine development and stall progress 
towards the SDGs.

While these challenges are substantial and increasing, 
the pandemic is also an opportunity to reduce 
inequities, to put social justice at the heart of decision-
making and foster a whole-of-society endeavour to 
improve health and reduce inequities. In short – to build 
back fairer (15).

COVID-19 
AND 
INEQUITIES
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INFECTION AND MORTALITY 
FROM COVID-19 IN THE REGION

At the start of the pandemic in early 2020, transmission 
of SARS-CoV-2 – the virus that causes COVID-19 – 
was fairly slow in the Region, except in the Islamic 
Republic of Iran where reported cases rose sharply. 
Strict measures to reduce transmission were 
introduced in countries across the Region during the 
early phase of the pandemic, including school closures, 
border closures, suspension of mass gatherings and 
mandatory confinement/lockdowns. Transmission 
increased after lockdown measures were relaxed 
during Ramadan (23 April–23 May 2020) and as public 
adherence to measures reduced in areas where they 
were still in place. 

Analysis of testing data found testing frequency in 
the Region is similar to the rest of the world, but there 
are wide differences between countries in terms of 
testing capacity. Testing per million is highest in GCC 

Source: Our World in Data (2021) (18).

Fig. 3.1. COVID-19 deaths (per million population) in countries and territories of the Region, 28 February 2021
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countries and lowest in countries in conflict, especially 
in Somalia, the Syrian Arab Republic and Yemen (16).
Studies also indicate lower mortality per million 
population and lower average incidence in countries of 
the Region, despite the high presence of risk factors for 
rapid transmission (17). The reasons why mortality and 
infection rates are low in the Region are unclear (17). 

There is significant uncertainty about the actual 
number of infections, due to low levels of testing 
in many countries. However, at the start of 2021, 
over 5 million cases of COVID-19 had been reported 
in the Region with 125 000 reported deaths and a 
case fatality rate of 2.4%. This is higher than the 
case fatality rates in other regions and may relate to 
lower levels of testing in some countries. The Islamic 
Republic of Iran has the highest number of reported 
cases and deaths in the Region. Tunisia and Jordan 
have the second and third highest number of deaths 
per million, respectively. Fig. 3.1 shows the number of 
COVID-19 deaths (per million population) in countries 
and territories of the Eastern Mediterranean Region, 
as at 28 February 2021.
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In the Region, the majority of health systems are unable 
to track excess mortality above that registered as 
COVID-19 mortality. Having reliable excess mortality 
data would help to monitor the health impacts caused 
by the pandemic, such as lack of capacity to treat 
other conditions, and also deaths caused by COVID-19 
which have not been registered as COVID-19 deaths. 
Despite unreliable data, the number of deaths from 
COVID-19 does appear to be lower in the Region 
than in other regions, perhaps related to the relatively 
youthful population (19), although other reasons, such 
as the climate, have also been suggested (20, 21).

INEQUITIES IN RISK OF 
INFECTION AND MORTALITY 
FROM COVID-19 

UNDERLYING HEALTH CONDITIONS AND RISK OF 
COVID-19 MORTALITY

Research shows that those living in poverty, working 
in certain occupations, living or working in crowded 
conditions, or with poor access to water and sanitation 
facilities are at higher risk of exposure to COVID-19. 
These groups are also at higher risk of severe COVID-19 
and death, due to their high rates of general ill health 
which are a risk factor for COVID-19 (2–5). Underlying 
health conditions (particularly dementia, cardiovascular 
disease, diabetes and chronic respiratory disease) 
heighten the risk of severe illness and mortality from 
COVID-19 (22). A study of 648 COVID-19 patients in 
Saudi Arabia found worse outcomes were associated 
with previous cardiac disease, chronic respiratory 
disease and the presence of two or more co-
morbidities (23). The pandemic has also caused severe 
disruption to services for the prevention and treatment 
of NCDs, which is of concern not only in terms of the 
management of these conditions, but because people 
with NCDs are at higher risk of severe COVID-19-related 
illness or mortality (24). As this report demonstrates, 
poor health is closely associated with poverty and 
deprivation – the socioeconomic risk factors that worsen 
health inequities.

INEQUITIES IN LIVING CONDITIONS AND RISK OF 
INFECTION

The transmission of COVID-19 within households 
is a substantial driver of infection. Cramped living 
conditions and/or large households make social 
isolation impossible and lead to high rates of 
household transmission. This is particularly significant 
in the Region, due to large average household sizes 
(discussed in Chapter 10) and the high numbers of 
IDPs, refugees and migrants living in overcrowded 
conditions (25), including migrant workers in some 
GCC countries. A survey of 401 IDP camp residents 

in Somalia found that 71% lacked ease of access 
to washing facilities, 67% lacked access to soap 
and 47% said the camp living conditions needed to 
change to prevent the spread of COVID-19 (26). A 
spatial modelling analysis of the spread of COVID-19 
in the Islamic Republic of Iran concluded urbanization 
rates were associated with a percentage increase 
in the number of COVID-19 cases, and suggested 
overcrowding and pollution should be further studied 
to understand their role in exacerbating risks (27). 
Households that lack access to safe water, good 
nutrition and cooking fuel are at higher risk of infection 
as they are more likely to have weakened immune 
systems (28).

The United Nations High Commissioner for Refugees 
(UNHCR) highlighted that without action, refugees, 
who mostly live in extremely poor conditions with 
limited ability for sanitation measures, could be some 
of the worst hit by COVID-19 (29); and their access 
to public health measures and health care is low (30). 
However, despite strong warnings about spread of 
COVID-19 in refugee and IDP camps from the United 
Nations and nongovernmental organizations, the 
infection rates in camps have remained relatively 
low. In the Region, as at 20 January 2021, there were 
981 351 cases and 22 174 deaths from COVID-19 
recorded in eight locations with Humanitarian 
Response Plans (in Afghanistan, Iraq, Libya, occupied 
Palestinian territory, Somalia, Sudan, Syrian Arab 
Republic and Yemen) (31), but no major outbreaks 
had occurred in refugee and IDP camps. Localized 
outbreaks continue, however, and in September 2020 
new cases of COVID-19 were confirmed in a camp in 
Jordan where 40 000 Syrian refugees live in cramped 
conditions (32). 

The low levels of access to adequate water supply in 
some countries in the Region (described in Chapter 9) 
increase the risk of infection, as it is difficult to wash 
frequently and having to collect water makes it is 
impossible to isolate or avoid close contact with others. 
In Sudan, 5 million children have no sanitation services 
in their schools (33). More than half of schools in 
Libya (82%), the occupied Palestinian territory (76%), 
Lebanon (60%) and Tunisia (50%) have handwashing 
facilities with water but no soap (33). Less than a 
quarter of schools for refugees in Djibouti, Pakistan 
and Sudan have basic hygiene services (handwashing 
facilities with water and soap) (34). It is impossible 
for students to maintain required hygiene measures 
in such circumstances, although widespread school 
closures mitigated the effects. In Afghanistan, more 
than 60% of IDPs do not have access to basic hygiene 
items, particularly soap (35). 

Many migrant workers live in crowded accommodation 
or poor-quality dormitories, some without access to 
running water or with very poor or no ventilation, where 
social distancing is impossible. In some countries 
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of the Region, migrant workers were quarantined in 
crowded dormitories, sometimes without support for 
access to food, sanitation and waste disposal, and with 
limited access to health care. Official figures from GCC 
countries early in the pandemic showed that the majority 
of infections were among migrants, although overall 
infection rates remain low in GCC countries (36–38). In 
Qatar in March 2020, 238 cases of COVID-19 occurred 
in a residential compound in the industrial zone, home 
to more than 360 000 migrant workers, which led to a 
strict lockdown of the area. In April 2020, Saudi Arabia 
stated that more than half (53%) of its cases were in 
foreigners (39) and by May, this figure rose to 75% of 
new infections (40). A survey of 6000 Filipino migrants 
working in GCC countries found 71% stated they 
risked exposure to COVID-19 in their job (41). Support 
to migrants at risk of or experiencing infection has 
been weak and many migrants have been solely 
dependent on ad hoc support from civil society 
organizations (42, 43). In Saudi Arabia, the Ministry of 
Health employed field units and tested for COVID-19 in 
migrant worker accommodation, and the Government 
offered free COVID-19 screening and health care 
services to all migrant workers during the pandemic (44). 

INEQUITIES IN COVID-19 MORTALITY BY 
OCCUPATION 

Evidence shows that public-facing occupations are 
associated with a higher risk of acquiring COVID-19, 
including health and social care workers, cleaners, 
security guards, public transport workers, taxi drivers 
and hospitality workers (2, 45). Those unable to work 
from home are at higher risk of infection and death, 
as they are in contact with people at work and during 
their travel to work. Evidence from the United Kingdom 
of Great Britain and Northern Ireland shows that 
those working in occupations with higher academic 
qualifications were more likely to be able to work from 
home, while those in professional occupations had the 
lowest mortality rates (46). 

In the Eastern Mediterranean Region, high rates of 
infection among health care workers at the beginning 
of the pandemic contributed to the spread of the virus, 
and between 7% and 10% of COVID-19 cases during 
the first three months were in health care workers (47). 
Inadequate infection prevention and control programmes 
and poor compliance have been cited as contributing 
factors to this, particularly given that 10 countries in 
the Region had no pre-existing national structures for 
infection prevention and control (47). By July 2020, 
138 health care workers had died from COVID-19 in 
the Islamic Republic of Iran: 60% were physicians, 
20% were nurses and 20% were health workers in 
primary health care (48). In January 2021, the Syrian 
Arab Republic reported that 100 doctors had died from 
COVID-19 (49). 

Many countries in the Region lack funding to 
provide their health care workers with the necessary 

personal protective equipment (PPE) and depend on 
international organizations such as WHO and UNICEF 
to provide PPE including gloves, gowns, face shields 
and hand sanitizer (50). In December 2020, UNHCR 
reported having distributed over 530 000 masks, 
841 000 gloves and 4000 gowns in Pakistan (51). 

INEQUITABLE ACCESS TO HEALTH CARE AND 
COVID-19 MORTALITY

The COVID-19 pandemic has increased health care 
needs across the world, but underinvestment in health 
systems and infrastructure has resulted in inadequate 
access to health services in many countries. In some 
countries in the WHO European Region, the COVID-19 
pandemic has overwhelmed health care capacity. 
This has also happened in the Eastern Mediterranean 
Region, where many countries are experiencing 
ongoing conflict or humanitarian emergencies that have 
already weakened their health systems. 

In Lebanon in January 2021, it was reported that 
an increase in COVID-19 cases was overwhelming 
hospitals and that the occupancy rate of intensive 
care beds in Beirut and other parts of Lebanon was 
at 93–95% (52). In Tunisia, it was reported in October 
2020 that intensive care unit beds were at around 80% 
capacity due to a surge in COVID-19 cases, with the 
situation being described by the health minister as 
“critical” (53). In Morocco, two temporary field hospitals 
were built to accommodate for rising numbers of 
COVID-19 patients, with a collective capacity of around 
1200 beds (54). There is concern that hospitals may 
continue to be overwhelmed in the Region as the 
pandemic continues to spread and more infectious 
variants cross borders. 

Disadvantaged geographical areas and social groups 
are generally served by under-resourced health 
services. In areas of conflict or in those receiving 
humanitarian and emergency support, COVID-19 
threatens to overwhelm already weakened and fragile 
health systems. In the Syrian Arab Republic, close 
to half of health infrastructure is not functional and 
only half of the 113 public hospitals and public health 
centres are fully functional (55). Prior to the pandemic, 
three quarters of Libya’s primary health care clinics 
were not functioning due to shortages in medical staff, 
supplies, medicine and equipment (56). In Somalia, 
physicians stated there were no ventilators and only 
two intensive care units with a total of 31 beds across 
the country in April 2020 (26).

Access to health care services has declined in 
the Region during the COVID-19 pandemic. The 
2 million residents of the Gaza Strip depend on 
Israel to issue permits to allow those seeking health 
services to leave Gaza; yet, during the COVID-19 
pandemic, the number of permits issued decreased 
substantially. In September 2020, 260 permits were 
issued compared with a monthly average of 1777 
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in January and February 2020 (57). In Yemen, close 
to one in three households stated they were unable 
to receive adequate medical care between March 
and October 2020 (9). In Somalia, a small survey of 
migrants found only one in five (20%) stated they 
were “strongly” or “moderately” confident they could 
receive medical services if infected with the COVID-19 
virus (26). Research with stakeholders in Pakistan 
in April–May 2020 found access to all health care 
services decreased during the COVID-19 lockdown 
due to increased health care costs, reduced household 
incomes, and greater challenges in physically reaching 
health care facilities (58). In addition, community-based 
immunization and family planning programmes in 
Pakistan were suspended (58).

In humanitarian settings, accessing health care services 
is often further compromised due to existing shortages 
in the health workforce and shortages of medicines. The 
proportion of refugee families in Lebanon that reported 
being able to access primary health care fell from 90% 
in 2019 to 48% in May 2020, and access to secondary 
health care fell from 81% to 55% (59). Declining incomes 
also affect access to medicines, and 28% of refugee 
families in Lebanon were unable to purchase essential 
medicines in August 2020 (59). For the most vulnerable 
refugee populations, access was worse: more than two 
thirds (68%) of elderly refugees, those with disabilities 
and those with critical medical conditions could not 
afford health care-related costs (59).

Some migrant workers reported being unlikely to 
seek health care or testing for COVID-19 due to the 
risk of being quarantined and losing income (60), and 
when lockdown measures were lifted, some were 

still reluctant to visit health care facilities for fear 
of contracting COVID-19. A survey in Afghanistan 
in September–October 2020 found that 61% of 
respondents were still concerned about visiting a health 
care facility even after government restrictions had 
been lifted (61). 

INEQUITIES IN ACCESS TO HEALTH INFORMATION

Poor or lack of access to public health information is a 
significant barrier to controlling the COVID-19 pandemic. 
Access to the internet is low in some countries and 
for some groups in the Eastern Mediterranean Region 
(discussed further in Chapter 11) (62). Women have 
limited access to the internet or mobile phones in 
some countries, making it difficult to communicate 
up-to-date information about COVID-19 and 
lockdown measures. In 2020, the Economic and 
Social Commission for Western Asia (ESCWA) 
reported close to half of the 84 million women in the 
Arab region do not have access to a mobile phone 
or are not connected to the internet (63). A survey 
of more than 8000 people in Afghanistan in May 
2020 found 17% of men depended on the internet 
and social media as their main source of information 
about COVID-19, but only 7% of women used the 
internet and social media (64). Refugees and IDPs 
can face additional barriers to accessing COVID-19 
health information due to lack of resources, limited 
access to the internet and language barriers, which 
may hinder their ability to comply with recommended 
public health guidance (65). In some countries, 
community health workers from the polio eradication 
programme have been engaged in raising awareness 
and support the COVID-19 response (Box 3.1).

Box 3.1. Community health workers and COVID-19 in the Region

Community health workers in polio programmes make substantial efforts to reach the most vulnerable 
communities. As such, they have an in-depth knowledge of communities that was of great value 
during the COVID-19 pandemic. Close to 9000 polio surveillance volunteers were trained to support 
Afghanistan’s response to the pandemic. The volunteers took various jobs, including raising awareness 
of COVID-19 and working on clinical diagnosis, case identification and contact tracing. As the polio 
campaigns returned, some of staff continued to work on COVID-19-related community engagement as 
well as continuing their work on polio eradication (66). In Somalia, community health workers in the polio 
programme used their knowledge and data to follow-up and investigate suspected cases of COVID-19 (67).
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INEQUITIES AS A RESULT OF 
CONTAINMENT MEASURES

INCREASING POVERTY AND INCOME INEQUITIES 

All of the countries in the world have been affected 
to some extent by economic declines and increasing 
poverty as a result of the COVID-19 pandemic. In 
the Eastern Mediterranean Region, even wealthier 
countries have seen very concerning economic 

declines. Many countries in the Region are vulnerable 
to international oil price fluctuations and as long as 
oil prices remain well below pre-COVID-19 levels, the 
ability of countries to recover from the pandemic will be 
seriously hampered. GDP is estimated to decrease by 
more than 4% across the Region in 2020 and by 13% 
in conflict-affected countries (8, 68–70). It is estimated 
it could take 10 years to recover to pre-pandemic levels 
of economic growth (71). Table 3.1 shows significant 
projected increases in poverty in the Region due to 
the pandemic and the collapse in oil prices, and wide 
variation between the selected countries and territories.

Pre-COVID-19
(% of population in poverty) 2020

COVID-19
(% of population in poverty) 2020

GDP 
decrease (%)

Poverty 
headcount at 

US$ 3.20

Poverty 
headcount at 

US$ 5.50

Poverty 
headcount at 

US$ 3.20

Poverty 
headcount at 

US$ 5.50

Djibouti -8.5 31.8 62.3 35.9 66.4 

Egypt -2.3 24.1 68.9 30.5 73.8 

Iran (Islamic 
Republic of)

-4.6 4.0 16.6 4.9 19.2 

Iraq -14.6 11.8 46.9 17.3 56.6 

Jordan -7.8 2.5 21.7 3.3 26.2 

Lebanon -19.5 0.1 1.3 0.3 3.5 

Morocco -9.8 4.9 23.4 6.2 27.5 

Occupied 
Palestinian territory

-6.8 5.0 23.1 6.8 27.8 

Tunisia -11.4 2.4 15.0 4.2 22.0 

Source: Arezki et al. (2020) (72).

Table 3.1. Projected poverty increases due to COVID-19 and oil price collapse, in selected countries and 
territories in the Region 

Globally, the number of people living in poverty is 
expected to increase as a result of the effects of 
containments measures. The increase in poverty 
(those living on less than US$ 3.20 per day) is the first 
in 20 years, with estimates that globally there will be 
increases of between 88 and 93 million people living in 
poverty in 2020 and the number of “new poor” in 2020 
is estimated to be between 119 and 124 million (73–75).

The World Bank estimates there will be an increase of 
between 2.8 and 3.4 million people living in extreme 
poverty (that is, living on less than US$ 1.90 per day) 
in the Middle East and North Africa region by the end 
of 2020, whereas prior to the pandemic the expected 
forecast was a decrease in extreme poverty (76), as 
shown in Fig. 3.2. 
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In every country of the world, it is the poorest 
populations and those on the margins of poverty 
who have borne the brunt of the economic impact 
of COVID-19. The pandemic has pushed Morocco 
into recession for the first time since 1995, and the 
proportion of people vulnerable to poverty and/or 
poor could rise to 19.8% in 2020 from 17.1% in 2019 
(77). Income loss in Morocco occurred more often 
in the poorest households: three quarters (74%) of 
workers in the most deprived households lost income, 
which is 30% more than those in the least deprived 
households (78). Close to a quarter (23%) of Lebanese 
workers stated they had a reduction in their salaries 
since March 2020 (59). Those most at risk of loss of 
income in Lebanon were women, young people aged 
25–34 years old, and those in informal work (59). In 
Pakistan, more than half of those surveyed across all 
income levels reported a reduction in income during 
the lockdown period, but those with no education 
were more likely to report income loss compared to 
respondents with more than secondary education (79). 

The baseline figures of poverty in the Syrian Arab 
Republic vary, mainly on account of different criteria 
used – for example, monetary indicators or the 
multidimensional indicator. However, a macroeconomic 
assessment by the United Nations Development 
Programme (UNDP) estimated that the poverty rate in 
the Syrian Arab Republic was 86% at the end of 2019 
and had increased to nearly 90% by mid-August 2020; 
this translates to an increase of about 500 000 people 
in 12 months and, in addition, an increase of 1–2 million 
people living in extreme poverty (55). In Yemen, one in 
four households reported receiving lower income and 
wages due to COVID-19 (80).

The pandemic has had severe impacts on the income 
of refugees and IDPs, who are more likely to work in the 
informal sector. Poverty rates increased among Syrian 
refugees in Jordan, the Kurdistan region of Iraq, and 
Lebanon, as shown in Fig. 3.3. The highest increase was 
seen among Syrian refugees in Lebanon (56 percentage 
point increase in poverty) which is likely to also be fuelled 
by the political and economic situation in the country, 
with declining GDP and high rates of inflation (81, 82). 

Source: Lakner et al. (2020) (73).

Fig. 3.2. Forecast of extreme poverty (less than US$ 1.90 per day) in the Middle East and North Africa, 2017–2021
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The COVID-19 crisis has had a number of adverse economic impacts on IDPs in Iraq (Fig. 3.4). A survey of IDPs 
in the country in 2020 found that 78% have lost their income and 66% have cut the number of meals for their 
household to save money (83).

Note: Shows the increase in poverty relative to the international poverty line of US$ 5.50 per day.
Source: World Bank and UNHCR (2020) (81).

Source: UNDP (2020) (83).

Fig. 3.3. Estimated increase in poverty as a result of the COVID-19 crisis among Syrian refugees in Jordan, the 
Kurdistan region of Iraq, and Lebanon, 2020

Fig. 3.4. Proportion of IDPs in Iraq experiencing adverse impacts of the COVID-19 crisis, 2020
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In Lebanon, refugee families have adopted various 
coping strategies to pay for basic necessities since the 
COVID-19 crisis began, including borrowing money and 

In Afghanistan, the percentage of displaced households 
with an unpaid debt burden increased by 13% between 
2019 and 2020 (61). Similar to Lebanon, in Afghanistan 
the population adopted severe techniques to manage 
catastrophic levels of debt, “selling critical assets which 
they will struggle to re-purchase even if the situation 
improves” (61). In Afghanistan, as incomes decreased 
and debt levels increased, food was the most common 
reason for people to borrow money (61). 

The decline in GDP and economic growth has harmed 
health, reduced employment and income, raised prices, 
increased poverty, disrupted essential services such as 
health and education, and negatively affected national 
infrastructures; these negative impacts will continue. 
Urgent action, with a focus on improving equity, is 
needed to reduce long-term inequitable impacts and 
improve prospects for millions of people in the Region 
who have been particularly adversely affected.

reducing food consumption. Fig. 3.5 shows results of 
a monitoring survey of 19 135 refugee households in 
Lebanon for 20 March–9 August 2020. 

JOB LOSSES AND REDUCTIONS IN WORKING 
HOURS 

Unemployment has increased in all countries of the 
Region as a result of the pandemic, but low-income 
households have generally been hit much harder. 
A study of 230 540 respondents in 17 developing 
countries around the world found 71% of the lowest 
income households had one member lose their job 
and 61% of these households also reported that a 
household member had to close their business (84). 
In addition to job losses, working hours have also 
reduced due to containment measures. In the second 
quarter of 2020, working hours globally decreased by 
17%, equivalent to 495 million full-time job losses, 
with informal workers disproportionately affected (85). 
In lower middle-income countries, the International 
Labour Organization (ILO) estimate the number of 
working hours decreased by 23%, equivalent to 
240 million full-time equivalent jobs, constituting the 
majority of jobs lost globally during the pandemic (86). 

Note: Multiple choice answer.
Source: United Nations (2020) (59).

Fig. 3.5. Refugee households’ response to the COVID-19 situation in Lebanon, comparison of weeks 1–20, 2020
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World Bank phone surveys of over 12 000 people in Djibouti, Egypt, Libya, Morocco, occupied Palestinian territory, 
Tunisia and Yemen, between April and July 2020, found poorer households were less likely to be able to continue 
working than wealthier households (72). In Egypt, 32% of self-employed people continued to work as usual during 
containment measures, whereas close to double (61%) of public sector workers worked their usual hours and 20% 
of informal workers worked as normal (72), as shown in Fig. 3.6. 

For countries in the Region where data are available, the impacts of containment measures on employment among 
lower income workers are clear, putting those already vulnerable to poor health, poverty and unemployment at 
further risk (Fig. 3.7). 

Source: Arezki et al. (2020) (72).

Source: Arezki et al. (2020) (72).

Fig. 3.6. Effect of the COVID-19 pandemic on work in Egypt, 2020

Fig. 3.7. Workers who stopped working (%) in selected countries in the Region, by income quintile, 2020
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Not only are members of poor households less likely to 
be able to work, they are more likely to be without any 
source of income when they are not working. In Tunisia, 
78% of workers in the lowest income quintile received 
no payment when they were not working; in contrast, 
67% of those in the highest income quintile continued 

Despite relatively low infection rates compared with 
Europe and other areas of the world, northern Africa 
had the largest decline in working hours lost in both 
the second and third quarters of 2020 (Table 3.2), 
indicating just how severely the containment measures 
had affected low- and middle-income countries. Arab 

to receive either full or partial payment (Fig. 3.8) (87). The 
World Bank found similar patterns in Morocco, where 
only 10% of wealthy households reported earning no 
income during containment measures, while 44% of the 
poorest households reported no income (72).

countries have also experienced loss of working hours, 
and in the third quarter of 2020 these losses were 
higher than in Europe and Central Asia, despite being 
slightly better than in the second quarter, suggesting 
recovery is slower in these countries.

Source: ILO (2020) (86).

Fig. 3.8. Percentage of workers receiving payment while not working in Tunisia, 2020
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Source: ILO (2020) (86).

Table 3.2. Working hours lost and equivalent full-time job losses, by region, January–September 2020

Working hours lost (%)
Equivalent number of full-time jobs 
(48 hours per week) lost (in millions)

Quarter 1 Quarter 2 Quarter 3 Quarter 1 Quarter 2 Quarter 3

Northern 
Africa

2.1 21.2 12.9 1 000 000 13 000 000 8 000 000

Arab States 2.3 16.9 12.4 1 000 000 10 000 000 8 000 000

Europe and 
Central Asia

4.1 17.5 11.6 13 000 000 55 000 000 38 000 000

World 5.6 17.3 12.1 160 000 000 495 000 000 345 000 000
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INEQUITIES AND INFORMAL WORK AND MIGRANT 
WORKERS 

Informal workers are particularly vulnerable to loss 
of employment and income during the COVID-19 
pandemic (86). A high proportion of employment in the 
Region is informal (more than 50% in many countries) 
and women and migrants work in large numbers 
in informal employment in low- and lower middle-
income countries, so they are particularly affected by 
containment measures (13). The containment measures 
closed public spaces and markets where many informal 
workers earn a living, and many informal agricultural 
workers lost their jobs and even their accommodation. 
In Djibouti, informal workers were less likely to 
work than those from the formal sector: a nationally 
representative survey in September/October 2020 
found 17% of informal workers were still not working, 
compared to 12% of those with formal work (88). 

A systematic review of the effect of epidemics 
(including the COVID-19 pandemic) on migrant workers 
and their well-being found that major epidemics 
“negatively affect the physical, financial, psychological 
and social wellbeing of migrant workers” (89). Migrant 
workers have faced catastrophic loss of employment 
and income due to the COVID-19 pandemic, and some 
have been forced to return to their home countries 
without their final pay (90–93). A representative survey 
of 1000 workers in Bahrain (700 Bahrainis and 300 
Bangladeshis living Bahrain) found that the migrant 
workers were more likely to lose their jobs and are 
highly vulnerable to adverse economic shocks from the 
pandemic (94). 

In Jordan, 35% of Syrian refugees reported losing 
their jobs after the outbreak of COVID-19 compared 
to 17% of Jordanians (55). Refugees have also been 
significantly affected in Lebanon, where more than 
60% report they have lost their livelihood/source of 
income (59). Job losses among refugees and IDPs 
mean they are more dependent on humanitarian 
aid or have to return to their home countries where 
there are often few, if any, jobs (95). In 2020, nearly 
866 000 undocumented Afghan migrants returned 
to Afghanistan (96). Other migrants were stranded 
without support, unable to continue onward journeys 
or to return home. In Djibouti, traffickers abandoned 
migrants (97). 

Because of reduced incomes as a result of the 
pandemic, many migrant workers were not able to send 
money to their families at home (98). In Afghanistan, 
many households depend on the income sent from 
family members working as migrant labour in the 
Islamic Republic of Iran and Pakistan; this income 
reduced by 50% between April and June 2020, due to 
economic problems caused by the pandemic in both 
countries (99). The World Bank estimated that US$ 61 
billion would be sent to countries in the Middle East 
and North Africa from migrant workers by the end of 
2020 (100). However, due to job losses and quarantine 
restrictions, in October 2020 it was estimated the 
remittances in the region would decline by 8% in 2020; 
Tunisia experienced a 15% decline in remittances, 
Jordan saw a 12% decline and Egypt 9% (101).

An example from Jordan of inclusive care for refugees 
during the COVID-19 pandemic is outlined in Box 3.2.

BOX 3.2. Inclusive care during the COVID-19 pandemic in Jordan

From the start of the pandemic, the Government of Jordan included refugees in their COVID-19 response. 
All refugees had the same access to COVID-19-related health care as Jordanian citizens, and refugees will 
be included in Jordan’s vaccination roll-out in 2021. Refugees with medical qualifications were included in 
the COVID-19 response: an important way of reducing the effects of containment measures, as refugees 
in Jordan reported they were less likely to be employed during the lockdown (102). 
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RISING LEVELS OF FOOD INSECURITY AND UNDERNUTRITION 

Food insecurity affects the most disadvantaged groups in countries of the Region and, even prior to the COVID-19 
pandemic, levels of food insecurity in the Middle East were among the highest in the world (85). This situation has 
further deteriorated due to the pandemic and will lead to worse health and higher mortality among disadvantaged 
people in the Region. Increases in food insecurity have occurred most often in low- and middle-income countries 
and those affected by conflict (84, 103, 104). Migrants and refugees have been particularly affected. Households in 
IDP and refugee camps generally do not have the capacity to store food and they depend on informal markets and 
street food vendors, meaning that when movement was restricted during containment measures, people’s ability 
to access food was greatly reduced (105). Meanwhile, as levels of income and work decreased, some poorer and 
more isolated communities found they were unable to afford food (104) (Fig. 3.9). 

Reduced household incomes due to the pandemic 
have had immediate impacts on food security and 
nutrition. The countries in the Region that were already 
facing food crises have been the most severely 
affected. The pandemic has further exacerbated 
challenges in Afghanistan, Sudan, the Syrian Arab 
Republic and Yemen in the quantity, frequency and 
diversity of the food which children and families 
consume. These are among the top 10 countries in the 
world with the worst food crises in 2019 by number of 
people in “crisis or worse” (IPC Phase 3 or above), with 

nearly 40 million people affected. This is likely to create 
a new type of food crisis, or in most cases to worsen 
existing ones (106). In Sudan, 6 million people are 
estimated to be food insecure as at November 2020 – a 
65% increase compared to the same period last year – 
and one in five are IDPs (9).

Box 3.3 shows the impacts of the COVID-19 pandemic 
on food insecurity in selected countries in the Region.

Note: Results of an online survey conducted 1 May–1 June 2020. 
Source: Ali et al. (2020) (104).

Fig. 3.9. Urgent support wanted by residents in Gilgit‐Baltistan, Pakistan, May 2020
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Box 3.3. Impacts of COVID-19 on food insecurity 

In Afghanistan the number of people facing a food crisis or emergency increased from over 10.2 million 
in September 2019 to over 10.8 million in April 2020, including over 3.4 million people in emergency acute 
food insecurity (IPC Phase 4) (8). 

In Jordan, in the first four weeks of containment, a survey of 3129 Jordanians found more than half of 
the respondents were food insecure and 23% were severely food insecure (107). The number of Syrian 
refugees reporting not having enough food to eat increased by 15% during the pandemic, compared to 
2018, with one in five (21%) skipping meals (85).

In Lebanon the number of people requiring food assistance doubled between September 2019 and 
September 2020, reaching 2 million. Further increases were expected by the end of 2020 (8). 

In Libya, an assessment conducted by the International Organization for Migration (IOM) across 21 
regions found 65% of migrants surveyed had to resort to a stress, crisis or emergency livelihood coping 
strategy due to lack of food or means to buy food (42). 

In Pakistan in April 2020, more than a quarter of households reported reducing the number of meals and 
size of meals (79). 

In the Syrian Arab Republic in April 2020, the number of food insecure people was estimated to be 9.3 
million, the highest number ever recorded, with refugees and IDPs most at risk (85, 108). More than half 
of surveyed households which reported losses of income for September 2020 also had poor or borderline 
food consumption, which represents a two thirds increase since April 2020 (80). 

In Tunisia, 19% of households consumed less-preferred foods and 18% ate less food overall, but this 
national statistic hides inequities. Households in the poorest quintile are close to five times as likely to 
have reduced their food consumption compared to households in the top wealth quintile (Fig. 3.10) (72).

Note: Results of a nationally representative phone survey. 
Source: Arezki et al. (72).

Fig. 3.10. Changes in food consumption due to COVID-19 in Tunisia, by wealth quintile, 2020 
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In countries and territories in conflict or with existing 
humanitarian crises, the nutritional status of children 
has worsened as a result of the COVID-19 pandemic 
(110, 111). Even as the need for urgent humanitarian 
assistance and nutrition support increases, levels 
of support and access to services have decreased. 
Children’s nutrition programmes in schools stopped 
when there were school closures. WFP estimated 
in April 2020 that globally 370 million children were 
missing out on school meals and essential health and 
nutrition services (112). Morocco and Tunisia have 
data and reported a 75–100% decrease in nutrition 
programmes in schools (80); however, most countries 

in the Region do not have data on coverage of 
nutrition programmes in schools. Between March and 
end of August 2020, nutrition support for pregnant 
and lactating women in Morocco and the occupied 
Palestinian territory decreased by 25–49%. Iraq, 
Jordan and the Syrian Arab Republic also experienced 
declines, as shown in Table 3.3. Coverage and 
screening of early and child wasting in the same period 
decreased in Iraq, Morocco, occupied Palestinian 
territory, Sudan, Syrian Arab Republic and Yemen, also 
shown in Table 3.3, with Iraq having the highest drop in 
coverage and screening (50–74% drop) (80).

In Yemen in September 2020, 15% of households were in severe food deprivation, increasing from 11% in 
March 2020 (108). Analysis in October 2020, covering 133 districts, found over half a million children aged 
under 5 and more than a quarter of a million pregnant and nursing women were expected to suffer from 
acute malnutrition in 2020 (8). By December 2020, 37% of the most vulnerable displaced families said 
they were eating less as a result of the pandemic (109).

Notes: Nutrition support for pregnant and lactating women includes: “nutrition counselling and weight gain monitoring, micronutrient supplementation, 
deworming, specialized foods for underweight pregnant women”. Wasting refers to “acute malnutrition” (80).
Source: WFP (2020) (80).

Table 3.3. Percentage change in nutrition support, in selected countries and territories in the Region, March–
August 2020 

Country 
Percentage change in nutrition support 

for pregnant and lactating women
Percentage change in coverage 
and screening of early wasting

Iraq 10–24% drop 50–74% drop

Jordan 10–24% drop Not applicable

Lebanon Increased/new <10% drop

Morocco 25–49% drop 10–24% drop

Occupied Palestinian territory 25–49% drop 10–24% drop

Sudan Not applicable 10–24% drop

Syrian Arab Republic 10–24% drop 10–24% drop

Tunisia Do not know Not applicable

Yemen Do not know 10–24% drop
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Attendance at essential nutrition services in Morocco and the occupied Palestinian territory decreased by 
10–24% and in Sudan by 10% (80). Restrictions in movement further increased the vulnerability of extremely 
poor populations, and there was low turnout for nutrition treatment in Afghanistan as a result of fears of catching 
COVID-19 in facilities which are often co-located in health centres (61). 

In the first months of the pandemic, prices for staple food items increased, although prices stabilized by the end of 
2020. In some countries of the Region, however, prices have remained higher than before the start of the pandemic. In 
Afghanistan, WFP reported the average wheat flour price increased by 11% between March and December 2020 and 
the cost also increased for pulses (21%), sugar (19%), cooking oil (36%) and rice (21%) over the same period (113). 

Fig. 3.11 shows the change in the cost of the food basket for selected countries in the Region since the start of the 
pandemic (between January and September 2020).

SCHOOL CLOSURES 

To control the spread of COVID-19, educational facilities were closed in many countries around the world for long 
periods of time (or indefinitely) during 2020 (114). Although new technology-based learning methods have made it 
possible for pupils to continue the learning process, access to these technologies is inequitable between and within 
countries. In countries with low human development, the out-of-school rate of children in primary education is 86% 
compared to 20% in countries with very high human development (1).

Research on other epidemics/pandemics shows that school closures can harm a generation of children and young 
people, and that the effects continue over a lifetime (115, 116). Evidence from the Organisation for Economic Co-
operation and Development (OECD) shows that school closures could reduce a learners’ lifetime income by about 
3%, and lower a typical country’s GDP by an average of 1.5% over the remainder of the century (78, 114). This will 
also affect health and health equity in the longer term (117, 118). Evidence from the Ebola epidemic shows girls are 
more negatively affected by school closures than boys. In the 2014 Ebola outbreak, schools in Guinea, Liberia and 
Sierra Leone shut for 6–8 months, but girls’ enrolment did not return to the same levels in any of these countries and 
the teenage pregnancy rate doubled (119–121). 

Source: WFP (2020) (80). 

Fig. 3.11. Change in food basket cost in selected countries in the Region, January–September 2020
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UNICEF and partners surveyed nearly 7000 families 
in seven countries in the Middle East and North Africa 
(including Egypt, Jordan, Morocco, Qatar, Syrian 
Arab Republic and Tunisia), and 95% of respondents 
stated their children were negatively affected by the 
consequences of the pandemic. Lack of access to 
computers or limited internet connections were the 
main factors preventing students from accessing 
distance learning (122).

The COVID-19 pandemic will exacerbate existing 
educational inequities, and those without easy access 
to the internet, a mobile phone, a personal computer, 
or a quiet space to study, will all struggle more than 
learners who have these advantages. Globally, less 
than 20% of low-income countries are responding to 
school closures with different forms of remote learning 
(such as online, TV and radio), compared to nearly 90% 
of countries in the high-income group. In high-income 
countries, the majority of schools turned to online 
learning whereas in low-income countries, TV and radio 
were more commonly used (123). 

Students in the Eastern Mediterranean Region are using 
distance-learning solutions such as online learning, 
TV and radio broadcasts; however, this depends on 
having access to an internet connection and devices. 
In Pakistan, 43% of wealthy households reported using 
technology for distance learning, compared to 28% of 
households with no income. The wealthy households 

and those in higher skilled jobs were also more likely 
to be able to help children with studies at home (79). 
Save the Children surveyed over 8000 children and 17 
000 parents in 37 countries and found that less than 
1% of children from poor households had access to the 
internet, and 40% needed help with their schoolwork 
but had no one to help them (124). Girls are less likely 
to have access to computers, from primary to university 
age, and girls and women are less likely to have their 
own computer (63).

LIVING CONDITIONS 

Declining economies can lead to much poorer living 
conditions and area deprivation and, as a result, lead 
to worse health inequities. More deprived areas have 
worse housing, hygiene and access to basic services 
(detailed in Chapter 12). As outlined in the previous 
section, these factors are related to an increased 
risk of infection and mortality from COVID-19 and 
harm to health in general. As incomes decrease and 
unemployment rises as a result of the containment 
measures, living conditions will decline and deteriorate 
and health will worsen. In many countries of the Region 
(including Egypt, Lebanon, Libya, Somalia and Yemen), 
refugees and IDPs reported being unable to pay their 
rent and bills and being fearful of eviction; and many 
were evicted, due to their lack of income and inability 
to keep up with payments (125–127).

Source: WFP (2020) (9). 

Fig. 3.12. Share of households unable to access schools in Yemen, 2019 and 2020
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In Yemen in April 2020, 57% of households with school-
aged children were not able to send their children to 
school, and in October 2020 (the start of the new school 

year), the proportion of households not sending their 
children to school increased to 64% (9) (Fig. 3.12).
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INCREASE IN GENDER INEQUALITIES

Early in the pandemic, the United Nations warned that 
COVID-19 threatened the limited gains made in gender 
equality and would exacerbate the number of women in 
poverty, increase vulnerability to violence and undermine 
women’s equal participation in the labour force (128). 
The United Nations Population Fund (UNFPA) also 
warned of increases in gender-based violence and in 
child marriage (129).

In the Eastern Mediterranean Region, data are emerging 
to show that containment measures have had inequitable 
impacts on women and men and girls and boys. In 
Afghanistan, reports estimate that violence against 
women increased during the pandemic, with a 91% rise 
in verbal abuse and a 55% increase in physical abuse 
(61). A survey of 687 women in Jordan between May 
and July 2020 found that 40% had experienced violence 
during the pandemic and 77% lived with the abuser. 
Only 10% had a previous history of violence (130). 

Despite the increases in violence against women and 
girls as a result of containment measures, only two
countries in the Region (Morocco and Pakistan) have 
included services to respond to/prevent violence 
against women and girls as essential services and/or 
integral parts of national and local COVID-19 response 
plans (133). Early in the pandemic, the United Nations 
reported increases in female genital mutilation in 
Somalia andSudan; and 31% of community members 

In Tunisia and Lebanon, domestic violence cases doubled 
during the first few months of the lockdown (80). A survey 
of 562 women and girls in Lebanon found that 54% of 
respondents had observed an increase in harassment, 
violence or abuse against other women and girls in their 
household or community during the pandemic (131). 
The UN Women Regional Office for the Arab States 
conducted a rapid assessment of the impact of the 
COVID-19 pandemic on gender equality and violence 
against women and girls, which included inputs from 
over 220 civil society organizations from 15 countries 
and territories (including Bahrain, Egypt, Iraq, Jordan, 
Kuwait, Lebanon, Libya, Morocco, occupied Palestinian 
territory, Saudi Arabia, Sudan, Tunisia, United Arab 
Emirates and Yemen) (132). Data were collected on the 
impact of COVID-19 on violence against women. 
Fig. 3.13 shows that over 50% of responding civil 
society organizations had observed or heard about 
increases in violence against women during the 
pandemic, and over 40% reported increases in online 
violence against women (132). 

surveyed in Somalia stated there had been an increase 
in incidents of female genital mutilation compared to 
the pre-COVID-19 period (134).

As noted earlier, girls have less access to the internet 
and therefore to online education, and there are
fears that once girls are out of school, many will never 
return. More women have lost jobs and working
hours than men in all countries in the Region, partly 

Note: Civil society organizations were responding to the question: “Do you observe or hear about increases of violence against women, in the context 
of COVID-19?”.
Source: UN Women (2020) (132).

Fig. 3.13. Changes in violence against women in the Arab States during the COVID-19 pandemic, as reported 
by civil society organizations, 2020
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because of the large number of women working in
the informal sector and in domestic work (86, 135). In 
the Syrian Arab Republic, 61% of women reported
they had lost their jobs since the outbreak of 
COVID-19 compared with 48% of men (55). Despite 
more women losing jobs in the Region, out of the 
252 fiscal and economic, social protection and 
labour market COVID-related measures registered 
for 23 countries and territories in Northern Africa and 
Western Asia, in 11 countries and territories only 12% 
of measures addressed women’s economic security 
and social protection, this included: seven in Egypt, 
one in Lebanon, three each in Morocco and occupied 
Palestinian territory, two in Tunisia, one in United Arab 
Emirates, and zero in Bahrain, Iraq, Jordan, Kuwait, 
Saudi Arabia and Syrian Arab Republic (133). 

Women’s access to health care in the Region has also 
been curtailed during the pandemic. In Iraq, the United 
Nations reported families have denied women access 
to quarantine or health facilities because social and 
gender norms do not permit women to sleep outside 
of the home without their husband or father. A third 
of respondents to a survey in the city of Habbaniya 

SOCIAL EXCLUSION AND STIGMA 

In some countries of the Region, those working in 
frontline jobs and professions have been treated with 
suspicion and violence during the COVID-19 pandemic. 
In Egypt, analysis of COVID-19-related stigma among 
509 physicians found that most had experienced 
some level of stigmatization and 31.2% reported 
experiencing severe stigma (138). In May 2020, Sudan 
created a police force to protect health facilities after 
doctors threatened to strike following attacks from local 
residents (139). Additionally, mistrust and apprehension 

in Iraq stated that they would not allow a female 
family member to go to the hospital (83). In Tunisia, 
it is estimated approximately 50% of sexual and 
reproductive health services have been either reduced 
or suspended since the onset of the pandemic (136).

Women are almost absent from COVID-19 decision-
making committees and task forces in countries of the 
Region. Analysis of membership of decision-making 
task forces concerning COVID-19 in seven countries 
found six women on the committees, compared to 
80 men; women accounted for 7% of the task force 
membership (Table 3.4) (137). 

Some countries in the Region have made efforts 
to integrate the needs of women and girls in their 
COVID-19 response. In Egypt, the National Council 
for Women is monitoring all policy measures that 
have been undertaken by the Government during 
the pandemic (78). Without women’s voices at this 
organizational level, the COVID-19 response in 
countries is unlikely to recognize the needs of women 
and inadvertently widen gender inequity.

about contact tracing systems and personnel have 
been cited as a predominant barrier for people 
engaging with contact tracing (140). 

In Libya, due to the stigma around contracting 
COVID-19, many people were reluctant to be tested or 
treated (141). In some countries, migrant workers were 
blamed for spreading the virus (142). In parts of Iraq, 
containment measures have halted social cohesion 
activities between IDPs and host communities, and 
segregation and tensions between the communities 
have reportedly grown (83).

Source: van Daalen et al. (2020) (137).

Table 3.4. Members of COVID-19 decision-making task forces in selected countries in the Region, June 2020

Women Men

Bahrain 2 3

Djibouti 1 9

Libya 1 3

Oman 1 9

Qatar 1 15

Iraq 0 24

Saudi Arabia 0 17
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DISRUPTIONS TO HEALTH CARE SERVICES

Around the world, as health systems adapted to the 
COVID-19 crisis there were delays or interruptions 
to diagnostic, treatment, rehabilitation and palliative 
services for people with NCDs or other chronic 
conditions. Health care facilities, staff capacity, 
equipment and resources have been overextended by 
the need to treat large numbers of patients suffering 
from COVID-19. Although the Eastern Mediterranean 
Region has had fewer COVID-19-related cases and 
deaths compared to other regions, the pandemic has 
had severe impacts on broader health services and 
immunization programmes (143). 

During May–June 2020, WHO conducted a rapid 
assessment of the impact of the pandemic on essential 
health services in the Region, using a brief questionnaire 
to which 13 countries responded. The most frequently 
disrupted services reported by countries included family 
planning and contraception (92%), dental services (92%), 
rehabilitation services (92%), palliative services (92%), 
antenatal care (85%), NCD diagnosis and treatment 
(85%) and mental health services (85%). The median 
level of reported disruption was found to be higher in 
the Eastern Mediterranean Region than in other WHO 
regions, with the exception of the Region of the Americas 
(144). A further assessment was carried out by WHO to 
assess the impact of the pandemic on NCD services in 
the Region, with responses received from 19 countries. 
The most common reasons reported for discontinuing or 
reducing services were the closure of outpatient clinics 
and a decrease in inpatient volume due to cancellation 
of elective care. Over half of countries reported either 
insufficient staff to provide services or deployment of 
NCD clinical staff to COVID-19 activities. Over half of the 
countries had partially or completely suspended services 
for hypertension treatment and urgent dental care, 48% 
for palliative care, 47% for asthma care and rehabilitation, 
42% for diabetes treatment and cancer management, 
and 26% for cardiovascular emergencies (144).

It is estimated that a total of 166 830 elective 
surgeries were cancelled in the Middle East and North 
Africa region in the 12-week period of peak disruption, 
which translates to 70.4% of all operations (78% of 
surgeries for benign disease, 56% of cancer surgery 
and 30% of all obstetric surgery). The global estimate 
for cancelled surgeries during the same period was 
over 39 million, or 72% of all surgeries (145). 

In Afghanistan 15% of households stated they were 
unable to access adequate medical care between 
April and October 2020, and antenatal care reduced 
by 21% in 2020 compared to 2019 (9, 61). In Yemen, 
the number of households reporting difficulty 
accessing medical care due to COVID-19 increased 
from 32% to 45% between April and September 
2020 (80). In the Syrian Arab Republic, close to 
half (46%) of surveyed households reported not 
being able to purchase the necessary medicines in 
September 2020, and this rate was higher in female-
headed households (52%) compared to male-headed 
households (45%) (80).

Temporary stoppages in immunization programmes 
across the Region have increased the risk of 
infectious diseases such as measles and poliomyelitis 
(146, 147). The estimated decline in child vaccinations 
due to the COVID-19 crisis in Afghanistan, Iraq and 
Karachi in Pakistan are outlined Table 3.5. In Karachi, 
the mean number of daily immunization visits fell by 
53% in the early months of the lockdown, and by 27% 
from 10 May to 6 June 2020 when lockdown had lifted 
(compared to pre-lockdown). The areas most likely 
to have the lowest immunization levels during the 
lockdown were the slums and squatter settlements of 
Orangi, Baldia and Gadap, and other poor suburbs in 
Karachi. In these areas, the average number of daily 
immunization visits decreased by 69%, and in some 
places the decrease was as high as 90% (148). 

Source: OCHA (2020) (149), UNICEF (2020) (150) and Chandir et al. (2020) (148).

Table 3.5. Estimated decline in child vaccinations due to COVID-19 crisis in Afghanistan, Iraq and Pakistan

Country/area Estimated decline in vaccinations due to COVID-19 crisis 

Afghanistan and Pakistan 50 million children missed polio vaccinations between February and July 2020

Iraq 300 000 missed vaccinations for children

Karachi (Pakistan)
53% decrease in mean daily immunization visits (early lockdown months) and 
27% decrease (10 May–6 June 2020)
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MEASURES TO MITIGATE THE INEQUITABLE IMPACTS OF COVID-19

SOCIAL PROTECTION PROGRAMMES

Most countries in the world have implemented mitigation measures to support their citizens during the COVID-19 
pandemic, including cash transfers (conditional and unconditional), suspension of utility and financial obligations (for 
example, moratoriums or reductions on electricity costs), and ensuring access to essential services (151–153). In the 
Eastern Mediterranean Region, a range of measures were implemented in countries, territories and areas to protect 
people most at risk from the impact of containment measures. The assistance offered varied across the Region, and 
examples are given in Box 3.4. 

Box 3.4. Examples of support in the Region  

Bahrain enhanced social benefits payments for low-income families (78).

In Egypt, pensions were increased by 14%, social assistance programmes were extended to an additional 
60 000 households, and targeted cash transfers were provided to nearly 1.6 million informal workers. For 
three months, the Government disbursed a monthly cash transfer to informal workers who were facing 
income loss as a result of the containment measures (78). The Government expanded coverage under its 
social assistance programmes, Takaful and Karama (described further in Chapter 5), which enabled more 
than 1.5 million vulnerable families to benefit from direct cash transfers during the pandemic (78). These 
programmes mainly target women heads-of-households (133). More than 1 million households received a 
one-off cash payment of 450–500 Egyptian pounds for three months (133).

The Islamic Republic of Iran postponed health insurance, tax and utility payments for a period of three 
months to ease the economic strain on households; and provided cash payments to the 3 million poorest 
citizens; and subsidized low-interest loans for 4 million households (78). 

Jordan implemented a number of tax and social contribution relief measures and expanded the 
existing Takaful social protection programme to include more households, including informal workers 
not previously covered. Old-age insurance coverage was expanded, in-kind and material assistance 
was provided to the elderly and sick, and a temporary cash transfer programme was set up for the 
unemployed and self-employed (72, 78).

The occupied Palestinian territory offered one-off payments to approximately 40 000 labourers in hard 
hit sectors (construction, tourism, services, transport), and 125 000 vulnerable households received 
financial assistance (78)

Oman introduced measures to provide cash and in-kind support to the most vulnerable households, 
providing low-income households affected by store closures with a weekly grocery kit of essential 
commodities (78).

The Corona Relief Tiger Force programme was set up in Pakistan to supply food items to those most in 
need who were affected by COVID-19. Increased relief packages were allotted to labourers, low-income 
groups, and to the Benazir Income Support Program. The monthly stipend provided by the Benazir 
Income Support Program was also increased from 2000 to 3000 Pakistani rupees. The Ehsaas and Kafalat 
programmes provided support and cash assistance to millions of poor families (154). 

Qatar ensured that all quarantined employees, including expatriates and migrant workers, received their 
full salaries (78).
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Notes: Data are from phone survey reports in countries in the Middle East and North Africa region, collected by the World Bank during the first 
half of 2020. The quintile breakdown is by household assets in Egypt, by income in Djibouti (the top quintile is not covered by the survey), and by 
consumption in Tunisia. 
Source: Arezki et al. (2020) (72).

Fig. 3.14 Share of population receiving cash transfer in Djibouti, Egypt and Tunisia, by income quintile, 2020 

Despite the wide range of social protection initiatives, 
the World Bank warns that many of the cash transfer 
programmes implemented in the Region fail to reach 
the poorest households. Fig. 3.14 shows only 3% 

In addition, more targeted support is needed to ensure 
women can retain their jobs or re-enter the labour 
market. Globally, only one in five labour market, fiscal 
and economic social protection measures strengthen 
women’s economic security or support unpaid care, 
despite women being more likely to lose jobs and 
working hours compared to men (72, 156).

Investment in social protection programmes also 
contributes to economic recovery. ILO estimate the 

of the poorest households receive cash transfers in 
Djibouti. Egypt has slightly higher rates, yet only 17% in 
the poorest quintile receive cash transfers (72). 

larger the fiscal stimulus package (as a percentage of 
GDP) the lower the working-hour losses: “an increase 
in fiscal stimulus by 1 per cent of annual GDP would 
have reduced working-hour losses by 0.8 percentage 
points in the second quarter of 2020 … [t]his also 
suggests that the comparatively smaller stimulus 
programmes in low and middle-income countries … 
may account for at least part of the large working-hour 
losses estimated for those countries” (86). 

UNHCR supported vulnerable refugee households in Sudan with a monthly cash grant via ATM cards 
to support vulnerable families, and refugee households in some areas received food and hygiene 
packages (155). 

Early in the pandemic, Tunisia offered free supplies of electricity and running water for two months for 
low-income and vulnerable households, including disabled and homeless people, retirees receiving a 
pension below a certain threshold, and the unemployed (78).
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THE UNITED NATIONS AND NONGOVERNMENTAL 
ORGANIZATIONS

In addition to funding social protection programmes, 
United Nations agencies and nongovernmental 
organizations provided a range of policies and 
assistance to help populations during the pandemic. 
In the Eastern Mediterranean Region, expenditure on 
social protection is low (as described in Chapter 5). 

In the Region humanitarian agencies are faced with 
multiple and increasing humanitarian crises, rising 
poverty levels and higher demands on humanitarian 
assistance. In Afghanistan in 2020, the number of 
people requiring humanitarian assistance increased to 
18.4 million, which was close to a 100% increase in a 
single year (157). At the same time as the number of 
people needing humanitarian assistance is increasing, 
the amount of international funding is declining. In 
2019, global international humanitarian assistance fell 
from US$ 31.2 billion to US$ 29.6 billion (158). 

In 2019, UNICEF’s Middle East and North Africa region 
received US$ 830 million and this fell to US$ 560.2 million 
in 2020 (159). UNICEF had quadrupled its estimated 
funding requirement of Humanitarian Action for 
Children in the Middle East and North Africa for 2020, 

COVAX FACILITY AND VACCINATIONS IN THE 
REGION 

By the end of 2020, a number of COVID-19 vaccines 
had been approved for use in countries of the Region, 
although their availability is uncertain even in high-
income countries. To ensure equitable access, vaccines 
need to be affordable to low- and middle-income 
countries and those experiencing humanitarian crises 
and conflict. In all countries, it is essential that vaccines 
are available to the most vulnerable populations 

as funding shortfalls were expected to be among the 
highest of all regions. UNICEF’s Humanitarian Action 
for Children funding for the North Africa and Middle 
East region aims to “support access to continuous 
education, social protection, child protection, and 
gender-based violence services” (72). In particular, 
going into 2021, UNICEF is prioritizing the needs of 
children in Afghanistan, Somalia, Sudan, the Syrian 
Arab Republic and Yemen, as well as Syrian refugee 
children in host countries. UNICEF has highlighted that 
Yemen represents the largest humanitarian crisis in the 
world but received only 18% of the requested US$ 535 
million funding. 

Across the Region, UNHCR provided essential support 
during the COVID-19 pandemic, including cash 
transfers and hygiene packages to the most vulnerable 
populations (160). In Somalia, UNHCR installed 48 
handwashing stations in front of hospitals, health 
centres and reception centres (161). In Sudan, UNHCR 
delivered over 3.8 million bars of soap to refugees, 
IDPs and vulnerable Sudanese citizens in 2020 (162).

Box 3.5 gives examples from the Region of additional 
support provided by faith-based organizations during 
the COVID-19 pandemic.

including refugees and IDPs, who should be fully 
incorporated into national planning processes (165). 
GCC countries began vaccinating their populations in 
December 2020, and Egypt announced major deals to 
secure vaccines (166). 

Many countries in the Region (excepting GCC 
countries) will depend on the COVAX Facility for 
allocations of the COVID-19 vaccine. The COVAX 
Facility will procure COVID-19 vaccines to ensure fair 
and equitable access to vaccines for all participating 

BOX 3.5. Initiatives by faith-based organizations during the pandemic  

Faith-based organizations continued to provide aid in the Region during the COVID-19 pandemic. 
Muslim Aid emphasizes water projects in Pakistan, including providing handwashing facilities, and 
distributed PPE for health workers, food packages and personal hygiene kits. Muslim Aid Somalia used 
social media to improve public awareness of social distancing and hygiene measures. In the Gaza Strip, 
Muslim Aid continued funding existing water, sanitation and hygiene programmes and raised awareness 
via social media, similar to efforts in Somalia (163). In the Syrian Arab Republic, Islamic Relief provided 
medical items and training to 70 health facilities in the northwest of the country (164). 
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The allocations are expected to cover 20% of the 
population by the end of 2021, with no country being 
able to receive doses for more than 20% of the 
population until all of the countries in the financing 
group have been offered the same (168). By the end 
of February 2020, over 37 000 vaccine doses reached 
the occupied Palestinian territory and close to 94 000 
doses reached Tunisia (169). There is also the intention 
to provide additional supply for higher coverage in 
2022 (166). Recurring outbreaks are likely in countries 
with low levels of vaccination. Many countries in the 
Region are also looking to procure additional vaccines 
through bilateral agreements with the manufacturers to 
cover the remaining percentage of their population (for 
example, Pakistan). 

It is essential that international assistance for the 
supply of vaccines and for logistics around distribution 
are provided to low-income countries. For instance, 

countries. The status of COVAX participation in the 
Middle East and North Africa, as at 4 January 2021, 
is shown in Table 3.6. Eleven countries in the Eastern 
Mediterranean Region have made commitments to 
the COVAX Facility, and the United Arab Emirates 
has indicated their intention to participate (166, 167). 

some of the COVID-19 vaccines require ultra-cold 
chain storage temperatures of below -80°C and many 
low-income countries, including those in the Region, 
lack the required infrastructure to facilitate this (170). 

Meanwhile, it is essential to prepare for national 
vaccination programmes. There is an essential 
requirement and an opportunity for governments to 
address and reduce vaccination hesitancy, particularly 
among the most vulnerable populations. The 
experience of the United Kingdom has shown that 
during the first few weeks of the COVID-19 vaccination 
programme, minority ethnic communities were less 
likely to attend vaccine clinics (171). At the end of 2020, 
a poll of 15 countries in Africa, including Sudan and 
Tunisia, by the Africa Centres for Disease Control and 
Prevention, found the majority (79%) of respondents 
would take a COVID-19 vaccine “if it were deemed safe 
and effective” (172, 173). 

Afghanistan, Egypt, Morocco, the occupied Palestinian 
territory, Pakistan, Somalia, the Syrian Arab Republic 
and Yemen are among the 92 low- and -middle-income 
countries who are eligible to have their participation 
in the COVAX Facility supported by the Gavi COVAX 
Advance Market Commitment (167). 

Source: Gavi (2020) (167).

Table 3.6. COVAX Facility participation status in the Middle East and North Africa, by country,
as at 4 January 2021

Eligible for Advance 
Market Commitment

Commitment agreement Intention to participate

Afghanistan Bahrain United Arab Emirates

Djibouti Iran (Islamic Republic of) 

Egypt Iraq

Morocco Jordan

Occupied Palestinian territory Kuwait

Pakistan Lebanon

Somalia Libya

Sudan Oman

Syrian Arab Republic Qatar

Tunisia Saudi Arabia

Yemen
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BUILDING BACK FAIRER IN 
RESPONSE TO COVID-19

Although the numbers of deaths and infections from 
COVID-19 have been relatively low in the Eastern 
Mediterranean Region compared to other regions, the 
economic impacts have been extremely damaging 
and will widen income inequities and increase health 
inequities. Urgent action is needed in all countries to 
support disadvantaged groups who are faced with 
increasing poverty, destitution, hunger and ill health. 
The actions taken to support the most disadvantaged 
and vulnerable people through the pandemic need to 
be retained and scaled up. While many actions have 
been supportive, they are intended to be short term; 
however, many of the programmes should be retained 
even when the immediate COVID-19 health crisis 
abates, such as increased pensions for those on low 
incomes, targeting women heads-of-households, cash 
transfers to those on the lowest incomes and social 
protection for informal workers. This Commission 
makes relevant recommendations which will allow 
more equitable social and economic development and 
reduce unfair and inequitable health. These provide an 
agenda for building back fairer. 

The pandemic has bought inequities to the forefront 
of public and political consciousness, which should 
directly translate into action to reduce these inequities. 
The whole-of-government and whole-of-society 

approaches that have been necessary to contain 
the pandemic can continue into plans for recovery 
and building back fairer. The pandemic has also 
demonstrated that protecting health is the highest 
priority for the public and should be the highest 
priority for governments. As we set out in this report, 
economic growth has been the driving concern of 
many governments, but economic growth should be 
considered as an ambition in order to achieve greater 
health for the whole population. Social and economic 
policies which are inimical to that should be reworked, 
so that greater health equity is at their centre. The 
agenda for action set out in this report will allow 
significant progress towards that goal and towards 
greater health equity in the Region. In Morocco, for 
example, the Government is developing a recovery plan 
that accelerates inclusive growth, including providing 
health coverage for all Moroccans within a five-year 
timeframe, expanding social welfare and reforming 
state-owned enterprises (174). Morocco has identified 
integrating the informal sector into the economy as a 
strategic pillar of its post-crisis recovery strategy (78).

Going forward, multisectoral and whole-of-government 
responses to the pandemic are important for longer 
term efforts to reduce health inequities. Newly 
established collaborations, multisectoral policies and 
governance arrangements can bring positive learning 
for action on the social determinants of health. Box 3.6 
gives an example of policy efforts in Tunisia to balance 
post-COVID-19 economic growth with social equity.

Box 3.6. Reducing inequities to protect health in Tunisia   

Tunisia passed a draft “social and solidarity economy” law in June 2020. The new law aims to balance 
economic growth and social equity by promoting equitable co-existence of public, private and social 
economy institutions (175). It also seeks to promote economic and social inclusion of disadvantaged 
and marginalized populations, including those living in isolated rural areas and unemployed youth, 
by encouraging them to associate in cooperatives, mutual organizations or self-help groups that can 
help to improve livelihoods and create jobs (176). The law aims to reduce COVID-19 transmission and 
mortality through reducing socioeconomic inequities (176, 177).
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The pandemic is an opportunity to envision a more 
inclusive and sustainable economy. A green recovery 
has higher economic multipliers than the business-
as-usual model of “brown” growth. Options include 
“investing in natural capital for terrestrial, marine, and 
coastal ecosystem resilience; restoration of carbon-
rich habitats; resource efficiency; integrated land 
management systems; sustainable agriculture; and 
clean energy production are the prime policies for green 
growth” (178). Low oil prices will increasingly affect the 
capacity of many countries in the Region to respond to 
the COVID-19 pandemic. Oil demand is not expected 
to recover to pre-pandemic levels in 2021 (72). As the 
United Nations have stated, for countries dependent on 
oil revenues, low oil prices “underscore the urgent need 
to expedite diversification efforts to expand their sources 
of revenue beyond oil and embark on low-carbon 
development” (74). 

The COVID-19 pandemic may have provided some 
GCC countries with an opportunity to shift the 
way they view migrant workers, who are providing 
essential services during the pandemic. In Qatar, 
the Government announced all migrant workers in 
quarantine or undergoing treatment were to receive 
their full salaries (179). Qatar also began to dismantle 
the kafala system, meaning migrant workers are able 
to change their jobs before the end of their contracts 
without seeking permission from current employers. In 
addition, Qatar introduced a minimum monthly wage 
and required employers to pay allowances for food and 
housing if not provided directly to workers; however, 
workers are still liable to be charged with absconding 
if they leave their jobs without prior permission (180). 
Saudi Arabia introduced policies, for implementation 
in March 2021, that will allow foreign workers the right 
to change jobs by transferring their sponsorship from 
one employer to another, and to leave and re-enter 
the country and secure final exit visas without the 
consent of their employer (181). In Bahrain, an amnesty 
for irregular migrants and cuts in permit fees were 
announced in April 2020 (182). 

SUMMARY AND 
RECOMMENDATIONS
 
While the pandemic has caused a health and 
health equity crisis and is amplifying existing social, 
economic and health inequities in countries, it has also 
made existing inequities more visible and provided 
opportunities to do things differently and build back 
fairer. Infection and mortality from COVID-19 relate to 
occupation, income, living conditions and prior health 
as well as to gender and age, and in consequence 

COVID-19 infection and mortality are profoundly 
inequitable. Our first recommendation is to reduce these 
inequities through immediate reductions in inequities in 
exposure to COVID-19. One way to do this is through 
appropriate communication in areas and communities 
that do not have good access to information – including 
communication through pharmacies and community 
workers in rural and urban areas. We also propose 
introducing immediate measures to reduce transmission 
at scale, such as improving access to water and 
sanitation for hygiene in places that currently lack such 
facilities, including all schools and refugee and IDP 
settlements. 

Secondly, this chapter shows that implementing the 
agenda and recommendations in all the areas covered 
in this report will not only help to reduce inequities in 
infection and mortality from COVID-19 – it will also 
reduce inequities in other health conditions. Taking these 
actions is essential for an equitable pandemic response 
and for building back fairer in the Eastern Mediterranean 
Region. In addition, we propose that specific and 
immediate attention is given to nutrition and mental 
health – populations have suffered immensely in both 
these areas during the pandemic. 

Equitable acquisition and delivery of vaccines is a 
priority for countries in 2021–2022 and consideration 
must be given to prioritizing those most exposed and at 
risk of infection and mortality, including frontline health 
workers, those working and living in crowded conditions 
with low access to adequate washing facilities, and 
those most at risk due to pre-existing health conditions. 
Richer countries must help to fund and secure 
vaccinations for less wealthy countries in the Region.
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Recommendations

1. Reduce inequities in infection and mortality by addressing the underlying causes of 
    inequities and taking steps to minimize inequities in exposure.
• Intensify communication about COVID-19 risks in informal settlements, IDP and 

refugee camps, rural areas and among migrant workers. Work with communities 
to develop communication plans and use pharmacies and community workers to 
disseminate information. 

• Urgently ensure sanitation, hygiene, access to clean running water and soap in all 
IDP and refugee settlements and schools. 

• Improve migrant workers’ accommodation, reduce crowding, improve ventilation 
and ensure access to clean running water. Provide free testing and transportation to 
testing sites for migrant workers. 

2. Mitigate the unequal impacts of containment measures on unemployment, income, 
    hunger and gender equity.
• Develop and implement plans to build back fairer based on this report.
• Ensure emergency social protection and nutrition support to include everyone with 

low incomes in every country (not just those on the very lowest incomes) and provide 
financial support to quarantined workers. 

• Take steps to reduce the increased incidence of mental illness and expand access to 
mental health services. 

3. Implement equitable vaccination programmes. 
• Develop equity-driven national vaccine roll-out plans with consideration of risk of 

exposure. 
• Wealthier countries should help secure and fund vaccinations for lower-income 

countries in the Region and promote cooperation, particularly through mechanisms 
such as the COVAX Facility. 

• Prioritize actions to reduce vaccination hesitancy. 

Relevant SDG targets

1.3, 1.4, 1.5, 1a, 1b

2.2

3.8, 3b, 3d

4a

5.1, 5.2, 5.5, 5a, 5c

6.1, 6.2

8.5, 8.6, 8.8

10.2, 10.3, 10.4

11.1, 11.2, 11.5

16.1, 16b

17.6
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CONFLICT AND 
CONSEQUENCES 
AND MIGRATION

INTRODUCTION

A central issue for the Eastern Mediterranean Region 
and for health equity is conflict and its damaging 
and inequitable consequences. Conflict, resulting 
from war and armed conflict, directly affects more 
than half the countries in the Region causing death, 
disability and disease, and severely damaging the 
social determinants of health. It also leads to widescale 
migration and high numbers of refugees and internally 
displaced persons (IDPs), poor living and working 
conditions, and highly unstable economic and social 
contexts – consequences which affect all the countries 
and territories in the Region. We do not explore the 
complex drivers of conflict, nor how to resolve it – 
these are beyond the remit of this Commission – but 
point out the myriad impacts of conflict on health and 
health equity, and propose that health equity should 
be a prime consideration in international responses 
and in peace and reconstruction efforts in the Region. 
The Commission supports WHO’s position that all 
parties to conflicts observe both the letter and spirit of 
international humanitarian law as a critical element of 
ameliorating the direct and indirect impacts of conflict; 
and that protection of medical missions, facilities and 
health workers is one of the fundamental principles of 
the International Health Regulations (2005)1 which must 
be universally respected. 

The Region has long been a destination of economic 
migrants – those seeking work, or actively recruited. 
In general, the process of accepting migrants has 
been controlled by entry visas, job opportunities, 
regulations and insurance requirements. The Region 
also hosts the largest number of international refugees 
and IDPs in the world, largely as a result of conflict, 
and many host countries have seen particularly rapid 
increases in numbers seeking refuge in recent years 
as levels of conflict escalate. This makes provision 

of basic services, housing and social protection 
extremely challenging, including for the host country’s 
population, and requires a concerted international 
response. Meanwhile, the COVID-19 pandemic has 
had highly damaging impacts on the lives and health 
of many migrants and refugees, including the impacts 
of containment measures which have resulted in loss 
of livelihoods, reduced or no access to services or 
financial support, and escalating discrimination and 
exclusion. 

Sanctions and the ongoing occupation of the occupied 
Palestinian territory, including east Jerusalem represent 
two other important consequences of conflict in the 
Region. Imposing sanctions on countries is a tool 
used largely to leverage political change and contain 
perceived threats, but such strategies have profound 
socioeconomic and health impacts on the general 
population, particularly the most disadvantaged 
populations. Long-term occupation in the occupied 
Palestinian territory damages health and significantly 
undermines the social determinants of health. The 
conditions to lead a healthy and dignified life are made 
difficult by widespread violations of human rights. In 
our consideration of these issues, we describe their 
impacts on health equity and make recommendations 
to prioritize health equity in political decision-making. 

CONFLICT IN THE REGION

Conflict within and between countries and territories 
has multiple and profound direct and indirect impacts 
on health and health equity in the Region and is 
significantly hampering progress towards achievement 
of the SDGs and compliance with human rights in the 
Region (both discussed further in chapter 13). Nearly 
every country in the Eastern Mediterranean Region 
has been affected by war, armed conflict and terrorism 
since the beginning of the twenty-first century causing 

1  International Health Regulations (2005). Available from: https://www.who.int/health-topics/international-health-regulations#tab=tab_1. 
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high rates of death, disability, communicable diseases, NCDs and poor mental health, and significantly increasing 
health inequities across the Region. Conflict and its consequences adversely affect all social determinants of health, 
including the availability of early years support, education, health services, employment, income, social protection 
systems, essential environmental conditions and services, including access to food, shelter, water, sanitation and 
electricity.  Conflicts increase social, economic, gender and health inequities in the short and long term. Table 4.1 
outlines the direct and indirect effects of conflict on health and the social determinants of health. 

Table 4.1. Direct and indirect consequences of conflict on health and the social determinants of health 

Conflict 
consequence 

Types of actions
Effects on health and social determinants of 
health

Direct 
(battlefield)

Armed conflict 
• Small arms, grenades, artillery, mines, 

bombs, air attacks
• Torture, sexual violence
• Kidnapping, assassinations, imprisonment
• Besiegement 

Combat deaths and injuries 

Combat-related illnesses 
• Infectious diseases, cardiovascular and 

respiratory diseases
• Sexual and reproductive health 
• Mental health e.g. post-traumatic stress 

disorder 
• Malnutrition, anaemia

Indirect Destruction and disruption of
infrastructure and services
• Health facilities and systems
• Schools and education systems
• Housing
• Water and sanitation systems
• Food production and distribution
• Roads, power, transportation

Economic disruption
• Destruction of factories, agriculture
• Commercial, banking disruption 
• Exodus of people and their skills (health 

care workers, teachers, etc.) 

Resources diverted to conflict
• Fewer resources for social needs, 

e.g. health, education, social protection, 
infrastructure

• Reduced subsidies
• Reduced capacity of and confidence  

in the public sector

Focus on survival rather than on healthy 
behaviours

Inadequate health care access and quality
• Reduced availability of equipment and 

supplies
• Reduced health care and public health 

functions

Inadequate education access and quality
• Reduced pre- and general school enrolment 
• Gender imbalance in schools
• Reduced safe and secure shelter 

Lack of infrastructure and essential 
supplies 

Inadequate housing, electricity and fuel, 
water and sanitation 

Increased pollution 

Increased prices for food, transport and 
water 

Unemployment and reduced family income 

Interrupted safety nets
• Pensions and support for elders
• Poverty reduction programmes  

(e.g. cash transfers, food support)

Reduced personal care
• Poor diet, lack of exercise, smoking
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Nearly half of the 22 countries and territories in the Region are currently in an acute or protracted state of emergency (1). 
While conflict-related fatalities in other regions of the world declined from 2001, the number of conflict-related fatalities 
in the Region began increasing, exceeding 150 000 deaths per year since 2014 (Fig. 4.1). It is beyond the scope of this 
Commission to make proposals to avert conflict. We note, however, that key drivers of conflict can include suppressive 
political systems, high levels of socioeconomic and environmental inequities, the sale of arms, external political and 
military interventions, and poor economic conditions. Additionally, access to and control of resources (especially water 
and oil), identity disputes and control of transport routes have been cited as significant drivers of conflict in the Region. 

Fig. 4.1. Total deaths (in thousands) per year from war and terrorism, by WHO region, 1990–2017

Source: Global Burden of Disease database (2021) (2).
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Source: Global Burden of Disease database (2021) (2).

Fig. 4.2 shows the estimated death rates per 100 000 population from direct conflict and terrorism in the Region 
each year in the most-affected countries and territories. 

Fig. 4.2. Conflict and terrorism deaths (per 100 000 population) in selected countries and territories in the 
Region, 1990–2017

Deaths (per 100 000 population) 

Afghanistan Libya

1990 2000

Libyan conflict

Syrian conflict

Iraqi and Somali conflicts Palestinian conflict

2010

Somalia Syrian Arab Republic

Iraq Occupied Palestinian territory Sudan Yemen



114

CHAPTER 4   |    CONFLICT AND CONSEQUENCES AND MIGRATION

Fig. 4.3 shows the impact of conflict on mortality in the Region between 2009 and 2019. Over the decade, more than 
a quarter of all deaths in the Syrian Arab Republic (26.6%) were from conflict and terrorism.  

Fig. 4.3. Percentage of deaths caused by conflict and terrorism, by country and territory, 2009–2019 
 

Source: Global Burden of Disease database (2021) (2).
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Since 2017, direct and indirect health impacts from conflict have accelerated in Yemen, which has experienced the 
largest cholera outbreak on record, and in Sudan where there were six disease outbreaks in 2019. There have been 
outbreaks of wild poliovirus in the Syrian Arab Republic due to conflict, and polio remains endemic in Afghanistan 
and Pakistan (3). The average score for International Health Regulations (2005) core capacities is much lower for 
the 12 conflict-affected countries and territories than for the other countries in the Region, placing them at greater 
risk of spread and public health consequences of COVID-19 and other epidemic-prone diseases (3). Effective 
humanitarian and health care responses are limited by insecurity, disrupted health systems, limited local capacities 
and underfunding (3). 

In addition to mortality, exposure to traumatic events causes a marked increase in adverse mental health outcomes 
in conflict-affected populations. Communities subjected to armed conflict experience increased prevalence of post-
traumatic stress disorder and depression (4, 6). One in five people living in an area affected by conflict has reported 
clinically significant levels of depression, anxiety, post-traumatic stress disorder, bipolar disorder or schizophrenia, and 
about one in 10 conflict-affected persons has a moderate to severe mental health condition, compared to the estimated 
average prevalence globally of one in 14 (7, 8). Sexual violence (which increases during periods of armed conflict) 
causes physical harm and psychological trauma, as well as increased risk of sexually transmitted infections and 
unwanted pregnancy (9, 10). Stigma often limits reporting of these attacks, as well as limiting care-seeking behaviour of 
victims (10). Box 4.1 outlines some supportive mental health interventions in post-conflict settings in the Region. 

Box 4.1. Examples of promising mental health interventions in post-conflict settings

Brief group psychological intervention, Pakistan (11). This project tested the effectiveness of a group 
intervention for conflict-affected individuals in rural Pakistan suffering from anxiety and depression. 
Eligible females (based on mental health screening tools) aged 18–60 years participated in five 2-hour 
group sessions, with six to eight participants in each group. The sessions included topics such as 
psychoeducation, goal setting, stress management, problem-solving and strategies to strengthen social 
support. Groups were facilitated by local women. Intervention participants were found to have lower mean 
total scores on the Hospital Anxiety and Depression Scale than women in the control group.

Community-based mental health treatment for survivors of systematic violence and armed 
conflict, Iraq (12). This randomized control trial tested the effectiveness of two counselling therapies 
to address mental health challenges of survivors of violence during armed conflict. A transdiagnostic 
intervention and cognitive processing therapy were provided by non-specialized health workers, since 
few mental health practitioners are available in Iraq. The study demonstrated that the approaches 
appeared to benefit survivors of systematic violence through reducing multiple mental health 
symptoms, including trauma and depression as well as anxiety and dysfunction. Additionally, this study 
demonstrated that non-specialized health workers can effectively deliver mental health therapies in 
lower resource settings to people affected by conflict.

The effects of conflict on the social determinants of health include economic damage, unemployment and reductions 
in family income, destruction of housing and water and sanitation infrastructure, increased food prices affecting 
nutrition, and interruption of social safety nets, pensions and support for elders. All of the many societal harms 
resulting from conflict have deep and longstanding effects on health equity in the Region. However, there are 
opportunities to further prioritize the social determinants of health in reconstruction and peacebuilding initiatives, 
in addition to the immediate focus on health care. Many programmes in fragile and conflict-affected settings have 
achieved enormous progress, as outlined in Box 4.2 in relation to education in Afghanistan and Iraq. 
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Box 4.2. Conflict and education 

Barriers to education access during conflict include limited numbers of operating schools, fears of 
targeted attacks, and ongoing violence that prevents teachers and students from getting to school. 
Increased poverty may affect families’ ability to access school and children may be forced to work.  
Already limited education funds may be reallocated to military, health and emergency services in times 
of conflict, further exacerbating direct and indirect barriers to education (13). 

Afghanistan 
In Afghanistan, school attacks surged from 68 attacks in 2017 to 192 attacks in 2018. In addition to the 
direct attacks on schools, incidental destruction of facilities has been substantial. Ongoing conflict has 
forced the closure of more than 1000 schools across the country, with half a million children unable to 
attain an education as a direct result of these closures (14). 

UNICEF has worked with the Government of Afghanistan to increase the number of children attending 
school (15). UNICEF provides emergency education and an Education in Emergencies Working Group 
(EiEWG), led by UNICEF and Save the Children, assists the Ministry of Education in their disaster 
response and in providing access to quality education in a safe environment for children who are 
affected by emergencies (15, 16). Data reported by the EiEWG for January–December 2020 showed that 
there were 17 EiEWG partners with ongoing Education in Emergency activities in Afghanistan: nearly 
6000 temporary classrooms and community-based schools had been established, and 194 117 children 
affected by emergencies had access to education in emergency programmes implemented by EiEWG 
partners (17). 

A Child-Friendly Schools approach has been adopted by the Government in Afghanistan to create an 
inclusive, safe, child-centred and protective learning environment (15). The Government of Afghanistan 
also endorsed the Safe Schools Declaration in 2015 (18). This Declaration is an “inter-governmental 
political commitment to protect students, teachers, schools and universities from the worst effects of 
armed conflict” (19). 

Iraq 
In Iraq, conflict has led to damage to school infrastructure, loss of teachers and mass displacement 
of families, which has severely limited the provision of education services (20). UNICEF states that in 
conflict-affected governorates such as Diyala and Salah al-Din more than 90% of school-aged children 
are not included in the education system (20). Additionally, around one in every two schools has been 
damaged and requires rehabilitation (20). 

UNICEF has been supporting the Ministry of Education in Iraq in implementing initiatives to improve 
learning environments, making school environments safer and supportive of quality learning (20). The 
National Education Cluster in Iraq, which was formed in 2014 and is led by UNICEF and Save the 
Children, works in collaboration with the Federal Ministry of Education and the Ministry of Education of the 
Kurdistan Region of Iraq (21). There are also seven subnational education clusters in Iraq, which serve to 
provide responses at the governorate level (22). The Iraq Education Cluster strategy for 2019 provides a 
response plan, framework and recommendations for Education in Emergency programmes (21). Iraq also 
endorsed the Safe Schools Declaration in May 2015 (23).
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To repeat the obvious, we deplore that armed conflict 
has risen in frequency in the Eastern Mediterranean 
Region in the last 20 years. It is damaging the lives of 
the population in the countries and territories where 
it is taking place. Were it possible, the overwhelming 
priority would be to take steps to reduce the likelihood 
of armed conflict. There is still, however, much greater 
scope for humanitarian and emergency assistance to 
focus reconstruction interventions and humanitarian 
responses on the social determinants of health as well 
as provision of health care. These social determinant 
interventions are also health equity interventions. More 
research is needed into the consequences of armed 
conflict on health and the social determinants of health, 
and on the impacts of social determinant interventions 
on health. This would improve provision of services, 
improve outcomes for affected people and strengthen 
peacebuilding initiatives. 

MIGRATION IN THE REGION 

Migration patterns in the Eastern Mediterranean Region 
vary widely and include forced migration within and 
between countries and territories as a result of conflict, 
migration within the Region as a result of social, 
economic and other factors, and migration to the 
Region for work. “Migrant” is an umbrella term, with a 
number of definitions. The International Organization 
for Migration (IOM) understands the term as referring 
to “a person who moves away from his or her place of 
usual residence, whether within a country or across an 
international border, temporarily or permanently, and 
for a variety of reasons” (24). An economic migrant 
specifically refers to “a person who leaves their country 
of origin purely for economic reasons in order to 
seek material improvements in their livelihood” (25). 
Migration can also be forced as a result of conflict, and 
the term refugee specifically refers to “someone who 
has been forced to flee his or her country because of 
persecution, war or violence” (26). IDPs are defined 
by the Guiding Principles on Internal Displacement as 
“persons or groups of persons who have been forced 
or obliged to flee or to leave their homes or places of 
habitual residence … and who have not crossed an 
internally recognized state border” (27). Migrants are 
both temporary (pass-through to other countries and 
short-term) and permanent, both regular (legal) and 
irregular (28). The COVID-19 pandemic has caused 
large numbers of economic migrants to return to their 
original country and, as the economic and social 

impacts of containment measures intensify, the numbers 
of those needing to look for work in other countries will 
increase. There have also been reports of increasing 
levels of violence, exclusion and discrimination towards 
migrants as a result of COVID-19 (29). In Chapter 6, we 
report on increasing hostility and discrimination towards 
economic migrants and refugees in the Region.

Migration has increased in recent years, driven by 
conflict and lack of opportunities, particularly education 
and employment opportunities in many countries and 
territories and shortages of labour in others (30). There are 
different estimates of numbers of refugees and economic 
migrants in the Region, but the numbers are all significant. 
By 2019, an estimated nearly 7 million refugees had left 
the Syrian Arab Republic as a result of conflict, and over 
6.5 million had been internally displaced (31). In Yemen, 
nearly 3.6 million had been displaced (both refugees 
and IDPs) (32) and in Iraq, nearly 2 million people had 
been forced to migrate (33). Countries and territories 
experiencing outward migration are losing some of the 
most economically active and educated people as they 
leave areas due to conflict and economic limitations. 
Meanwhile, inward migration can place severe strain 
on the host countries’ resources, social cohesion and 
capacity to deliver basic services and social protection 
for all residents. However, refugees can also provide a 
significant economic boost and lead to greater economic 
development. 

In 2019, Jordan, Lebanon, Pakistan, the Islamic Republic 
of Iran and Sudan were hosting large numbers of 
refugees as a result of conflict in neighbouring countries 
and territories (Fig. 4.4). The large numbers of refugees 
increase the demands on natural resources, food 
supplies, essential services, employment and health 
and education systems in these countries. There are 
also economic and social benefits from the presence of 
refugees. The total number of immigrants into countries 
and territories in the Region is shown in Fig. 4.5. 



118

CHAPTER 4   |    CONFLICT AND CONSEQUENCES AND MIGRATION

Fig. 4.4. Number of refugees (in thousands) in host countries and territories in the Region, 2019 

Notes: Refugees refers to “the number of people that are recognized as refugees under the 1951 Convention relating to the Status of Refugees and 
its 1967 Protocol or under the 1969 Organization of African Unity Convention Governing the Specific Aspects of Refugees Problems in Africa; those 
granted refugee status in accordance with the United Nations High Commissioner for Refugee Statute; those granted humanitarian status or temporary 
protection by the State in which they find themselves those in refugee like situations; and Palestinian refugees registered with the United Nations Relief 
and Works Agency for Palestinian Refugees in the Near East (UNWRA). Data includes asylum seekers” (34). The estimates are also based on end of 
year 2017 estimates of refugee populations and refugee-like situations (35). 
Source: United Nations international migration data, 2019 (34).
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Source: United Nations international migration data, 2019 (34).

Fig. 4.5. Total number of immigrants (in thousands) by country and territory of destination in the Region, 2018
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Fig. 4.6. Number of international migrants (in thousands) by country and territory in the Region, 2019 

Notes: International migrants refers to “the midyear (1 July) estimate of the number of people living in a country or area other than that in which they 
were born. Where the number of foreign-born was not available, the estimate refers to the number of people living in a country other than that of their 
citizenship” (34).
Source: United Nations international migration data, 2019 (34).

The major outward migration destinations of people from countries and territories of the Eastern Mediterranean were 
within the Region itself. The remainder of migration out of countries and territories in the Region has been primarily to 
countries in the European Union (EU), the United States of America and Turkey (37).
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Some countries, predominantly GCC countries, attract large numbers of inward economic migrants from countries 
and territories both within and outside the Region, as shown in Fig. 4.6. In some of these countries, migrants make 
up over three quarters of the total population (36).
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Note: No data available for occupied Palestinian territory.
Source: World Bank, based on modelled ILO estimates (39).

DRIVERS OF MIGRATION 

In addition to conflict, economic migration is directly related to poor outcomes in the social determinants of health in 
the origin country including poverty, poor educational standards, unemployment, poor housing and living conditions, 
lack of access to food and social services, religious persecution, and legal status (38). Fig. 4.7 shows that most 
countries with low unemployment have a large proportion of in-migrants in their general population, whereas 
countries with high unemployment are more likely to have out-migrants. Unemployment is, of course, a major social 
determinant of health on its own. 

Fig. 4.7. Unemployment and inward migration in the Region, 2018
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Water scarcity and food insecurity are a particular 
challenge for the Region. The Eastern Mediterranean 
Region is the most water-scarce region in the world, 
and all countries and territories experience high 
proportions of freshwater usage compared to available 
resources (described in Chapter 7). It is likely that water 
scarcity will drive more migration and conflict in the 
Region as the climate changes. Accounts describe 
that the political conflict which led to the war in the 
Syrian Arab Republic in 2011 had been aggravated by 
the multi-year drought that gripped the area between 
2005 and 2010, which led to a significant migration 
westward to urban areas such as Aleppo, Hama, 
Homs, Damascus and Dara’a (40, 41). 

HEALTH AND MIGRATION

The health of migrants is shaped by the conditions in 
their home countries and territories, the situations they 
faced during their migration journey and the conditions 
they face in host countries (42). SDG 10 (reduce 
inequality within and among countries) clearly addresses 
migration through target 10.7: “facilitate orderly, 
safe, regular, and responsible migration and mobility 
of people, including through the implementation of 
planned and well-managed migration policies”. Most 
countries and territories have committed to working 
toward the SDGs, which indicates a clear justification 
to demand humanistic migration policies; however, 
such policies are generally weak at present.

The circumstances surrounding the migration process 
and conditions during the migration journey often 
expose migrants to major health risks. The very 

Box 4.3. Health profile of Palestinian refugees (51) 

The occupation has led to large-scale displacement of people, with severe implications for health and the 
social determinants of health of Palestinian refugees. In 2019, a total of 5.6 million registered refugees 
were spread between Jordan, Lebanon, the occupied Palestinian territory and the Syrian Arab Republic. 
Over a quarter of registered refugees live in and around 58 official camps, while the majority live alongside 
host country communities. Food insecurity remains a challenge, constituting a serious risk factor for 
poor health. Meanwhile, ongoing conflict and the lack of a solution for the status of Palestinian refugees 
contribute to the increasing prevalence of mental health and psychosocial-related disorders. Pending a 
solution, the United Nations Relief and Works Agency for Palestine refugees in the Near East (UNRWA) 
supports refugees and works in the five main host territories, with 56.2% of registered refugees heavily 
dependent on UNRWA health care and other services.

young and old, and those with pre-migration health 
conditions, are especially susceptible to the risk of 
injuries, communicable diseases and conditions 
exacerbated by stress. Other conditions posing risks 
include poor mental health and maternal/child health 
problems (43, 44). A significant number of migrants 
report exposure to traumatic experiences during 
migration, including violence and exploitation (45). 
Children are particularly vulnerable and may experience 
violence, abuse and exploitation during migration and 
after arrival.

Many refugees and migrants have pre-existing health 
conditions (46, 48) and poor health; however, data on 
the health of migrants in the Region are limited. A few 
studies have attempted to monitor health conditions 
among refugees. The prevalence of NCDs was outlined 
in a study by McNatt (2020) among certain refugee 
populations; for example, diabetes among Syrian 
refugees in Jordan and Lebanon was around 5.3% and 
3.3%, respectively, and the prevalence of hypertension 
was 9.7% and 7.4%, respectively (49). However, it 
was also suggested that these figures are likely to 
be underestimates due to challenges in identifying 
representative samples and self-reporting bias (49). 
High NCD burdens were also reported for other 
refugee populations including those from Afghanistan, 
Iraq and the occupied Palestinian territory, with 
results from screening activities indicating that 18% 
of Palestinian refugees have hypertension and that 
self-reported hypertension among Iraqi refugees 
ranges from 3% to 30% (49, 50). Box 4.3 outlines 
circumstances for Palestinian refugees in the Region 
which impact on their health and access to health care. 
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Box 4.4. Regional action plan to promote the health of migrants, refugees and displaced 
populations (2019) (55) 

This regional plan sets out health and social measures for migrants, refugees and displaced populations 
to access health care. It covers the universal health coverage dimensions of population coverage, 
service coverage and financial protection, as well as the three universal health coverage goals of equity 
in service use, financial protection and quality. The plan has two main pillars: 1) to mainstream migrants, 
refugees and displaced populations within the universal health coverage platform; and 2) to mainstream 
programmes to ensure healthier migrants, refugees and displaced populations within the social 
determinants of health. 

To ensure successful implementation, WHO should design a detailed implementation plan and monitoring 
framework to aid Member States. Granting migrants the same entitlements to health care as given to other 
residents should be a priority for policy action in all receiving countries (56). 

Refugee groups can face significant challenges in accessing host country health systems, which can consequently 
impact on the management of their illnesses and in receiving diagnoses for any new NCDs (49). Limited awareness 
of health facility locations or extensive distance to facilities creates substantial barriers to accessing health services, 
particularly for unregistered migrants and refugees (52). The majority of irregular migrants are uninformed about their 
rights to access medical services and avoid seeking medical help for fear of being discovered by the authorities (53). 

A study to investigate the existing global research about the health of international Arab migrants (1988–2017) 
concluded that research on the health of migrants in countries and territories in the Region has mainly been focused 
on mental health and on refugees, particularly Syrian refugees, and that research on the health of non-refugee 
migrants (such as economic migrants) is limited (54). Much more research is needed on infectious diseases, NCDs, 
women’s health and reproductive health of migrants (54). Box 4.4 sets out a regional action plan from WHO to 
provide health and social measures for migrants, refugees and IDPs in the Region. 

Providing sufficient water for refugees is a significant challenge for host nations. In refugee camps and vulnerable 
communities, water is scarce and water quality and safety pose a health risk. The vast majority of refugee camps in 
the Region are unable to provide the recommended minimum of 20 litres of water per person per day. In addition, 
many countries and territories hosting refugees are already in water scarcity. Jordan is one of the 10 most water-
scarce countries in the world and, according to United Nations international migration data, in 2019 there were nearly 
3 million refugees and asylum seekers in Jordan (34). The increase in refugee populations has caused tremendous 
strain on the country’s low water resources, making it difficult to supply sufficient amounts of clean water for all 
refugees (57). Box 4.5 outlines initiatives for providing assistance for Syrian refugees in Jordan.
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Migrant workers are vulnerable to deportation, especially in GCC countries, and if their documentation expires they 
are liable to arrest or imprisonment (59). Additionally, migrants without legal status are unable to register births or 
deaths, work in the formal labour market, or move freely within or outside their country of residence. Box 4.6 outlines 
recent initiatives to improve living and working conditions for economic migrants in GCC countries which will, in turn, 
benefit their health. In Chapters 6 and 9, we outline how economic insecurity, lack of legal status and poor quality 
living and working conditions experienced by many economic migrants in the Region are undermining health and 
health equity. 

Box 4.5. Social assistance programmes in Jordan for Syrian refugees (58) 

The United Nations social assistance programmes for Syrian refugees include UNHCR and UNICEF cash-
assistance interventions, as well as food vouchers provided by WFP. The multi-purpose cash assistance 
programme was introduced for Syrian refugees in Jordan in 2012 to help refugees to cover basic living 
needs, including rent, water and sanitation. By 2016, the programme had distributed US$ 98 million. In 
2015, UNICEF introduced an unconditional Child Cash Grant to help the most vulnerable Syrian refugee 
families with a monthly cash transfer of US$ 28 per child, with the aim of preventing families from turning 
to adverse coping mechanisms, such as the withdrawal of children from school or child labour. Since then, 
a total of 55 000 children from 15 000 families have been assisted through the programme. WFP’s voucher 
programme was first introduced in host communities in 2012 and provided access for Syrian refugees to 
particular supermarkets and to a greater diversity of food with a higher nutritional value. In 2017, WFP was 
providing this voucher to 25 000 families in refugee camps and 120 000 in host communities in Jordan. 
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Box 4.6. Initiatives for improving working conditions for economic migrants in GCC countries 

Abu Dhabi Dialogue
The Abu Dhabi Dialogue was first established in 2008 and is a forum for dialogue between 12 Member 
States, which includes (from the Region) Afghanistan and Pakistan and the six GCC countries of 
destination: Bahrain, Kuwait, Oman, Qatar, Saudi Arabia and the United Arab Emirates (60). The 
International Labour Organization (ILO), IOM and civil society and private sector representatives are also 
regular observers in this forum. The main aim of the forum is to promote “properly managed temporary 
contractual labour mobility” and to ensure that member countries adopt best practices in terms of 
labour migration. Programmes initiated by the Dialogue are guided by three pillars of good governance: 
ensuring the protection of migrant workers; empowering workers to fulfil their goals and aspirations; 
and affording workers the opportunity to benefit equitability from the outcomes of temporary labour 
migration (60). Additionally, four areas were outlined in a ministerial meeting in January 2008 on ways 
in which partnerships could improve policy and practice (61). One of these included: “preventing 
illegal recruitment practices and promoting welfare and protection measures for contractual workers, 
supportive of their well-being and preventing their exploitation at origin and destination” (61). 

The Abu Dhabi Dialogue also plays a role in developing and implementing pilot projects directed 
at improving labour migration governance (60). Following the ministerial meeting in 2017, four key 
programmes related to migration were outlined focusing on skills certification, ethical recruitment, 
information and orientation programming, and the role of technology in governance of labour 
mobility (60). A programme example is the Alternative Model of Labour Recruitment, which was launched 
by the governments of the United Arab Emirates and the Philippines in response to a report on the 
recruitment of workers from Kerala in India and Nepal who were travelling to the United Arab Emirates for 
employment (62). The results of the study showed that there were discrepancies between the job offer and 
the employment contracts of migrants (62). The project developed to provide “joint government oversight 
and monitoring of the recruitment process between the two countries”, and it is the first example of a 
programme jointly developed by countries and directed at ensuring fair and ethical recruitment between 
member countries of the Dialogue (62). 

REGISTRATION AND LEGAL STATUS OF MIGRANTS

Legal status in the host country is critically important for the well-being of migrants and often determines their level 
of access to health care and other social services (63). Countries in the Eastern Mediterranean Region have varying 
pathways to legal residency for migrants. Ensuring access to legal residency and streamlining administrative processes 
can provide migrants living in the Region with formal work permits and access to public services such as education 
and health care services. In some countries, children with no legal residence do not attend school, and in others, child 
labour is a common practice to help support refugee and migrant families (64). Box 4.7 outlines employment restrictions 
for Palestinian refugees in Lebanon, which limit their ability to work in a range of professions.
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Box 4.8 summarizes efforts by the Pakistani Government to regularize refugees from Afghanistan, enabling them to 
access services, employment and temporary residency.

Box 4.7. Restrictions on employment of Palestinian refugees in Lebanon 

By 2005, Palestinian refugees were permitted to practice in 70 professions in Lebanon. However, they 
are still prohibited from working in 39 professions, due to the precondition of needing to hold Lebanese 
nationality for a number of professions (65) including general medicine, nursing, pharmacy, health work, 
engineering and the law (66). Being able to work in the public service requires more than 10 years of 
Lebanese nationality, or having to fulfil the reciprocity of treatment condition, which is almost impossible to 
meet given the circumstances related to the occupied Palestinian territory (66). 

Box 4.8. Pakistan and legal residency for Afghan refugees (67)

Despite the lack of national legislation for refugee protection and absence of established procedures 
to determine the refugee status of persons who are seeking international protection within its territory, 
Pakistan generally accepts UNHCR decisions to grant refugee status and allows asylum seekers 
and recognized refugees to remain in Pakistan. In 2007, the Government of Pakistan started to issue 
identification cards to Afghan refugees registered with UNHCR. This was followed by a pledge by the 
Government to document Afghan nationals who currently have no identification, to adopt a national 
refugee law, and to assume a visa regime for different categories of Afghan nationals. This pledge allowed 
Afghans to obtain a proof of registration card that provides them with temporary legal residency, freedom 
of movement, and exemption from the application of the Foreigners Act.

Compared to men, women are much more likely to face extreme hardships as part of their migration experience 
(68). Unmonitored and illegal migration and displacement disproportionately impact women and girls, and usually 
women and children are the main victims of traffickers (69) and are at greater risk of exploitation and sexual 
violence (discussed further in Chapter 6) (68). 

APPROACHES TO IMPROVE HEALTH AND CONDITIONS FOR 
REFUGEES AND MIGRANTS
 
How the Eastern Mediterranean Region addresses migration will determine health and health equity outcomes, 
not only within the Region but across all international communities. Political decisions about how refugees and 
economic migrants are treated affect the health and capacity to live a dignified life for millions of people in the 
Region. While many host countries have been generous in accepting refugees, there needs to be a substantially 
greater international effort to support these countries in providing essential services and opportunities for a dignified 
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Box 4.9. Programmes to integrate refugees and provide an economic boost for host countries 

Jordan: the Economic Opportunities for Jordanians and Syrian Refugees Program for Results project 
The Government of Jordan requested assistance from the World Bank to support a holistic approach that 
targeted both host communities and refugees in response to the increasing numbers of refugees from the 
Syrian Arab Republic (72). In response, the World Bank is implementing an intervention (approved in 2017, 
to run until 2023) directed at supporting the host country to turn the impact of the increase in refugees into 
social and economic opportunity (72). Specifically, one of the three interlinked pillars of the approach is to 
turn “the Syrian refugee crisis into a development opportunity; that attracts new investments and opens 
up the EU market to create jobs for Jordanians and Syrian refugees whilst supporting the post-conflict 
Syrian economy” (72). 

Further development objectives of the programme include: improving working conditions and job 
formality; increasing access to digital finance; expanding economic opportunities for women, through the 
care economy and improved social norms; and improving the competitiveness of exports (73). Specifically, 
the programme will support access to entrepreneurship opportunities through home-based businesses 
and opening of closed sectors (such as tailoring and food sectors) for Syrian small-to-medium enterprises 
with less than 10 employees (73). Additionally, the project will seek to improve the investment climate in 
the childcare sector in order to support women’s employment opportunities (73). 

Egypt: improving refugee and host community livelihoods in Greater Cairo
A programme funded by UNHCR was implemented by Plan International in Egypt, with support from local 
nongovernmental organizations, between 2016–2018 (74). The programme was directed at improving the 
livelihoods of Syrian refugees and vulnerable families in Egypt through supporting entrepreneurial skills 
development, providing cash grants to support start-ups and business development, as well as providing 
case management support (74). The interventions aimed to improve the socioeconomic conditions of the 
target population and to ease economic pressures on host communities. Programme evaluation found 
that nearly 75% of participants had increased their monthly income since starting a business, 64% of cash 
grant recipients were still running their business, and 36% were growing or had a stable business (74).

life for refugees, including legal rights and status, 
access to education and employment, and upholding 
of human rights to work towards achievement of the 
SDGs. International and regional support for countries 
and territories with large numbers of refugees and IDPs 
should be increased. In Chapter 5, we recommend that 
for wealthy countries in the Region, 0.7% of their GDP 
be allocated to overseas development assistance – to 
include a sizeable contribution for supporting refugees 
and IDPs. 

Migration policies must be central to the development 
agenda in the Region. Policies should be based on the 
overall vision that migrants and refugees should have 
the same rights as citizens in accessing health care 
and education, and to safe and fairly paid employment. 

It is also important to recognize the positive impacts 
that migrants can have on the development of host 
countries, and on health and health equity throughout 
the Region. With well planned integration, migrants 
can fill key roles in the labour market and often bring 
with them special skills useful for the host country’s 
economy. Box 4.9 shows the importance of external 
financial support for host countries who have received 
large numbers of refugees. With access to education 
housing, employment and health care, and integration 
in the receiving society, migrants can be self-sufficient 
and provide a sizeable economic gain to economies. 
Studies of best practices should be informative for 
policy-makers (70, 71). 
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The absence of global responsibility and the lack of 
enforcement mechanisms to guarantee their rights has 
left refugees in an increasingly precarious situation. 
Regional instruments to address the refugee crisis 
are also lacking in the Eastern Mediterranean. Nine 
of the 22 countries and territories in the Region have 
signed the 1951 Refugee Convention and its 1967 
Protocol, but none have ratified it (75). In 1965, the 
Casablanca Protocol for the Treatment of Palestinians 
in Arab States was adopted by the Council of Foreign 

Ministers of Member States of the Arab League. This 
protocol advocates for the right to employment for 
Palestinian refugees in host countries, as well as the 
right to obtain travel documents and to travel between 
Arab states (76). However, many of the rights contained 
in the protocol have not been upheld. The 2018 Global 
Compact for Safe, Orderly and Regular Migration is an 
important approach, to which countries and territories 
in the Region should adhere (Box 4.10).

Box 4.10. The 2018 Global Compact for Safe, Orderly and Regular Migration (77)

The 2018 Global Compact for Safe, Orderly and Regular Migration is the first-ever United Nations global 
agreement on a common approach to international migration, and calls for cooperation to address the 
challenges of migration. The Compact aims to mitigate the adverse drivers and structural factors that 
hinder people from building and maintaining sustainable livelihoods in their countries of origin. 

The Global Compact is designed to reduce the risks and vulnerabilities migrants face at different stages 
of migration by respecting, protecting and fulfilling their human rights and providing them with care and 
assistance. It also seeks to address the legitimate concerns of states and communities, while recognizing 
that societies are undergoing demographic, economic, social and environmental changes at different 
scales that may have implications for and result from migration. Finally, the Compact strives to create 
conducive conditions that enable all migrants to enrich societies through their human, economic and 
social capacities, and thus facilitate their contribution to sustainable development.

DATA LIMITATIONS

Lack of data about the conditions in which migrants 
are living, or even on how many migrants there are in 
some countries and territories, limits understanding 
about their health, living and working environments 
and their priorities for support and intervention. Some 
governments do not formally acknowledge the existence 
of refugee camps, or resist migrant integration for 
various political, economic and cultural reasons. 

Civil registration and vital statistics are crucial 
components of effective health information systems, 
and the inclusion of migrants and refugees is important 
to the “progressive realization of the basic human rights 
of all individuals” (78). WHO has developed a Regional 
strategy for the improvement of civil registration and vital 
statistics systems 2014–2019, which recommends that 

“inclusive registration and vital statistics system must 
also address issues of statelessness and displacement 
among migrants and refugees in countries” (78). 
UNHCR reported 35% of Syrian refugee children 
were undocumented at birth in 2012, but that this 
decreased to 7% in 2015 (79). In Jordan, there was 
a 12-fold increase in the number of birth certificates 
issued to children who were born in refugee camps 
in 2015 compared to 2013, as a result of measures to 
assist with civil registrations for refugees; for example, 
dedicated civil registration offices were established by 
the Government of Jordan in collaboration with UNHCR 
in two of the largest camps (79). 

WHO’s regional strategy for improving civil registration 
systems outlines that there is a need “to create effective 
governance bodies and/or coordination mechanisms to 
ensure ... close coordination with the international and 
national humanitarian actors in addressing inclusive 
civil registration and vital statistics in migrants and 



129

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

Box 4.11. Afghanistan population movement monitoring system (83)

Afghanistan has faced continued conflict for the past four decades, causing people to move within the 
country and internationally. In 2017, approximately 450 000 people were forcibly displaced from their 
homes. In order to strengthen existing health services and to mitigate the effects of the shortages in health 
care facilities among displaced communities, the Ministry of Public Health in collaboration with WHO 
and IOM launched a monitoring and reporting system within the Ministry’s control and command centre. 
The system aims to provide up-to-date information on mass population movements to facilitate a timely 
response for provision of needed health services to displaced populations. The reporting system also 
aims to register attacks on and closure of health facilities, to enable rapid response to conflict-affected 
populations that are deprived of health care services.

Box 4.12. The UCL-Lancet Commission on Migration and Health (82)

The UCL-Lancet Commission on Migration and Health was convened in 2018 to articulate evidence-
based approaches to inform public discourse and policy. The commission emphasized that despite 
the long history of human migration, attention has rarely been paid to migration as a fundamental 
determinant of health. The commission highlighted the magnitude of migration in the Middle East, and 
also stressed the need for data as the full range of migrant health needs are difficult to assess because 
of poor-quality data.

refugee hosting communities” and that “special measures need to be put in place to overcome barriers to registration in 
situations of displacement and conflict to ensure that migrants and refugees are able to access documentation relating 
to births, deaths, identity and family relationships” (78). The 2017 World Health Assembly resolution on Promoting 
the health of refugees and migrants (WHA70.15) also underscores the need to identify and collect evidence-based 
information, best practices and lessons learned in addressing the needs of refugees and migrants in order to inform 
plans for promoting their health (80, 81). Lack of data also limits capacities to measure the impacts and learn from 
interventions when they are in place.

Using data to monitor compliance with the Global Compact for Safe, Orderly and Regular Migration is essential to 
ensure accountability and adequate implementation of the Compact. The creation of an accountability framework 
– with clear indicators for monitoring and evaluating the implementation of the Compact by different countries 
and territories – can ensure better reporting, monitoring, transparency and accountability (82). Box 4.11 outlines 
Afghanistan’s efforts to introduce monitoring systems in 2017.

The collection of data “disaggregated by sex, age, migration status and other characteristics relevant in national 
contexts, while upholding the right to privacy under international human rights law and protecting personal data” 
should be prioritized (84). The UCL-Lancet Commission on Migration and Health has outlined approaches to improve 
essential migration data for more effective strategy development, implementation and assessment (Box 4.12) (82). 
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THE IMPACT OF SANCTIONS
IN THE REGION

Sanctions (applied by the United Nations or bilaterally) 
have been widely used in the Eastern Mediterranean 
Region over the past few decades and have had 
substantial negative effects on health and the social 
determinants of health. The impacts on health and 
social determinants are rarely assessed or incorporated 
into policies aimed at coping with and recovering from 
sanctions; however, health impact assessments should 
be a central component in decisions about sanctions 
and the type of sanctions imposed. 

As outlined by the United Nations Security Council 
“sanctions measures, under Article 41, encompass a 
broad range of enforcement options that do not involve 
the use of armed force” (85). Sanctions range from 
arms embargos and freezing of funds to commodity/
service boycotts or travel bans. International 
humanitarian law does not explicitly address economic 
sanctions, nor deal with their effects on the civilian 
population (86). The United Nations views sanctions 
as a response to peace and security threats, human 
rights and international humanitarian law violations, 
or humanitarian aid blockages (85). An “optimistic” 
review of the evidence suggests that sanctions are 

The UCL-Lancet Commission on Migration and Health made five key recommendations.

1. Improve leadership and accountability and give greater prominence to health in migration policies, 
including urging the United Nations to appoint a Special Envoy for migration and health and national 
governments to have a country-level focal point for migration and health.

2. Include health representatives in high-level policy-making forums on migration, and engage the health 
community in dialogues on the macroeconomic forces that affect population mobility.

3. Explicitly include migrants in commitments for universal health coverage.
4. Ensure adequate monitoring and evaluation to support the implementation of the Global Compact, 

including the following:
• generate indicators and data for the United Nations system, states and civil society to create an 

accountability framework;
• allocate funds for the needed research and high-quality, ethical data collection on migration 

and health including demographic and longitudinal data, health-related drivers and outcomes, 
disaggregation to tackle inequities, qualitative and behavioural sciences, health policy, and finance, 
law and information systems.

5. Confront racism and prejudice with zero tolerance.

only effective in their objectives approximately 20% 
of the time (87, 88), while another systematic review 
concluded that sanctions are able to achieve their 
targets less than 5% of the time (89). Sanctions may 
miss their target as they fail to affect the political elites 
and military despite creating significant social, health 
and economic difficulties among the poorest and 
most vulnerable populations (90, 91). A 2010 study 
that examined the impact of sanctions concluded that 
sanctions worsen democratic freedoms (92). 

Sanctions are enacted in response to alleged 
violations of international norms and law, and are often 
preceded by conflict. These situations have obvious 
negative effects on population health independent of 
sanctions, and the available data usually do not allow 
us to separate or attribute these effects from those 
resulting from the sanctions that follow. The United 
Nations Office for the Coordination of Humanitarian 
Affairs (OCHA) uses three main indicators to measure 
and track the possible humanitarian and health 
consequences of sanctions: under-5 mortality; 
infant mortality; and maternal mortality. The effect of 
sanctions on these indicators differs according to the 
country, type and severity of sanctions enforcement, 
underlying health system capacity, and humanitarian 
response (93). Box 4.13 summarizes health impacts in 
Iraq as a result of sanctions.
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Box 4.13. Health impacts of sanctions in Iraq, 1990–2003

The multilateral sanctions levelled against Iraq show the destructive health impacts of economic 
sanctions. The sanctions corresponded with an increase in both infant and child mortality. Infant 
mortality rose from 47 per 1000 live births during 1984–1989 to 108 per 1000 in 1994–1999, and 
under-5 mortality rose from 56 to 131 per 1000 live births (94). During a period of four months, from 
August through December 1990, the sanctions period was associated with a greater hazard of dying 
than any of the traditional risk factors, including mother’s education (95). It was estimated that the 
sanctions against Iraq were associated with 670 000–880 000 excess child deaths. 

There are impacts on health systems that have been attributed to sanctions in the Islamic Republic of Iran, Iraq and 
Sudan, including disruptions to the supply chain that result in medicines and equipment shortages, disruptions to 
availability and safety of essential equipment, and lack of available health resourcing and financing. Box 4.14 outlines 
the additional challenges faced by the Islamic Republic of Iran at the beginning of the COVID-19 pandemic as a 
result of sanctions and the difficulties of procuring PPE for its health workforce. In addition, the health care workforce 
has been further impacted through reduced salaries and impacts on training availability. 

Box 4.14. Sanctions and COVID-19

The COVID-19 pandemic highlighted not only the enduring impact of sanctions on the fragility of health 
systems in target countries, but also sanctions’ role in weakening global health security. Iraq and Sudan, 
still rebuilding after economic restrictions, are additionally vulnerable to the demands that a rapid 
increase in COVID-19 patients may place on their primary and tertiary care systems. In February of 
2020, the Islamic Republic of Iran became the epicentre of the COVID-19 pandemic in the Middle East. 
Doctors voiced their concerns that the country’s efforts to manage the emergency were hampered by 
sanctions and by government inaction and disinformation (96). The sanctions regime contributed to the 
country’s lack of adequate health care infrastructure, scarcity of medical supplies and inadequate PPE. 
Importing of essential medicines was reported as extremely difficult as a result of sanctions (97). The 
rapid spread of the disease throughout all provinces of the Islamic Republic of Iran indicated substantial 
weaknesses in the surveillance and contact tracing systems. It has been suggested by Tabrizi (2020) 
that the main reason for the Islamic Republic of Iran’s decision in April 2020 to re-open shops and 
businesses during the ongoing pandemic, described as premature by public health officials, was the 
economic state of the country exacerbated by the pre-existing damage to its economy caused by 
sanctions (98).
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While the impact on country capacities to deliver 
health care services is one aspect of the health impact 
of sanctions, there are a myriad other ways in which 
sanctions harm health. The widening inequities and 
declining outcomes in key social determinants as a 
result of sanctions have long-term health repercussions 
and impacts on health inequities. These longer term 
socioeconomic impacts must be incorporated into 
assessments of health impacts of sanctions and in 
recovery plans in affected states. 

ECONOMIC IMPACTS OF SANCTIONS 

Under sanctions, the middle class is frequently hollowed 
out and the poor get poorer while the rich get richer. 
Frequently, the elite benefit through monopolies on illegal 
trade (90, 99). Thus, sanctions often widen the wealth 
gap, magnifying poverty and increasing the disparity in 
standards of living (100). A 2016 study concluded that 
sanctions worsened and widened income inequality 
in 68 targeted states from 1960 to 2008 and that the 
Gini coefficient, measuring income inequality, was on 
average 1.3 to 1.6 points greater in countries and years 
in which economic sanctions were imposed (99). Loss 
of employment and inflation exacerbate poverty, limiting 
families’ ability to purchase food, pay for education and 
cope with the costs of illness (101).
 
The severity of the effect of sanctions on the overall 
economy was evident in Iraq, where an estimated 15% 
GDP decline prior to the Gulf War of 1990/1991 is largely 
attributed to the comprehensive sanctions placed on 
the country (102). In the Islamic Republic of Iran, the 
decrease in revenues triggered by an intensification 
of sanctions in 2012 reduced the Government’s ability 
to pay employee salaries and private manufacturers 
could not pay wages on time. Many workers were fired, 
and the effective minimum wage decreased by more 
than 50% from 2010 to 2012 (103). Inflation in the 
Islamic Republic of Iran exceeded 35–40% in 2019 
following the re-imposition of sanctions on the national 
oil industry (104). Sanctions that restrict commodities 
(both import and export) and financial flows lead to the 
establishment of informal economies or “black markets”. 
In Sudan, people have learnt to use alternative ways 
to transfer money; however, this creates the need for a 
middleman and facilitates corruption. 

Sanctions reduce revenues in the targeted countries, 
forcing governments to make choices regarding their 
spending priorities. According to respondents to a 
survey in Iraq, the Government’s resource reallocation 

under the 1990 sanctions led to a significant 
deterioration of social services (105). Sanctions 
in the Islamic Republic of Iran have decreased 
government revenue and led to reductions in support 
for the increasing numbers of people in poverty. The 
Government also changed its policy on food subsidies, 
which led to a substantial increase in food prices (103). 

FOOD AVAILABILITY 

Food availability is directly and often acutely restricted 
by sanctions. Inflation makes even staple foods 
unaffordable for large segments of the population and 
there are supply and distribution issues due to fuel 
shortages. The World Bank reported that inflation in the 
Islamic Republic of Iran has been especially high for 
food items. Meat products were 116% more expensive 
year-on-year in April 2019 and food and beverage prices 
were up by 61% (106). In Iraq, food shortages due 
to sanctions translated into a 32% drop in per capita 
calorie intake compared to before the Gulf War (90) and 
led to a sharp increase in chronic malnutrition, anaemia 
and rickets among children (107). By 2000, WFP and 
WHO confirmed 800 000 cases of malnutrition in 
children aged under 5 years old in Iraq (108).

EDUCATION 

The effect of international sanctions on primary and 
secondary education are clearly harmful. Reductions 
in government revenues directly impact funding for 
education, limiting expenditure on school maintenance, 
supplies, student transport and teachers’ salaries. In 
addition, children are less likely to attend school due to 
reductions in family income and increases in child labour. 

In Iraq, respondents for this Commission1 noted that 
Iraq had one of the best educational environments 
in the Region before sanctions began in 1990, 
including compulsory primary school enrolment and 
free education at all levels. Employment as a teacher 
or administrator provided a sufficient salary for a 
comfortable quality of life. The sanctions and restrictions 
coincided with population growth in Iraq, meaning that 
investments in infrastructure declined at time when 
expansion was needed. Educational facilities declined 
in number and quality. Wages for teachers dropped 
significantly from the equivalent of several hundred 
dollars in the mid-1980s to US$ 5 per month a decade 
later. Sanctions reduced the resources available to 
build necessary physical infrastructure, magnifying the 
impact of conflict in schools which had been looted 

1 Qualitative data were collected from semi-structured key informant interviews with individuals from Iraq and Sudan (by members of a research team 
from University of Washington) to augment an unpublished literature search investigating the impacts of sanctions on the social determinants of health 
for this Commission. No coding or structured thematic analysis was undertaken of the data, rather it was presented as examples and experiences 
shared by those who were interviewed (Gloyd S, et al., The impact of sanctions on health and the social determinants of health in the Eastern 
Mediterranean Region, University of Washington, unpublished paper, 2020).
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or destroyed. With reduced income, low-income 
families were frequently forced to deprioritize education 
and children were compelled to work to avoid the 
cost of education and to benefit from the additional 
income. This lack of educational attainment and early 
involvement in work will have long-term implications for 
health and for health equity in Iraq (as described in more 
detail in Chapters 8 and 9). 

Sanctions also negatively impact higher education. 
There are less available resources and significant 
decreases in available funding (109) and student 
numbers decrease as people need to work. Academic 
and research capacity is diminished by challenges in 
importing or manufacturing technologies and supplies, 
and equipment and access to online resources and 
information may be restricted. A 2018 survey among 
Sudanese academics found that 98% felt that sanctions 
had impacted their ability to function as academics and 
researchers (109). 

REDUCING THE INEQUITABLE HEALTH IMPACTS OF 
SANCTIONS

Better understanding is needed regarding how sanction 
regimes affect health and health equity in the targeted 
countries and throughout the Region. This includes 
assessment of long-term impacts on health as well as 
on key social determinants of health. Currently, efforts 
by United Nations organizations, national governments 
and civil society to address the health, welfare and 
social protection of people affected by sanctions are 
often impeded by lack of information on population 
conditions. 

Unlike wars, international humanitarian law has no 
regulations for sanctions (86). Despite abundant 
evidence that economic sanctions have the potential 
to violate human rights laws and harm the poorest 
segments of society, sanctions stand outside any 
obligation (110). Sanctions should also have specific 
cut-off thresholds for unintended consequences on 
civilians, which trigger easing/redirecting of sanctions 
or expanded humanitarian response when the threshold 
is reached. This process should include a mandate to 
monitor, assess and report on the health equity impact 
of sanctions on the affected populations and whether 
such thresholds have been crossed.

Global health stakeholders and leaders are well situated 
to communicate and emphasize the humanitarian and 
health costs of sanctions, and should build consensus 
about the impact of sanctions to communicate to 
United Nations committees and Member States. The 
Commission recommends advocacy efforts to call for 
a legal framework for sanctions that addresses current 
limitations in the implementation of sanctions and 
ensures the protection of human rights and health of the 
civilian population. United Nations organizations could 

build their capacity to navigate sanctions regimes with 
other sectors and actors, such as education ministries, 
water and sanitation, civil society and nongovernmental 
organizations. 

HEALTH INEQUITIES, OCCUPATION 
AND THE OCCUPIED PALESTINIAN 
TERRITORY

The occupation severely impacts health and multiple 
social determinants of health in the occupied Palestinian 
territory. In 2019, the occupied Palestinian territory, 
including east Jerusalem, had a population of 4.98 
million, with almost 70% of the nearly 2 million people 
living in the Gaza Strip registered as refugees (111). 
Employment opportunities are highly restricted and many 
Palestinians live in poverty and engage in dangerous 
work, and there are high levels of unemployment. There 
are low levels of social protection available, although 
United Nations organizations and other agencies 
provide some critical support. For many people in the 
occupied Palestinian territory, access to safe water, food, 
waste removal and housing are limited and in Gaza, in 
particular, agriculture and fishing have been harmed 
through embargo, military targeting and pollution from 
untreated waste. Additionally, there are longstanding 
restrictions on freedom of movement between the West 
Bank and the Gaza Strip, and within Gaza itself, based 
on a complex system of administrative, physical and 
bureaucratic constraints, which have exacerbated the 
human rights situation and undermined rights in access 
to health care, education and work (112). 

The limited ability of the Palestinian Authority to 
provide basic services is compounded by the 
effects of shortages and a weak economy, and 
the socioeconomic situation in the Gaza Strip has 
deteriorated since a blockade was imposed by the 
Israeli government in 2007 (51). Conflict and violence, 
in addition to posing a direct risk of harm to human 
life, has led to destruction of public infrastructure, 
forced displacement and disrupted access to basic 
services, all of which have significant adverse impacts 
on health (113). Moderate to severe food insecurity 
is felt by 68% of households in the Gaza Strip and 
12% in the West Bank, which is reflected in the 10% 
prevalence of stunting in Gaza (114). The sewage crisis 
in the Gaza Strip increases the risk of waterborne 
diseases, where access to water averages 53 litres per 
capita per day, while in the West Bank access to water 
averages 79 litres per capita per day (both significantly 
below the 100 litres per capita per day recommended 
by WHO) (115). Demolitions in the West Bank contribute 
to housing insecurity, with 461 structures destroyed by 
Israel in 2018 (114). Restrictions in electricity supply in 
the Gaza Strip are outlined in Box 4.15. 
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Despite the enormous challenges, there have been many achievements in the occupied Palestinian territory 
particularly in provision of education and health care. UNRWA provides a number of social services in the occupied 
Palestinian territory, and was created by the United Nations General Assembly to provide additional relief and 
assistance to Palestinian refugees. The services at UNRWA consist of education, health care, social services and 
microfinancing to foster long-term personal and professional growth, as well maintaining camp infrastructure and 
providing emergency assistance to incoming Palestinian refugees (Box 4.16). As well as humanitarian organizations, 
faith-based organizations both across the Region and internationally support access to essential services and relief 
from destitution for people in the occupied Palestinian territory.

Box 4.15. Electricity shortages in the Gaza Strip

Health facility function in the Gaza Strip is severely impacted by the unpredictable electricity supply, with 
electricity from the grid limited to an average of seven hours per day in 2018 (114). Attempts to mitigate 
this are limited by fuel shortages and restrictions on the import of electricity generators (114). An electricity 
crisis in 2017 forced hospitals to postpone elective surgery, discharge patients early and reduce regular 
cleaning and sterilization procedures (115). In the long term, sensitive machinery can be damaged by 
unreliable electricity supply (114).

Box 4.16. UNRWA activities in primary education

In 2004, one in four children in the occupied Palestinian territory were enrolled in schools operated by 
UNRWA (116). This investment and enrolment in primary education has directly resulted in a 98.2% 
literacy rate among Palestinians aged 15–24 years (116, 117). UNRWA has well-established systems for 
the continuous professional development of teachers and school managers, and an effective system of 
inspection services (116, 118).

CONSEQUENCES OF OCCUPATION ON HEALTH IN 
THE OCCUPIED PALESTINIAN TERRITORY

The violence associated with occupation has clear direct 
impacts on health through injury and death, including the 
long-term effects of permanent disability (115). In 2018, 
299 Palestinians were killed and 29 878 injured in the 
context of occupation and conflict (114). Eighty-seven 
per cent of those killed and 80% of those injured were 
in the Gaza Strip, of which 19% and 24%, respectively, 

were children under 18 years of age (114). Violence 
also has significant effects on mental health, with 
over half of conflict-affected children in the Gaza Strip 
potentially affected by post-traumatic stress disorder, 
and mental health disorders estimated to account for 
3% of disability-adjusted life years (114). The impact 
of violence on the health system includes health care 
attacks, with 363 recorded in the Gaza Strip in 2018, as 
well as the diversion of resources to treat trauma and 
provide physical and mental rehabilitation services (114).
Despite extreme adversity, high levels of conflict 
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and low outcomes in many social determinants of health, the occupied Palestinian territory has a relatively high 
life expectancy of 73.8 years in 2017, and UNRWA estimates that the maternal mortality ratio has decreased 
from 23.4 per 100 000 live births in 2008 to 16.2 per 100 000 live births in 2019 (51). However, progress in health 
indicators in the Gaza Strip has stagnated and even deteriorated in recent years, including infant and neonatal 
mortality (Fig. 4.8) (51, 115). The burden of NCDs is rising in the occupied Palestinian territory, accounting for over 
two thirds of deaths in 2017 (114, 115). Wide inequities are also observed, with health indicators in the Gaza Strip 
and Area C (parts of the West Bank under Israeli civil and military control) below the Palestinian average (114). 
Meanwhile, Palestinians in the West Bank experience worse outcomes than Israeli settlers, with life expectancy of 
Israeli settlers around 9 years higher than for Palestinians in the same territory (114).

Fig. 4.8. Infant and neonatal mortality rates in the Gaza Strip, 2008, 2013 and 2015

Source: UNRWA health department annual report 2019 (51); data from UNRWA surveys conducted in 2008, 2013 and 2015, with reference times of 
2006, 2011 and 2013, respectively. 
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There are substantial differences in health between Palestinians who live in the West Bank and those who 
live in the Gaza Strip, as shown in Table 4.2. While childhood stunting is comparable between the two areas, 
Palestinians living in the Gaza Strip experience far higher levels of food insecurity, poor water quantity and quality, 
displacement, and conflict, deaths and injuries. This is attributable to ongoing military conflict, destruction of 
infrastructure and barriers to imports. 

Table 4.2. Selected health-related indicators in the occupied Palestinian territory and the Region, 2018

Indicator West Bank Gaza Strip Regional average

Moderate and severe food insecurity 12% 68% 22%

Children under-5 stunted 10% 11% 24.2%

Affected by poor water quantity and quality 22% 96% 12%

Inadequate housing and risk of displacement > 10 000 at risk
> 14 000

displaced persons

> 29 million 
refugees and 

displaced persons

Conflict deaths 39 299 20 642

Conflict injuries 6 082 31 723 62 million

Source: WHO Global Health Observatory (119), World Bank data (120), WHO Regional Office for the Eastern Mediterranean (121, 122).

Mental health disorders are of particular concern in the 
occupied Palestinian territory. The widespread exposure 
to stressors, including violence, affect the rates and 
severity of these disorders. A study in the Gaza Strip 
in 2016 found that 59% of the 251 children surveyed 
were within the clinical range for post-traumatic stress 
symptoms, 50.6% had depression and 21.9% had 
anxiety (123). Access to treatment for mental health 
conditions is extremely limited in the occupied 
Palestinian territory. 

The financial sustainability of the health system is 
challenged by the limited control of the Palestinian 
Authority over its natural resources, tax revenue and 
referral spending, as well as donor dependency (115). 
Commodity restrictions impact the availability and 
affordability of supplies and equipment, leading 
to shortages of beds, specialized equipment, 
vaccinations, electricity and fuel (114). In the Gaza Strip 
these shortages are particularly severe, with 46% of 
items on WHO’s Essential Medicines List having on 
average less than a month’s supply remaining during 
2018 (114). 

Access to many health care facilities is delayed by the 
need for patients and their companions to obtain permits 
from the Israeli authorities to travel through checkpoints, 
or approval from the Egyptian border authorities (124). 
In the Gaza Strip, 77% of referrals in 2018 required an 
Israeli permit to access health care (114). The Israeli 
permit system is often subject to delays and denials, 
with approval rate for patients declining from over 90% 
in 2012 to a low of 54% in 2017 (114). Of West Bank 
patients denied permits in 2013, 25% were for “security” 
reasons, while 10% were given no reason (124). These 
barriers to health care undermine the right to health and 
severely impact health outcomes: in 2017, 54 patients 
from the Gaza Strip died while awaiting security 
approval for a referral, three of whom were under 18 
years of age.
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SUMMARY AND 
RECOMMENDATIONS 

It is beyond the remit of this Commission to explore 
the causes of conflict in the Region. We focus on the 
inequitable health impacts of conflict, which include 
physical and mental harm as a direct result of conflict 
and indirect harm to health through damage to the 
social determinants and health care workforce and 
infrastructure. It is abundantly clear that health inequity 
has directly and indirectly increased as a result of the 
increasing levels of conflict in the Region since 2010. 
We make recommendations to strengthen and prioritize 
considerations of health equity in political decision-
making and accountability. This requires increased 
awareness of the health equity impacts of conflict in 
the immediate and longer term. We also recommend 
that humanitarian agencies and those charged with 
responding to crises in emergency settings have a 
broader role in achieving better long-term outcomes in 
the social determinants of health. 

The numbers of refugees, IDPs and economic migrants 
across the Region are high and increasing because 
of conflict. This is damaging to the health status of 
the migrants themselves and also to host country 
populations. While the Region has offered refuge 
to millions of people, resources in host countries 
are under severe pressure and greater help and 
international support is required to ensure that they 
are not further damaged by welcoming refugees. 
We recommend that the health of migrants and host 
populations be placed at the forefront of migration 
policy and that, alongside greater international support, 
countries comply with human rights obligations and 
relevant SDGs for migrants, as well as for their own 
populations. One critical aspect of this is enabling 
refugees to work and have equitable access to services 
such as health and education. 

We have also outlined evidence on the impacts 
of sanctions on health and social determinants 
in countries in the Region. The evidence shows 
inequities in the direct and indirect harms that result 
from sanctions, which affect the lives and health of 
those who are already deprived and excluded. These 
inequitable and long-lasting health impacts are not 
given adequate consideration in the application of 
sanctions by international bodies. We propose that 
international standards be developed to establish 
specific cut-off thresholds for the consequences of 
sanctions on civilians, so that breach of the thresholds 
triggers easing of sanctions. These thresholds must 
address the inequitable distribution of harm as well as 
overall levels of damage within countries. 

The ongoing occupation of the occupied Palestinian 
territory significantly undermines the social 
determinants of health including living, working 
and environmental conditions. Palestinian refugees 
are largely reliant on United Nations organizations, 
humanitarian agencies and charitable interventions. 
In particular, substantial levels of support from these 
agencies give the people of the occupied Palestinian 
territory access to basic health care and good 
education. 

While we have focused on the impacts of occupation 
on health and the social determinants of health, our 
recommendations reinforce the obligations of all 
countries to existing United Nations treaties, human 
rights agreements and the SDGs. We also recommend 
a stronger focus on social protection and the social 
determinants of health by humanitarian organizations 
that operate in the area. 
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Recommendations

1. Focus humanitarian response to conflict and emergency situations on the social 
    determinants of health, equity in health and dignified lives. 
• Ensure that the social determinants of health are addressed, along with emergency 

health care, by emergency relief, humanitarian and aid agencies 
• In addition to ensuring access to water, sanitation and shelter, prioritize long-term 

improvements in access to the key social determinants identified in this report. 
• Humanitarian agencies should increase action to prevent conflict through improvements 

in the social determinants of health.

2. Place the health of both migrants and host populations at the forefront of migration 
    policy. 
• Increase international/external aid for refugees.
• Comply with human rights obligations and relevant SDGs for everyone, including 

conflict-affected populations.  
• Ensure registration and access to services for migrants, and allow refugees to work.

3. Highlight and mitigate the negative impact of sanctions on health and the social 
    determinants of health. 
• Improve systematic monitoring and reporting on the impact of sanctions on civilian 

populations. 
• Establish specific cut-off thresholds for consequences for civilians that will trigger 

easing of sanctions.
• Establish clear exemptions from sanctions as part of international law. 

4. Abide by United Nations resolutions on the occupied Palestinian territory.
• Ensure that human right protections from violence are followed, including the right to 

health. 
• Implement SDG 16: promote just, peaceful and inclusive societies.
• Focus on social protection and social determinants as set out in this report.

Relevant SDG targets

1.4

3.8

6.1, 6.2

8.3, 8.5, 8.8

10.2, 10.3, 10.4, 10.7, 
10b

11.1, 

16.1, 16.10, 16b

17.3, 17.18
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INTRODUCTION 

Given the range and extent of health inequities in 
the Eastern Mediterranean Region (summarized in 
Chapter2), it is clear that the current socioeconomic and 
political arrangements are fairly ineffective for reducing 
these inequities. As noted by OECD in 2018 (1): 

A consensus is emerging that development has 
to do with real improvements in people’s quality 
of life, and how satisfied they are with it. Over 
70 years, economic and societal objectives 
have come and gone. Most have now been 
summarised in the 17 Sustainable Development 
Goals (SDGs) to end poverty, protect the planet, 
and ensure peace and prosperity for all, yet 
institutions and policies in countries as well 
as donors today are ill-equipped to face the 
challenges required to meet the objectives set 
out by the SDGs.

This Commission is focused on reducing health 
inequity in the Eastern Mediterranean Region. But the 
association between economic inequity and health 
inequity is close and it is essential the Commission 
makes proposals to ensure that social and economic 
decisions take account of impacts on health and health 
equity. Health is overlooked in most economic policy 
development and implementation, but so apparent is 
the evidence of the negative health impacts of poverty 
and low income, that the health – and particularly 
health equity – impacts of any economic policy must 
be assessed and prioritized. In so doing, economic 
policies should be reformulated to ensure that they 
provide benefit, rather than harm, to population health 
and health equity. 

Global financial institutions, such as the World Bank 
and the International Monetary Fund, have varying 
degrees of influence over economic policy in the 
Region, but they do shape the macroeconomic 
context. Their approaches, based on conditionality 
and promotion of deregulation and private sector 
involvement, have been seen as contributing 

ECONOMIC DRIVERS
OF HEALTH INEQUITIES

to unhealthy products and unequal economic 
environments (2). While acknowledging the impact 
that global and regional financial institutions and 
multinational companies have in every country, the 
economic decisions made at the national level still 
have profound impacts on health – even in the context 
of increasing globalization. National governments are 
accountable for levels of socioeconomic inequity and 
poverty in their countries as these levels reflect fiscal 
policies, levels of tax and social protection, allocation 
of resources for services such as education, health and 
sanitation, and setting of minimum standards such as 
the minimum wage. Additionally, the legislation and 
regulations that govern the behaviours and products 
of private companies have enormous impacts on 
health in the Region. Through economic policies 
based on fairness, governments can resist and modify 
inequitable global economic impacts to some extent 
and have scope to develop their own economies in 
ways which are most beneficial to population health. 
There have been some promising practices within the 
Region and beyond, which need further development 
and implementation, and policies need to adapt to take 
on the lessons from these approaches. 

The Arab Spring uprisings were partly driven by a 
desire for greater social justice in the Region including 
reductions in poverty, inequality and corruption, 
as well as for greater democratic participation and 
accountability. However, the focus on economic 
and social inequities in the Region and the lack 
of accountability has intensified as a result of the 
uprisings, and there are more analyses and demands 
for action. A few countries have responded and 
instituted reforms, including Tunisia (3), while Morocco 
pre-empted popular movements by introducing political 
and social reforms. However, there remains huge, 
untapped potential in the Region to improve health 
equity through more equitable economic policies. 
This Commission’s recommendations are aimed 
at developing progressive fiscal policy, increasing 
international assistance to support poorer countries, 
and developing regional and/or national measures of 
progress which assess countries’ relative performance 
based on levels of health equity and well-being, and 
not only on economic measures (usually GDP).
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INCOME AND POVERTY

Sufficient income is an essential prerequisite for good 
health and being able to live a dignified life. Poverty 
is one of the most significant drivers of poor health 
at every stage of life. The impacts of poverty include 
increased migration, poor nutrition, unsafe and 
inadequate water and sanitary arrangements, and no or 
insufficient health care (4). In the absence of absolute 
deprivation, relative poverty also drives inequities 
in other social determinants of health, such as poor 
early child development, hazardous and poor-quality 
work, dilapidated housing, low levels of education, and 
unhealthy environmental conditions (4). Income also 
affects factors which have an indirect impact on health, 
such as social position (5), community safety and levels 
of empowerment. Poverty and its effects are often 
transferred from one generation to the next, and harm 

the prospects and health of the children of people living 
in poverty (4). Policies that provide income support 
to alleviate and reduce the risks of poverty can have 
multiple and cumulative beneficial societal outcomes, 
including improved health, higher levels of education, 
greater gender parity, potentially lower levels of conflict 
and fewer migrants. As such, policies to reduce poverty 
and provide sufficient income for people to live healthy 
and dignified lives are absolutely central to reducing 
health inequities.

Across the Region, average national income levels 
vary enormously (as shown in Fig. 5.1). Gross national 
income (GNI) per person, calculated as GNI converted 
to international dollars using purchasing power parity 
(PPP) rates, ranges from $ 91 670 in Qatar to $ 2190 
in Afghanistan. In 2019, all the GCC countries had GNI 
higher than the global average, while all other countries 
in the Region had lower (6).

Fig. 5.1. GNI per capita, PPP (current international $) in countries in the Region, 2019 or latest available year

Notes: Data for all countries from 2019, with exception of Kuwait (data from 2018) and Yemen (data from 2013). Data unavailable for Somalia and 
Syrian Arab Republic. 
Source: World Bank (6).
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Fig. 5.2 shows changes in national income per adult in countries of the Region between 2000 and 2019. Notably, 
since 2010, a number of countries have experienced declines in national income per person. Some countries have 
experienced slight increases in GNI since 2010, but still have rates considerably below the global average and 
increasing at a slower pace. The impacts of COVID-19 containment measures will depress national incomes still further.

Fig. 5.2. GNI per capita, PPP (current international $) in selected countries in the Region, 2000–2019 or latest 
available year

In the Region, as elsewhere in the world, the share of private wealth is increasing and public wealth – in the form of 
government accounts and physical assets – is declining. Governments have become poorer as the top 1% become 
richer, and in many countries public wealth is negative because the public debt dwarfs public capital. 

Source: World Bank (6).
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POVERTY IN THE REGION

Reducing poverty is a precondition to improving health and health equity. Fig. 5.3 shows that in the Region, the 
countries with a lower proportion of the population living in poverty (defined as the proportion of the population living 
below $ 3.10 international dollars per day) had higher life expectancy at birth compared to countries with higher 
levels of poverty. 

Fig. 5.3. Poverty versus life expectancy at birth, in selected countries and territories in the Region, 2014 

Note: Poverty is measured as the share of population living on less than $ 3.10 international dollars per day. 
Source: Our World in Data (2019) (7), based on data from the World Bank. 
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Poverty is described here using international classifications of income. There are of course multiple dimensions 
to poverty, as described in this report, in the SDGs and in other publications (8), but income measures are still the 
international benchmark for demarcations of poverty. Standard income measures of poverty include the classification 
of extreme poverty for those living on less than $ 1.90 per day, a lower middle-income international poverty line set at $ 
3.20 per day and an upper middle-income international poverty line of $ 5.50 a day, as used by the World Bank (9). We 
use all three classifications in this report.

Worldwide, the percentage of the population living in extreme poverty fell to 10% in 2015 from 36% in 1990. 
However, the rate of reduction in levels of extreme poverty have now slowed, and the impacts of COVID-19 
containment measures are increasing poverty rates and widening income inequalities globally (10). According to 
available data (Fig. 5.4), poverty rates in some countries of the Region had declined (pre-pandemic), notably in 
Pakistan, but in the many countries affected by conflict the rates of extreme poverty had increased. In Yemen, 
nearly one fifth of the population were living in extreme poverty in 2016. Rates of extreme poverty have also 
increased in Egypt (although remain below 5% of the population) and extreme poverty rates in Djibouti remain high 
at 17% in 2016 (11). 

Fig. 5.4. Percentage of population living in extreme poverty (less than $ 1.90 per day at 2011 international prices) 
in countries and territories in the Region with available data, 2000, 2010 and 2016 or closest available year

Source: World Bank (11).
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The most recent World Bank data from 2017, using the $ 5.50 per day classification, indicate that 43.6% of the 
world’s population are considered poor (12), as shown in Fig. 5.5. In the Region since 2010, poverty rates have 
increased in Djibouti, Egypt and the occupied Palestinian territory, and significantly increased in Yemen. Clearly, the 
impact on health will have been damaging in these countries. In several countries, rates of poverty have declined 
including in the Islamic Republic of Iran, Jordan, Morocco, Pakistan and Tunisia. 

Fig. 5.5. Percentage of the population living on less than $ 5.50 per day (at 2011 international prices) in 
countries and territories with available data, 2000, 2010 and 2017 or closest available year 

Note: The $ 5.50 poverty classification is derived from typical national poverty lines in countries classified as upper middle-income. 
Source: World Bank (12).
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The COVID-19 pandemic is highly likely to increase the poverty gap in the Region. The cost to address the poverty 
gap, that is “the resources required to bridge the gap between the expenditure of the poor and what is required to 
lift them out of poverty” (14), increased for all selected countries in the Region between 2019 and 2020 (Fig. 5.6), 
with the annual cost of closing the poverty gap for all countries in the Arab region estimated at US$ 39 billion in 
2019, rising to US$ 45 billion in 2020 (14). 

Fig. 5.6. Cost of covering the poverty gap in selected countries in the Region, 2019 and 2020 (current US$ million)

Source: Abu-Ismail & Hlasny (2020) (14).
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MECHANISMS TO SUPPORT THOSE IN POVERTY

In most countries in the Eastern Mediterranean Region, 
social protection mechanisms do not provide enough 
income to enable a healthy and dignified life (discussed 
in the section on Levels of social protection, below), or 
are unavailable for those who most need them, such 
as informal workers, migrants and refugees. Even for 
those who are in employment, income may often be 
insufficient to support a healthy life – and there are high 
levels of in-work poverty in the Region (described in 
Chapter 9). 

Defined minimum income standards for a healthy life 
would mean that social protection and minimum wage 
policies are pegged to a level which is sufficient to 
support a healthy life. Additional services and financial 
support need to be made available to those who 
fall below the threshold. This Commission therefore 
recommends the development of levels of minimum 
income for healthy living, appropriate for each country 
context, which underpin fiscal policies and social 
protection systems. In 2019, there were no minimum 
income standards in countries of the Region. National 
standards for minimum income levels for healthy living 

need to be developed in each national context. These 
should be the standard – reassessed annually – on 
which minimum wage policies and social protection 
levels are set. WHO could take the lead on working 
with countries to calculate such minimum incomes 
and embed them in economic decisions and policy 
development more broadly. Calculations on what level 
that might be are only relevant nationally, or even 
locally, but levels should at least be higher than the $ 
5.50 per day poverty classification described above. 

There are some minimum wage standards in some 
countries, although the coverage is low and tends to 
exclude a large number of workers. Qatar is the only 
country where the national minimum wage applies to 
all workers (Box 5.1) (15). The minimum wage in Oman 
applies only to nationals, in Bahrain the minimum 
wage applies only to the public sector and in Kuwait 
it is only for the private sector (15). Saudi Arabia, 
the United Arab Emirates and Yemen do not have a 
minimum wage (15). 

Box 5.1. Minimum wage policy in Qatar

In August 2020, a series of labour reforms were announced by the Ministry of Administrative 
Development, Labour and Social Affairs of Qatar. These reforms were designed to protect low-wage 
and vulnerable workers including migrant workers (16) and included the introduction of a law on 
non-discriminatory minimum wages. This law set the minimum wage for all private sector workers, 
including domestic workers, at 1000 Qatari riyals per month (US$ 265) as a basic wage, as well as 
500 Qatari riyals per month (US$ 137) allocated by the employer for accommodation expenses and 
300 Qatari riyals per month (US$ 82) for food, unless the employer already provides adequate food or 
accommodation for the employee or domestic worker (17). This minimum wage was “based on cost-
of-living evidence” (18) and was decided upon as a result of consultations with a specialized national 
committee comprising relevant authorities in Qatar (17). As outlined by the State of Qatar Government 
Communications Office (2020), a Minimum Wage Committee will also be formed to periodically review 
this minimum wage. 
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INCOME INEQUITIES IN THE 
REGION

Over the last decades, progress has created 
unprecedented wealth and opportunities. By 
all available measures, the world never had 
it so good. And yet resentment is growing 
everywhere, for the benefits have not been 
equally shared. In the most advanced countries, 
struggling middle classes are growing 
disenchanted as the rich get richer and trust 
in institutions wanes. In poorer countries, the 
situation is different: first, there are blind spots 
in this global prosperity, places caught in fragility 
and conflict, where human suffering and poverty 
remain pervasive. Second, in places where the 
most spectacular progress in poverty reduction 
and human development has been achieved, 
persistent inequalities have been brewing dire 
social tensions (19).

The quote from OECD above has great resonance 
for the Eastern Mediterranean Region, where there 
are countries with great wealth and economic 
prosperity as well as large numbers of countries in 
conflict or with high levels of poverty. Within every 
country, there are extremely high levels of inequity in 
income and wealth. Greater economic inequity has 
been consistently reported to lead to worse health 
outcomes (5, 20). High levels of income and wealth 
inequity mean that resources are unevenly distributed 
in the population and are associated with high levels 
of poverty, which impact negatively on health and 
social determinants of health. 

Wide income and wealth inequities in any context, even 
in the wealthiest countries, are associated with lower 
levels of social and economic development and can 
damage social cohesion. It is much more difficult to 
institute universal programmes in countries with wide 
inequities in income and wealth – the wealthy make 
their own private arrangements for health, education, 
pensions and other forms of social insurance, and 
are not committed to instituting the kinds of universal 
provision of services and social protections which 
would be of enormous benefit to the rest of the 
population. Large wealth inequities also mean there 
are less resources – and resulting political leverage – 
available for the population below the top 10%. Social 
cohesion is further undermined as a sense of injustice 
increases among those who do not benefit from the 
wealth of a small minority or from programmes to 
support their incomes. Analyses of the Arab Spring 
recognize that income inequity was one of the driving 
motivations for the uprisings. 

The Arab uprisings were sometimes seen as 
calls for democracy, but we argue that in fact 
they were more accurately calls for social justice. 
Citizens across the region took to the streets to 
demand better economic, political and social 
outcomes including reducing levels of inequality, 
eliminating corruption and increasing respect for 
human dignity (21).  

Progressive fiscal policy is critically important to 
improving health equity. Monetary policy, social 
protection spending and tax systems should aim to 
be redistributive, designed to improve the standard 
of living of communities and populations most at 
risk of poverty and poor outcomes, and to provide 
sufficient public finances to fund essential services for 
all (4). As well as economic power, wealth generally 
also confers political and social power which means 
that governments tend to act in the interests of those 
with wealth and power, and not in the interests of the 
broader population. In the Eastern Mediterranean 
Region, this power dynamic also perpetuates 
significant gender inequities, as described throughout 
this report. In countries with high levels of income and 
wealth inequity, measures which redistribute wealth, 
and therefore health, are often weak – including 
taxation measures, universal provision of services 
and social protections. This is the case in the Region, 
where there are extremely wide inequities in wealth and 
income both between and within countries (22). 

Based on recent analyses, income inequity is 
exceptionally high in the Eastern Mediterranean 
Region and has increased, albeit slowly, since 2010. 
Historically, income inequity in the Region has been 
misreported and underestimated as the data are 
based on surveys which significantly underestimate 
top incomes, and therefore underestimate inequities. 
Recent analyses within the Middle East by Alvaredo, 
Assouad & Piketty (2018), based on data from 1990 
to 2016, show that the top decile income share in the 
Middle East was higher than in other countries and 
regions (except South Africa) after 2010 (23). 
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As shown in Fig. 5.7, across all regions (except Europe and Oceania) the richest 10% of the population hold the 
highest percentage of national income, higher than the middle 40% and bottom 50% (which have the smallest 
share of total income). Such inequities are most pronounced in the Middle East and North Africa region, where the 
richest 10% of the population hold close to 60% of the income, while the lowest 50% hold just over 10% (24). 

Fig. 5.7. Share (%) of pre-tax national income held by the richest 10%, middle 40% and bottom 50% of the 
population, by region, 2019 

Source: Institute of Health Equity analysis of data from the World Inequality Database (2020) (24).
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Fig. 5.8. Share (%) of pre-tax national income held by the richest 1% of the population, by region, 
1990–2019

Source: Institute of Health Equity analysis of data from the World Inequality Database (2020) (24).

The Middle East and North Africa was also the region with the greatest proportion of wealth held by the top 1% of 
the population up until 2005, when Latin America overtook (Fig. 5.8). The difference between the two regions remains 
small, and the proportion is increasing again in the Middle East and North Africa; however, data are insufficient to 
draw robust conclusions about the trends (23). Based on estimates in countries in the Middle East and North Africa, 
the richest 1% held 27% of pre-tax national income in 2019. 
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Fig. 5.9. Share (%) of income held by the top 10% in the Middle East and other regions, 1990–2016 

Note: The Middle East countries without GCC countries, as according to this source, include Egypt, Iran (Islamic Republic of), Iraq, Jordan, Lebanon, 
occupied Palestinian territory, Syrian Arab Republic, Turkey and Yemen (24). 
Source: Alvaredo et al. (2018) (23).
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Within the Middle East, the income differences between oil-rich and population-rich countries have been cited as 
a significant factor influencing the wide income inequalities in the region (25). In 2016, the GCC countries, which 
include Bahrain, Kuwait, Oman, Qatar, Saudi Arabia and the United Arab Emirates, made up only 15% of the total 
population of the Middle East yet they received over half of the total income for the region (26, 27). However, as 
Fig. 5.9 shows, even without including GCC countries, the Middle East still has higher income inequities than the 
United States of America and Europe.
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Fig. 5.10. Share (%) of pre-tax national income held by the richest 10%, middle 40% and bottom 50% of the 
population in countries and territories in the Region with comparable data available, 2019

Source: Institute of Health Equity analysis of data from the World Inequality Database (2020) (24).

There are also large differences in the within-country levels of pre-tax income. As shown in Fig. 5.10, in the majority 
of GCC countries the richest 10% of the population hold over 50% of the pre-tax national income, reaching 55.8% 
for the United Arab Emirates. However, the bottom 50% of the population receive under 15% of the national income 
in most countries, including in the wealthiest countries. Lebanon has the most unequal distribution of wealth among 
the countries of the Region. Tunisia has the lowest income inequities and is the only country in the Region in 2016 
where the middle 40% received a slightly higher proportion of pre-tax national income than the top 10% (Box 5.2). 
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Fig. 5.11. Share of national income held by the richest 10%, middle 40% and bottom 50% of 
population in Tunisia, 2000–2019

Box 5.2. Wealth distribution in Tunisia

Overall, inequities between income groups in Tunisia have decreased between 2000 and 2016 (Fig. 5.11). 
For 2011–2014, the middle 40% and highest 10% of the population had a similar share of national income. 
After 2014, the middle 40% started to overtake the top 10% with regards to their share of national income. 

Source: Institute of Health Equity analysis of data from the World Inequality Database (2020) (24).
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Box 5.3. ESCWA 2020, policy brief 7 – a solidarity tax to address the impact of COVID-19 on 
poverty in the Arab region

ECSWA, which covers some of the countries in WHO’s Eastern Mediterranean Region, highlights that the 
growth model currently in operation in the Arab region is no longer economically viable and thus there is 
a strong case for introducing a solidarity tax (31). They propose that such a tax could be advantageous 
to economic growth, decent work and social cohesion, and that the “notion of a solidarity tax should be 
rooted in a commitment to wealth redistribution, reflected in pro-poor initiatives that are supported by the 
top decile and that have a direct positive impact on the most vulnerable social groups” (31). This could 
help to reduce the poverty gap (31). 

ESCWA assess that an average solidarity tax of 1.2% would be sufficient in closing the poverty 
gap if there was specific targeting of the poor in middle-income countries (including Egypt, Iraq, 
Jordan, Lebanon, Morocco and Tunisia) (14, 31). However, for this to occur, there needs to be a shift 
in the current policies and practices in the Region and “strong society buy-in and political will” (31). 
Additionally, it is recognized that the difference in top-decile wealth between low-income and middle-
income countries in the Region means that such a tax is not feasible in all countries, as there is not 
enough wealth in lower income countries – even among the higher income earners in these countries 
– to cover the costs required to eradicate poverty (31). As such, the policy brief highlights the need 
for other fiscal policies and foreign assistance, and for a regional social solidarity fund to ensure rapid 
responses in the Region’s least developed countries (including Djibouti, Sudan and Yemen) and the 
Syrian Arab Republic (14, 31).

The World Inequality Report 2018 projects that the share of wealth of the top 1% globally could increase from nearly 
20% in 2018 to more than 24% by 2050, and that the share of the middle 40% will decrease (assuming trajectories 
of within-country inequity continue at the same rate as pre-2018) (28). Projections about the impact of COVID-19 
containment measures show that wealth inequities will increase still further – and there is evidence of that already 
happening in 2020 (29, 30). 

ESCWA has proposed a solidarity tax in middle-income countries as a means of closing the poverty gap in the Arab 
region, to improve civic equity and as a means of mitigating any increase in poverty expected as a result of the 
COVID-19 pandemic (Box 5.3) (31).
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Table 5.1. Size of tax evasion in selected countries and territories in the Region 

Country Size of evasion

Egypt (2014) Approximately 7.2% of GDP 

Jordan (2014) 3.5% of GDP

Lebanon (2017) 10% of GDP

Morocco (2016) 3.74% of GDP 

Tunisia (2014) 50% of total tax

Occupied Palestinian territory (2014) 50% of total tax

TAXATION
 
As described, wealth and income inequity is a major 
feature of the Eastern Mediterranean Region and the 
Region is lagging behind other regions in approaches 
to more equitable distribution of economic wealth. 
This is largely a result of political decisions and 
widespread inequities in wealth and power, which 
affect the appetite for economic reform. Many 
countries in the Region have low levels of economic 
resources and development, but there is still scope for 
redistribution of available resources to improve health 
equity. For countries with abundant resources and 
wealth – of which there are many in the Region – there 
is considerable scope to focus much more on equity 
and to ensure that health equity is a priority in national 
economic policies. 

Source: Based on data collected from various sources by Jaber & al-Riyahi (2014) (34). Data on tax evasion in Lebanon (2017) based on Bank 
Audi report (2018) (35). Data for Morocco based on research by Angour & Nmili (2019) (36). Percentage of GDP for tax evasion in Egypt based on 
calculations relative to the total GDP in Egypt in 2014 (37).

Income tax is one of the main ways to redistribute 
wealth, while inheritance tax, corporate taxes, social 
protection and public services help to mitigate the 
effects of high wealth inequity. According to World 
Bank data, in 2018, the average global tax revenue as a 
percentage of GDP was 14.4% (32). In the Region both 
personal and business taxes are low and there are high 
rates of tax evasion by individuals and businesses.  

Tax evasion (33) is a common problem for many 
countries in the Region, with groups and companies 
in the higher income brackets being the most likely 
to evade taxes. For example, in Lebanon, companies 
separate into smaller companies in order to reduce 
their tax liability and, in Morocco, a type of accelerated 
depreciation is used by companies as a means of 
hiding income (33). Table 5.1 shows the estimated size 
of tax evasion in selected countries in the Region.
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In addition to tax evasion within countries, there are measures used by international corporations to avoid paying tax 
within specific countries, such as using foreign subsidiaries and tax havens (38). The Global Alliance for Tax Justice 
has estimated amounts lost as a result of corporate tax abuse in countries around the world. Corporate tax abuse by 
multinational corporations comprises criminal tax evasion, unlawful tax avoidance, and some avoidance which, while 
technically lawful within international tax rules, nonetheless contributes to potential loss of revenue for countries 
and deprives governments of public funding (39). The estimated amount of tax that countries in the Region lose to 
corporate tax abuse annually is shown in Table 5.2. 

Table 5.2. Tax lost to corporate tax abuse annually in selected countries in the Region, 2020

Country
Tax lost to corporate

tax abuse annually (US$)

Egypt 2 123 000 000

Libya 1 600 000

Morocco 452 000 000

Sudan 644 000 000

Afghanistan 597 840

Iraq 110 124

Jordan 87 000 000

Kuwait 29 000 000

Oman 96 000 000

Pakistan 2 495 000 000

Qatar 114 000 000

Saudi Arabia 2 258 000 000

Syrian Arab Republic 5 000 000

United Arab Emirates 1 022 000 000

Yemen 51 800 000

Source: Tax Justice Network (2020) (39).
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Fig. 5.12 describes total tax revenue (all sources of tax) related to GDP for countries in the Region for which 
data are available. It is clear that while Kuwait, Saudi Arabia and the United Arab Emirates have exceptionally 
high GDP per capita they also have exceptionally low tax revenue, as they raise so much money through other 
means (particularly revenue from oil). Morocco, Tunisia, and Lebanon have slightly higher taxation revenue as a 
percentage of GDP than the global average (although lower than the United Kingdom and France), but overall the 
Region has low levels of taxation.

Fig. 5.12. Total tax revenue as a percentage of GDP and GDP per capita (constant 2017 international $), in 
countries with available data, 2017 or latest available year

Source: World Bank, World Development Indicators database (2020) (40). 

Looking at trends between 2000 and 2018, tax revenues have declined in Egypt and Lebanon since 2010 (Fig. 5.13) 
and increased rapidly in Saudi Arabia in 2017, albeit from a very low base (Fig. 5.14). Fig. 5.13 shows trends for 
countries with tax revenue over 10% of GDP and Fig. 5.14 shows trends for countries with lower overall tax revenue. 
Box 5.4 describes Saudi Arabia’s plans for greater public investment in social and economic development, which is 
partly enabled by their increasing tax revenue generated since 2017. 
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2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018

Fig. 5.13. Countries in the Region with tax revenue above 10% of GDP, 2000–2018

Source: World Bank, World Development Indicators database (2020) (40). 

Source: World Bank, World Development Indicators database (2020) (40). 

Fig. 5.14. Countries and territories in the Region with tax revenue below 10% of GDP, 2000–2018
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Research has demonstrated that tax progressivity is 
an effective tool to combat income inequality, and 
countries with relatively high levels of progressive 
tax are able to reduce inequities as a result (43–45). 
OECD countries have managed to reduce levels of 
inequality, as measured by the Gini coefficient, by over 
25% through increased taxation and have concurrently 
reduced poverty rates, including child poverty (46, 47). 
There is some progressive taxation in the Region, 
albeit at very low levels. In Jordan, the tax rates on 
the annual taxable income of individuals range from 
5% to 30% dependent on income (48). In the Islamic 
Republic of Iran, taxes are levied at rates between 
0% and 20%, in Tunisia in 2019 income tax rates 
ranged from 0% to 35% depending on the annual 
income bracket, and in the Syrian Arab Republic tax 
is levied at progressive rates ranging from 5% to 
22% of monthly salaries (49–51). In Egypt in 2020, the 
Government issued a law to introduce new progressive 

Box 5.4. Social and economic development in Saudi Arabia 

As outlined in a 2017 report, the development of Saudi Arabia has been a “steady project of 
modernization” (41). As part of this, greater efforts have been made to use the wealth generated from 
the Kingdom to fund economic and social development (41).

In April 2016, the Saudi Vision 2030 was launched with the objective of transforming the conventional 
economy to a more diversified economy based on sustainable development (42). As part of this, a 
national transformation programme was launched across 24 government bodies in the economic and 
development sectors (42). Saudi Arabia is aiming to diversify the economy beyond oil exports, so 
that it is not as subject to the volatility of oil prices, and to create future employment opportunities, 
improve economic growth and increase the share of the private sector-generated GDP (41). Additionally, 
regulations have been modernized to encourage foreign investment and there is increased emphasis on 
small- and medium-sized enterprises (41). 

tax rates on individual income related to salaries, with 
the tax rate ranging from 0% to 25% depending on 
net income (52). None of the GCC countries currently 
collect individual income tax; however, Oman has set 
out plans to introduce an income tax for high earners 
from 2022 (53). 

Despite the need for greater revenue generation from 
tax, the available evidence shows the top income tax 
rates in selected countries to have declined between 
1979 and 2002 (Fig. 5.15). For the three countries in the 
Region for which there are data, the steepest decline 
was in the Islamic Republic of Iran, although Egypt and 
Pakistan have also seen steep declines. Clearly these 
declines in top income tax rates are likely to increase, 
rather than decrease, levels of income inequity. By 
2020, the highest tax rate bracket in Egypt was 25%, 
indicating a further decline (54).



162

CHAPTER 5   |    ECONOMIC DRIVERS OF HEALTH INEQUITIES

Fig. 5.15. Top marginal income tax rates in selected countries in the Region, 1979–2002

Note: Top marginal income tax rate is the maximum rate of taxation applied to the highest part of income. 
Source: Our World in Data (55), based on data from Reynolds (2008) (56) and Gapminder, HYDE (2016) and United Nations (2019) (57).

Given the high levels of wealth inequality in the 
Region, and the relatively low levels of taxation 
coupled with high rates of tax evasion, the taxation 
systems in countries are currently insufficient to reduce 
inequities and enable greater focus on economic 
and social development (58). This Commission calls 
for the introduction of progressive taxation systems 
in countries of the Region to ensure that taxes are 
proportionate to levels of income and wealth of 
individuals and organizations – the higher the income 
generated, the higher the tax.

LEVELS OF SOCIAL 
PROTECTION 

Social protection systems cover a wide range of 
policies and programmes including health care, income 
security, labour market programmes and poverty 
alleviation, and are designed to ensure that all people 
have the ability to access and maintain an adequate 
standard of living, and health, at different stages 
of life (59). They include benefits during maternity, 
childhood, periods of unemployment, ill health and 

disability, and during old age. They include direct 
and indirect payments and can be both contributory 
and non-contributory (60, 61). Adequate social 
protection is an absolutely critical way to improve 
health, reduce inequities in health and other key social 
determinants, and enhance overall social cohesion 
and socioeconomic development (61, 62). A lack 
of adequate social protection can leave people – 
particularly the most vulnerable people – susceptible 
to poverty, destitution and social exclusion, and the 
associated poor health outcomes. 

In addition to achieving social and economic progress 
and improved health, well designed and effectively 
implemented social protection systems are also cost-
effective, costing countries on average about 1.5% of 
GDP according to the World Bank (63). Research on 
the impacts of social protection on health is limited 
in the Eastern Mediterranean Region, but the value 
of social protection to health is well evidenced from 
other regions. For example, an analysis conducted 
by WHO in Europe indicated that the ability of social 
protection policies to reduce poverty also extends to 
health and mortality, and that more generous social 
protection systems are associated with better health 
in a number of European countries (64). Although this 
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analysis was based in the WHO European Region, the 
results are illustrative of the impact of social protection 
on health in general. Throughout this report, we make 
the case that poverty and poor outcomes in the social 
determinants of health damage health and health 
equity, and as social protection systems reduce poverty 
and improve outcomes in these social determinants 
they are beneficial to health. Throughout this report, 
we describe the levels and types of social protection 
available in the Region for each of the key determinants 
of health outlined in the chapters – for instance to 
support young families, those who are unemployed and 
in the form of pensions. 

As enshrined in the Universal Declaration of Human 
Rights (1948), social protection is a human right 
and countries have an obligation to ensure that their 
citizens have access to social protection (65). Social 
protection was recognized in the 2030 Agenda for 
Sustainable Development as a key supporting factor 

for the SDGs: “all people, everywhere, should enjoy a 
basic standard of living. This includes through social 
protection benefits for the poor and most vulnerable” 
(66). Additionally, SDG target 1.3 outlines that countries 
should “implement nationally appropriate social 
protection systems for all, including floors, for reducing 
and preventing poverty” (67). 

Across the Region, levels of social protection are low 
and inadequate for protecting most of the population 
from ill health and poverty. One indicator of this is the 
adequacy ratio – the share of benefits relative to per 
capita household income or consumption. This is a 
relative measure that allows the importance of the 
transfers in proportion to household per capita welfare 
to be assessed (68). Fig. 5.16 shows adequacy ratios 
by global region. The Middle East and North Africa 
region has the second lowest ratio at 11%, compared 
to over 30% in three of the six global regions.

Fig. 5.16. Share of all social protection and labour benefits relative to per capita household income or 
consumption, by region, 2008–2018

Notes: The adequacy ratio is an aggregated indicator calculated using simple averages of country-level social assistance and social insurances 
transfers’ shares, across country income quintiles. Transfers shares in each quintile are the share of beneficiaries’ welfare, estimated as the amount of 
transfers received by a quintile divided by the total income or consumption of beneficiaries in that quintile (68). 
Source: World Bank, based on most recent data from countries between 2008 and 2018 (69). 
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Fig. 5.17 shows that there are marked differences in coverage of social protection and labour programmes across 
countries and territories of the Region, ranging from over 80% population coverage in Iraq to less than 10% in 
Afghanistan, Sudan and the Syrian Arab Republic, and just over 10% in the occupied Palestinian territory, Pakistan 
and Tunisia. 

Fig. 5.17. Coverage of social protection and labour programmes (% of population) in countries and territories 
in the Region with available data, 2015 or latest available year 

Notes: The coverage of social protection and labour programmes (% of population) “shows the percentage of population participating in social 
insurance, social safety net, and unemployment benefits and active labour market programmes” (70). This indicator is drawn from the Atlas of Social 
Protection Indicators and Equity (ASPIRE), and “ASPIRE coverage indicators refer to the “effective” coverage definition, measuring the direct and 
indirect beneficiaries who are actually receiving social protection benefits at the time nationally representative household survey data are collected, as 
within a target group” (70).  
Source: World Bank (71).

Social safety net programmes are a component of social protection systems and are “noncontributory transfers 
targeted in some way to the poor and vulnerable” (72). They include non-contributory social pensions, other 
cash transfers programmes (child, family and orphan allowances, birth and death grants, disability benefits and 
other allowances), conditional cash transfers, in-kind food transfers (food stamps and vouchers, food rations, 
supplementary feeding and emergency food distribution), school feeding, other social assistance programmes 
(housing allowances, scholarships, fee waivers, health subsidies and other social assistance) and public works 
programmes (cash for work and food for work) (73). Estimates include both direct and indirect beneficiaries (73). 
Fig. 5.18 shows there are huge inequities across countries in the Region with regards to coverage of safety net 
programmes; however, coverage rates are very low among most of the countries with available data. 
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Fig. 5.18. Coverage of social safety net programmes (% of population) in countries and territories in the 
Region with available data, 2017 or latest available year

Source: World Bank (73).
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Social protection for countries in the Near East and North African region1 has been associated with social 
spending focused on providing subsidies, and are often contributory (74). However, these systems have lacked 
effectiveness in terms of poverty reduction. There are a number of countries which have incorporated other 
forms of social protection; for example, Egypt, Jordan, Lebanon, Morocco and Sudan have invested in cash 
transfer schemes, which may be conditional on recipients’ actions (such as ensuring that children go to school) 
or unconditional cash transfers. According to ESCWA, conditional cash transfers are “monetary transfers made to 
poor households on condition that they invest in human capital, typically by ensuring that their children use public 
services such as education and healthcare” (75). Unconditional cash transfers, in comparison, “aim to reduce 
poverty by providing welfare programs without any conditions upon the receivers’ actions” (76). Such transfer 
schemes are outlined in Table 5.3. 

1  The Near East and North Africa region for the Food and Agriculture Organization of the United Nations (FAO) includes Algeria, Bahrain, Egypt, Iran 
(Islamic Republic of), Iraq, Jordan, Kuwait, Lebanon, Libya, Mauritania, Morocco, Oman, Qatar, Saudi Arabia, Sudan, Syrian Arab Republic, Tunisia, 
United Arab Emirates, West Bank and Gaza Strip, and Yemen.

Table 5.3. Cash transfer programmes in selected countries in the Region 

Country Programme Type of cash transfer

Egypt Takaful and Karama Conditional and unconditional 

Iraq Social Protection System Unconditional 

Jordan National Aid Foundation Conditional 

Lebanon National Poverty Targeting Program Unconditional 

Morocco Tayssir Conditional 

Sudan Social Safety Net Project Unconditional 

Tunisia 
Programmes des familes 

necessiteuses 
Unconditional 

Yemen Social Welfare Fund Unconditional 

Source: Devereux (2015) using World Bank data, as reported in a publication by International Policy Centre for Inclusive Growth (2017) (77).
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Box 5.5. Social protection programmes in the Region 

Egypt 

The Takaful and Karama conditional and unconditional cash transfer programme is one of the largest 
investments in social capital development in Egypt (78). The programme was launched in 2015 and 
is implemented by the Ministry of Social Solidarity. The “Takaful” (Solidarity) part of the programme 
provides conditional financial support to families with the aims of reducing poverty, ensuring that 
vulnerable families receive adequate nutrition and encouraging families to keep their children in 
school (78). Eligible families receive a monthly cash transfer if they fulfil certain defined conditions, 
including ensuring that their children (aged 6–18 years) have an 80% school attendance record. Mothers 
of children under the age of 6 years are required to make four visits a year to health clinics with their 
children. In addition, child growth monitoring records need to be maintained and attendance at nutrition 
awareness sessions is required. As reported by the World Bank in November 2018, the programme has 
benefited around 8 342 000 citizens (78). 

The “Karama” (Dignity) part of the programme provides unconditional monthly cash transfers to poor 
elderly citizens aged over 65 years, to citizens with severe diseases and disabilities and to orphans. As 
reported in November 2018, there have been around 1 300 568 beneficiaries of the programme (78).

Lebanon

The National Poverty Targeting Program is the only anti-poverty cash transfer programme in Lebanon. 
It has been in operation since 2012 and began with a budget of US$ 28 million (79). This budget has 
since increased, and with the financial crisis in 2019 and the anticipated increase in poverty rates as 
a result of the COVID-19 crisis, the Government of Lebanon increased the funding to US$ 452 million, 
using a loan from the World Bank (79). Eligibility for the Program is determined by a proxy means test, 
which ranks households according to a set of measurable characteristics. In 2020, there were 150 000 
applicant households in the Program’s database, of which 43 000 were selected to benefit from social 
safety services, including cash transfers for public school registration and e-cards to help with food 
purchases. As outlined by Khater (2020), the Program provides a substantial amount of support to 
the poorest; however, it can only offer limited gains, and a move towards the universalization of social 
provision is required in order to produce long-term outcomes (79). 

Box 5.5 sets out some of the available social protection programmes in countries of the Region. 
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Morocco 

The Tayssir programme is part of the social protection framework in Morocco. It is a geographically 
targeted conditional cash transfer programme for children, directed towards increasing rates of primary 
and secondary school participation and completion in rural areas (80). The programme targets rural 
areas where the poverty rate is greater than 30% and the primary school dropout rate is greater 
than 5% (80). As part of programme actions, monthly cash payments are made to parents of eligible 
families for 10 months of the school year. In the 2015–2016 school year, nearly 830 000 school children 
benefitted and in the 2017–2018 school year, nearly 740 000 students benefitted (80). An evaluation 
showed that the programme was highly effective and there was a 75% reduction in dropouts (81). The 
evaluators concluded that this was due to an increase in the perceived value of education as a result of 
the transfer programme (81). 

Sudan 

In February 2016, the World Bank in collaboration with the Government of Sudan, signed a grant 
agreement to launch an unconditional cash transfer programme – the Sudan Social Safety Net 
Project (82). This programme sought to improve the implementation of Sudan’s social protection 
system by strengthening the Government’s technical capacity, in order to improve targeting and the 
management of the existing cash transfer programme. This was directed towards protecting poor 
and vulnerable households by mitigating any adverse impacts of economic reforms (82). Additionally, 
as part of the project, a Productive Safety Net pilot was launched in North Kordofan to help to 
build community resilience and to assist community members in access to livelihood-enhancing 
opportunities (83). The number of direct beneficiaries was 300 as at 28 June 2018, with a target of 1000 
by February 2019. The number of days of employment generated by the Productive Safety Net was 211 
144 as at 22 June 2018. Additionally, 40% of cash transfer beneficiaries in North Kordofan had received 
training by 22 June 2018 (84). 
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The United Nations – through the SDGs – has 
recommended the development of nationally defined 
social protection floors (85). Social protection floors 
are “nationally defined sets of basic social security 
guarantees that should ensure, as a minimum, over 
the life cycle, all in need have access to essential 
health care and basic income security which together 
secure effective access to goods and services defined 
as necessary at the national level” (86). According to 
United Nations calculations, a basic floor of social 
transfers is affordable at any stage of economic 
development (87). Additionally, data from ILO indicate 
that many middle- and low-income countries are 
able to provide social protection floors which cover 
a standard set of life-cycle risks using domestic 
resources (88). However, international support can 
assist in the initial costs associated with establishing or 
expanding social protection floors in countries (88). 

Social protection floors can be adopted progressively 
by countries depending on the level of available 
resources, including a first level or “basic social 
protection floor” and a second level of mandatory 
social insurance benefits, which aligns with this 
Commission’s focus on “do something, do more, do 
better”. The first level ensures non-contributory access 
to a minimum level of income and access to basic 
services, such as health care. The second level involves 
mandatory social insurance benefits which rely on 
contributions from individuals and employers (89). 

The ILO have recommended that countries in the 
Region progressively establish social protection floors, 
and that existing schemes should be comprehensively 
examined to identify shortfalls and solutions to 
ensure higher levels of social security (90). By 2012, 
member states of the ILO committed to establishing 
universal and rights-based social protection systems 
(social protection floors) (91). All countries in the WHO 
Eastern Mediterranean Region are member states of 
the ILO. 

The Social Protection Floor Index (SPFI) measures 
the extent to which governments are fulfilling this 
commitment (91). The SPFI also indicates the minimum 
resources a country needs to reallocate or invest 
as a share of the country’s GDP to social protection 
floor policies in order to close income and health 
gaps (91). The income gap specifically refers to “how 
much money would have to be given to all individuals 
whose incomes fall below a minimum level to lift him 
or her up just to this level, assuming that there are 
no administration costs and perfect targeting” (91). 
The health gap specifically indicates “whether or not 
a country can guarantee access to essential health 
care to all residents and children, taking into account 
whether sufficient resources are spent (the resource 
gap) and whether these resources are allocated 
adequately (the allocation gap). The largest of these 
two gaps constitutes the health gap which is expressed 
as a share of a country’s GDP” (91). The SPFI is 
presented for three minimum income levels: $ 1.90 per 
day in 2011 purchasing power parity (PPP), $ 3.20 per 
day in 2011 PPP, and 50% of median income but not 
less than $ 1.90 per day in 2011 PPP (91). Fig. 5.19 
shows SPFI for each of the three minimum income 
levels in countries in the Region for which data are 
available. For the $3.20 per day minimum income level, 
a minimum share of 6.6% of GDP in Sudan is needed 
to be invested or reallocated in social protection floor 
policies in order to close income and health protection 
gaps, compared to 0.1% in Tunisia. 
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Fig. 5.19. SPFI (as percentage of GDP) in selected countries in the Region, by minimum income level, 2018

Source: Global Coalition for Social Protection Floors (2020) (91).

This Commission recommends the urgent progressive implementation of social protection floors by all countries of 
the Region, with support from WHO, to ensure that they are most beneficial to health equity. International assistance, 
through official development assistance (ODA), will help low-income countries to achieve this. As we recommend in 
this report, wealthier countries in the Region can increase their ODA contributions to 0.7% of their GNI, used in part 
to support less wealthy countries in the implementation of social protection floors.
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GOVERNMENT INVESTMENT IN PUBLIC SERVICES

The relationship between government expenditure on public services and health are well evidenced (92, 93). The 
more countries spend on services such as health, education, housing and sanitation, the better the population 
health outcomes. As already noted in this chapter, the greater resources a government has, the greater should be its 
investments in social protection and services. This section describes levels of spending on public services which are 
particularly important for population health. 

There are huge inequities in government expenditure on public services across countries in the Region. Compared to 
other regions, the rates of military expenditure are extremely high and considerably outweigh expenditure on health 
care, as shown in Fig. 5.20. 

Fig. 5.20. Expenditure on health care and military, and the ratio of total health care to military expenditure,
by region (based on 11-year mean), 2001–2011

Notes: Health care expenditure (% of GDP) refers to “Level of current health expenditure expressed as a percentage of GDP. Estimates of current health 
expenditures include healthcare goods and services consumed during each year. This indicator does not include capital health expenditures such as 
buildings, machinery, IT and stocks of vaccines for emergency or outbreaks” (94). Countries in the area defined as Arab world include: Algeria, Egypt, 
Bahrain, Comoros, Djibouti, Iraq, Jordan, Saudi Arabia, Kuwait, Lebanon, Libya, Mauritania, Morocco, Oman, occupied Palestinian territory, Qatar, 
Yemen, Somalia, Sudan (including South Sudan), Syrian Arab Republic, Tunisia, and the United Arab Emirates (95).
Source: El-Zein A, et al. (2014) (96) based on data from the World Bank.
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Most countries in the Region spend less on health care as a percentage of their GDP than the global average 
(Fig. 5.21). The relatively low levels of expenditure on health care systems are set out in more detail in Chapter 12. 

Fig. 5.21. Expenditure on health care, military and education (as percentage of GDP) in countries and 
territories in the Region, 2019 or latest available year 

Notes: No available data for education expenditure for United Arab Emirates, or for military expenditure or domestic general government health 
expenditure for the occupied Palestinian territory. Education data for Iraq not included, as the latest data were over 30 years old (1989). Additionally, 
some of the most recent data available and included in this graph are from before 2010. This includes: military expenditure data for Djibouti (2008) and 
data on education expenditure for Egypt (2008), Kuwait (2006), Libya (1999), Morocco (2009), Yemen (2008), Saudi Arabia (2008), Sudan (2009) and 
Syrian Arab Republic (2009). 
Source: Institute of Health Equity authors based on data from the World Bank Poverty and Equity database (2020) (7).
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COMMERCIAL
DETERMINANTS OF HEALTH

This chapter has so far focused on policies related to 
revenue generation and distribution of government 
resources, and the impacts of these on health and 
the social determinants of health. There are many 
other ways in which economic forces can shape and 
determine health outcomes. Global monetary flows, 
international investments, and corporate products and 
practices can also undermine health and health equity. 

The definition of commercial determinants of health 
by Kickbusch, Allen & Franz (2016) has become 
widely accepted: “Strategies and approaches 
used by the private sector to promote products 
and choices that are detrimental to health” (97). In 
addition to harmful products produced and promoted 
by commercial organizations, some of the practices 
employed by large corporations are directly and 
indirectly damaging to health. These include poor 
quality working conditions (discussed in Chapter 9), 
and the way large corporations move money around 
the globe, avoiding tax in the countries where 
they make their sales and depriving governments 
of an important source of revenue for improving 
development and benefiting health. 

While the commercial determinants of health have 
become a priority in public health analyses, measures 
to influence, regulate and reduce the harmful health 
impacts of commercial practices and products remain 
underdeveloped. The capacity and willingness of 
governments to tackle the damaging impacts of some 
large corporations remain weak in comparison to 
the political and public power and budgets of these 
corporations. 

Commercial determinants of health are often related 
to products associated with the alcohol, tobacco, 
food and soft drink industries, but should also include 
resource-depleting industries, greenhouse gas-
emitting and air-polluting industries, and intensive 
agriculture. Tobacco, alcohol and unhealthy food and 
drink industries continue to grow in many low- and 
middle-income countries through widespread product 
proliferation, aggressive marketing and lobbying, 
and weak governance and regulatory systems (97). 
Analysts describe that the Consumer Staples Index 
(covering tobacco, food and drinks) has grown by 
200% in low- and middle-income countries over the 
past decade (97, 98). 

NCDs are often the result of behaviours that are 
heavily influenced by commercial interests (99,101). 
NCDs have been called “industrial epidemics” or 
“profit-“ or “corporate-driven diseases”. The WHO 
Director-General Dr Tedros Ghebreyesus urges 
“world leaders in business and government to take 
aggressive steps to prevent noncommunicable 
diseases” (102) and previous Director-General 
Margaret Chan noted that “efforts to prevent non-
communicable diseases go against the business 
interests of powerful economic operators” (103). 
Kickbusch, Allen & Franz write that the rise of NCDs 
is a manifestation of a global economic system that 
currently prioritizes wealth creation over health creation 
(97). It has been estimated that 75% of diabetes and 
40% of cancers would be prevented by addressing four 
risk factors: tobacco use, physical inactivity, the harmful 
use of alcohol and unhealthy diets – that is, by reducing 
consumption of tobacco, alcohol, food and fossil 
fuels (104). Each of these four risk factors is strongly 
influenced by social determinants including, as stated, 
the commercial determinants of health.

Analyses of global risk factors for disease show that 
the largest declines in risk exposure between 2010 
to 2019 were among risks strongly linked to social 
and economic development, including household air 
pollution, unsafe water, sanitation and handwashing, 
and child growth failure – all the focus of major 
international and national efforts, and prioritized in the 
MDGs and SDGs. Globally, declines also occurred 
for tobacco smoking and lead exposure, although 
the use of tobacco products is still high in many low- 
and middle-income countries in the Region (outlined 
in Chapter 2). Understanding which risk factors for 
disease are declining, stagnating or increasing gives 
insights into where current public health efforts are 
working or are insufficient, and can help governments, 
donor agencies, international organizations and civil 
society organizations to identify new priorities (105). 

The risk exposures that are increasing at more than 
0–5% per year include ambient particulate matter 
pollution, alcohol use, drug use, childhood sexual 
abuse, bullying victimization, high fasting plasma 
glucose, high systolic blood pressure and high body 
mass index. Many of the increasing risks are metabolic 
risk factors which are closely associated with food 
quality. As discussed in Chapter 2, overweight and 
obesity levels are high in many countries in the 
Region, and are still increasing (106). Harm from poor 
quality foods, alcohol and smoking, such as multi-
morbidities, can disproportionately affect those in lower 
socioeconomic positions (107, 108) leading to greater 
health inequities (107).
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Despite awareness of health harms, for major 
corporations the financial rewards of increasing 
consumption mostly outweigh the incentives and 
moral obligations to reduce harm (104), therefore much 
stronger regulatory practices are required (105). 

A complex combination of dietary practices and 
environmental, social and economic factors in 
countries of the Region has resulted in the double 
burden of malnutrition, where undernutrition co-exists 
with increasing rates of overweight, obesity and 
chronic disease (109). Poverty is a key risk factor for 
consumption of unhealthy commodities leading to 
overweight and obesity, as well as for undernutrition, 
in the Region. Processed food, extracted or refined 
from whole foods, is often low in nutrients, energy-
dense with a high glycaemic load and high in 
unhealthy fat, sugars and salt (110). Highly processed 

foods are often aggressively marketed. Most are 
made, advertised and sold by large or transnational 
corporations and are very durable, palatable, cheap 
and fast to prepare and consume, and are highly 
profitable to the manufacturers (110). Similarly, soft 
drink production is highly profitable and is sold with 
high profit margins. Stuckler et al. (2012) describe that 
soft drink manufacturers target developing countries’ 
markets as a major area for expansion (98). The rate of 
increase in consumption of “unhealthy commodities” 
is fastest in low- and middle-income countries, with 
little or no further growth expected in high-income 
countries. The increase in consumption in low- and 
middle-income countries is even faster than that 
which occurred in high-income countries.

In the Region, investment in marketing of unhealthy foods 
has been steadily increasing, as shown in Fig. 5.22. 

Fig. 5.22. Expenditure on unhealthy food marketing in selected countries in the Region, 2009–2012

Note: Data from the Pan Arab Research Center, a market research center which operates through a network of branches in Bahrain, Egypt, Jordan, 
Kuwait, Lebanon, Oman, Qatar, Saudi Arabia and Yemen. 
Source: Pan Arab Research Center, 2012, as reported in a publication by WHO (2018) (111).
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Implementation of WHO recommendations on the marketing of food and drinks to children, which were endorsed 
by the World Health Assembly in 2010, have been largely absent in the Region (as outlined in Table 5.4). The 
purpose of these recommendations is to “guide efforts by Member States in designing new and/or strengthening 
existing policies on food marketing communications to children” and they relate to policy development, policy 
implementation, policy monitoring and evaluation, and research (112). 

Table 5.4. Implementation of the WHO recommendations in the Region (compilation of responses to 
questionnaires in 2013, 2015 and 2017) 

Country 

Country has 
responded to at least 

one of the three 
questionnaires

Country has discussed 
the recommendations

Country has adopted 
legislation that 

contributes to the 
implementation of the 

recommendations

Afghanistan Yes No No

Bahrain Yes Yes No 

Djibouti No – –

Egypt Yes Yes Yes (limited)

Iran (Islamic Republic of) Yes Yes Yes

Iraq Yes Yes No

Jordan Yes Yes No

Kuwait Yes Yes No

Lebanon Yes Yes No

Libya Yes Yes No

Morocco Yes Yes No

Oman Yes Yes No (in development)

Pakistan Yes No No

Occupied Palestinian territory Yes No No

Qatar No

Saudi Arabia Yes Yes Yes (limited)

Somalia No

Sudan Yes Yes No

Syrian Arab Republic Yes No  

Tunisia Yes Yes No (in development)

United Arab Emirates Yes Yes No 

Yemen Yes Yes No

Note: The response to the 2017 questionnaire states that the Syrian Arab Republic would have restricted sponsorship by food industry operators of 
sports or cultural events broadcast on television, but it does not provide any further details, making it difficult to determine the nature and scope of the 
restrictions (111). 

Source: WHO Regional Office for the Eastern Mediterranean (2018) (111).
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This Commission views practices which cause air pollution and unsustainable greenhouse gas emissions, harmful 
resource extraction, harmful agriculture and production of environmentally damaging products as commercially 
driven and profoundly harmful to health and health equity. These environmental determinants should also be seen 
as commercial determinants of health (outlined further in Chapter 7). Consumption of unhealthy products and the 
harmful effects of corporate practices affect poorer and more vulnerable populations the most and contribute to 
large inequities in health. 

Commercial determinants of health are a priority for the Region (114) and for those concerned with reducing health 
inequities between and within countries in the Region. Tobacco companies and unhealthy food, soft drink and 
alcohol companies exert influence and extend their reach in countries in the Region through marketing directly to 
consumers, lobbying governments, challenging and circumventing regulations and providing financial incentives for 
governments to increase product proliferation until the companies have achieved “corporate permeation” that has 
penetrated the “social, political and cultural fabric of a country” (115). Beyond that, there is economic penetration of 
countries, as jobs and taxes from the companies are seen as providing an economic lifeline in many countries (116).  
Box 5.7 describes some of the marketing and lobbying tactics deployed by the tobacco industry in the Region. 

Box 5.6. Marketing unhealthy foods to children, Oman 

An assessment of the marketing of unhealthy foods to children (aged 0–18 years) via mass media was 
conducted in Oman between November 2015 and October 2016 by the Nutrition Department of the 
Ministry of Health in Oman (113). 

This study focused on a range of media channels including television, radio and newspapers. The 
findings showed that the majority (71%) of TV advertisements were for follow-on milk formula, 63% of 
newspaper advertisements were about convenience foods and 44% of radio advertisements were for 
savoury snacks (113). There is a need to restrict unhealthy food marketing to children in Oman, and the 
assessment confirmed the need to establish a comprehensive regulatory framework in line with WHO 
recommendations (113).

Marketing of unhealthy foods in the Region can take a variety of forms. However, it has been noted that there are 
extensive data gaps in the Region, making it difficult to have a comprehensive picture of the extent and impact of 
the marketing of unhealthy foods. Some national assessments are available, as outlined in Box 5.6 on marketing to 
children in Oman.
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Box 5.7. Tobacco industry tactics in the Region 

Globally and in the Region, public health has had a long-standing focus on tobacco and the role of 
tobacco companies in promoting and encouraging use of tobacco and tobacco products, despite the 
damage to health. There have been many analyses and attempts to limit tobacco supply and marketing; 
however, tobacco companies continue to diversify their products and invest significantly in marketing to 
young people. 

While most countries have tobacco control laws, the strength of these laws can vary widely between 
countries. Literature illustrates that tobacco industry interferences have been occurring in the Region 
for decades (117). The tobacco industry has an established strategy to lobby political figures and 
governments to serve their benefits. It has been reported that the tobacco industry uses corporate 
social responsibility (CSR) activities as a means of accessing officials (117). An example of lobbying 
in the Region includes the industry trying to direct countries’ selection of representatives to the 
Conferences of Parties of the WHO Framework Convention on Tobacco Control, with tobacco industries 
encouraging representatives from non-health sectors to be chosen, who may view tobacco more from 
a business/economic perspective rather than from a health perspective (117). Additionally, the industry 
has sought to gain an appearance of respectability, which can affect public opinion (117). For example, 
British American Tobacco has funded the education of women from Afghanistan in western universities 
and the Eastern Company for Tobacco has funded cancer screening and treatment in Egypt (117). 

Recently in the Region, there has also been strong promotion of electronic nicotine/non-nicotine delivery 
systems and heated tobacco products (117). The industry has been using a number of measures to 
promote such products, including lobbying policy-makers and targeting young people by providing false 
information and by adding different flavours to their products (118). Prior to 2017, electronic cigarettes 
were banned in 11 countries of the Region (117). However, this has since changed, with Saudi Arabia – 
one of the countries leading in tobacco control – changing its legislation to permit e-cigarettes. This has 
raised concerns that other countries the Region will consequently be prompted to permit the product. 

The Region has the highest rate in the world of use of tobacco products other than cigarettes, including 
waterpipe tobacco (119). According to WHO, the use of waterpipe is increasing rapidly in the Region 
and this is underlined by the misconception that such products are less harmful than cigarettes (119). 
Additionally, waterpipe tobacco is not as regulated as cigarettes, with the tobacco mixtures for use in 
waterpipe smoking not carrying health warnings in most countries (119).

Despite the powerful global factors that have increased the power and impact of commercial determinants of 
health, including moves towards further deregulation and the use of social media, there are ways for countries 
to ensure that commercial determinants support, rather than undermine, health. WHO’s Independent High-Level 
Commission on Noncommunicable Diseases in 2017 encouraged governments to engage constructively with the 
private sector (except the tobacco industry) to promote health, and argued for strengthening government efforts to 
counter marketing of unhealthy products: “Governments should give priority to restricting the marketing of unhealthy 
products (those containing excessive amounts of sugars, sodium, saturated fats and trans fats) to children” (120). 
The report also suggested that WHO explore the possibility of establishing an international code of conduct (120). 
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POLITICAL LEADERSHIP 

In this section, we outline how national governments 
can reduce the impact of harmful commercial practices 
through regulation, robust legal and financial systems, 
and strengthened policies (121,123). Many large 
corporations are adept at influencing policy decisions 
which affect their practices and products – and profits 
– including through litigation, lobbying (104) and 
influencing public perception of them. Mialon describes 
how studies of the political practices of the tobacco 
industry have revealed “the many ways through which 
that industry tried to avoid, weaken and delay the 
development of tobacco control policies … [and] there 
is growing evidence that other companies in the food, 
alcohol, gambling, automobile, and chemical industries, 
for example, use similar political practices” (99). 

A 2017 report from the Region outlines that the major 
risks to health related to commercial practices, which 
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 authorities concerned; lack of consumer 
education and protection laws; and overall inadequate 
food safety and nutrition education among the general 
population (109). Stuckler et al. (2012) describe that 
several middle- and high-income countries have 
preserved economic growth without consuming high 

volumes of unhealthy commodities, suggesting that 
domestic policy choices may be critical to mitigating 
future NCD risk factors (98).

Political leaders and policy-makers, with the support 
of WHO, need to develop greater awareness of the 
health impacts of commercial products and the ways 
in which corporations are leveraging influence to 
affect policy development, and these efforts must 
be made available to the public. Regulations and 
legislation to support national governments’ approach 
to regulating the development and marketing of harmful 
products need to be developed in coordination with 
public health expertise, with greater government 
accountability for such mechanisms. One such 
approach is the “corporate health impact assessment” 
model developed by Baum et al. (2016) (124). Their 
model assesses: the political, economic and regulatory 
environments; the structure, practices and products 
of corporations; and the health and equity impacts 
of the activities of corporations. This is a useful tool 
to assist in considerations of protecting health and 
protecting greater health equity in development of 
policies and approaches for regulation of corporations 
and products. Box 5.8 sets out efforts to regulate the 
tobacco industry in the Islamic Republic of Iran and 
Saudi Arabia, and Box 5.9 sets out efforts to reduce 
consumption of sugary drinks in GCC countries. 

Box 5.8. Tobacco control in the Islamic Republic of Iran and Saudi Arabia 

In terms of tobacco control, the Islamic Republic of Iran is one of the leading countries in the Region, 
with reported success in resisting interference by the tobacco industry (117). The Islamic Republic of 
Iran has banned the tobacco industry from engaging in corporate social responsibility activities and 
does not accept support from the Iranian Tobacco Company, nor does it allow for the presence of 
representatives from this company in the policy-making processes relating to tobacco control (117). 

In Saudi Arabia, regulation of communication has been established between the tobacco industry and 
government officials (117). Additionally, a policy has been put in place to protect citizens from tobacco 
industry advertising, promotion and sponsorship tactics (125). 
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LEGAL MECHANISMS AND REGULATIONS

Powerful corporations tend to use political and 
economic power to lobby for weak, or no, legal 
mechanisms to regulate the content of their products 
and their marketing. Robust legal frameworks are one 
of the most effective ways to contain potential harm 
from commercial practices and products. 

A 2017 analysis of how legal mechanisms can be 
used for prevention of NCDs in the Region highlighted 
that (109): law can be a cost-effective and affordable 
tool to reduce NCD risk factors; legal interventions 
must be adapted for local legal, social and economic 
contexts; good governance, especially multisectoral 
collaboration, supports effective NCD prevention; 
and, enabling factors for NCD laws include regulatory 
capacity and robust public and civil society support.

FINANCIAL SYSTEMS 

While many large corporations are driven by their 
requirements to shareholders to maximize profits, 
governments have the power to set tax on the profits 

made by these companies and on the products 
themselves. Both may act as a disincentive to the 
companies to increase supply or to change the 
content of products to avoid taxation on unhealthy 
goods. Meanwhile, the revenue generated can be 
used to invest in services and programmes to improve 
health such as sanitation, housing and education 
(99, 129). Disinvestment in tobacco and fossil fuel 
industries by major investment funds may be another 
way to leverage change. While specific examples 
of disinvestment from the Region are limited, there 
are some useful examples from other areas. For 
example, in the Netherlands in 2018, the largest 
pension fund in Europe announced that it would cease 
investing in tobacco, which consequently led to a € 
3 billion reduction in investment going to tobacco 
companies from the finance sector (130). Examples 
of disinvestment in fossil fuels include the European 
Investment Bank, the largest public bank in the world, 
which announced in 2019 that it would phase out 
its financing of oil, coal and gas projects after 2021, 
and will align all its financing activities with the Paris 
Agreement goals by the end of 2020 (131, 132). 

Box 5.9. Sugar-sweetened beverages tax in GCC countries 

Taxes on sugary drinks has been recognized as a promising policy tool for reducing sugar-sweetened 
beverage consumption, and thus the associated adverse health impacts such as obesity and 
diabetes (126). In 2015, the GCC passed a tax law which increased the price of soda by 50% and the 
price of energy drinks by 100% (126). This is the highest sugar-sweetened beverage tax in the world, 
given that most taxes are between 10–20% (126). Saudi Arabia was the first GCC country to implement 
this tax, in June 2017. Following this, the United Arab Emirates introduced the excise taxes in October 
2017, Bahrain in December 2017, Qatar in January 2019 and Oman in June 2019. Kuwait was the last 
of the countries to adopt this tax, implementing it in 2020 (127).

Saudi Arabia is the fifth largest consumer of sugar-sweetened beverages in the world, as such this 
tax represents a significant first step in addressing public health issues and adverse health impacts 
associated with sugar-sweetened beverage consumption (126). A study in 2019 suggests that the 
tax has had a substantial impact in terms of the reduction of soda and energy sales in Saudi Arabia: 
comparing 2016 to 2018, annual purchases of soda and energy drinks had reduced by 41% and 58%, 
respectively (128). 
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Addressing the financial support of tobacco companies 
is important in efforts for controlling tobacco use (133). 
There have been a number of initiatives globally to 
disinvest in tobacco firms. For example, the Tobacco-
Free Finance Pledge was launched in 2018 by the 
Tobacco Free Portfolios, in collaboration with the 
United Nations Environment Programme Finance 
Initiative and a number of other organizations, 
to provide a public platform for the promotion of 
tobacco-free financing (133, 134). There are currently 
160 signatories to the pledge, although there are no 
signatories from the Eastern Mediterranean Region. 
Additionally, governments can take action; for example, 
in 2009, the Government of Norway announced that 
they would divest in companies which make more than 
5% of their profits from tobacco production (135).

MARKETING AND INFLUENCING PURCHASING 
AND BEHAVIOURS 

Corporations that produce unhealthy foods and 
drinks, tobacco and alcohol tend to have very large 
marketing budgets which they deploy to encourage 
consumption (136, 137) and strengthen brand 
loyalty among consumers. Many countries have 
developed regulations and mechanisms to regulate 
marketing, such as banning tobacco advertisements 
and marketing of alcohol to young people. However, 
enforcement is sometimes weak and lags behind the 
marketing tactics of corporations, such as using social 
media to market vaping products to young people (99). 
There is ample evidence that the marketing of 
unhealthy commodities to children and adolescents 
leads to increased consumption of those commodities, 
and associated negative impacts on health (138,140). 
There is also evidence of the negative impacts that 
television commercials have on nutrition and childhood 
obesity in the Region (109, 141). In many countries 
with less effective governance systems – including in 
fragile and conflict-affected situations and many low- 
and middle-income countries – advertising regulations 
are weak, nonexistent or not enforced. In 2010, WHO 
developed a set of recommendations on the marketing 
of foods and non-alcoholic beverages to children (112). 
Following this, the Heads of State and Government 
at the United Nations General Assembly High-Level 
Meeting on the Prevention and Control of NCDs held 
in 2011 called on the private sector to take action to 
implement this set of recommendations developed by 
WHO (142). 

MEASURES OF PROGRESS 

In this chapter, and throughout the report, we highlight 
the ways in which national policies and programmes 
can make improvements to social, economic and 
health outcomes, even in countries with low levels of 
resources. Programmes and policies which are oriented 
towards achieving more equitable outcomes can make 
significant progress towards reducing high levels 
of within-country inequities in the Region, including 
in health. In Chapter 1, we showed evidence that 
increasing average incomes leads to improvements in 
life expectancy and other outcomes associated with 
social progress, but only up until around $ 20 000 per 
person. After that level, the impact of rising income 
on life expectancy and progress on development is 
weak. Further improvements in life expectancy and 
progress on development, after reaching this minimum 
income level, are the result of effective and fair policies 
and programmes, such as those recommended in 
this report. Despite the significance of other factors in 
improving health and development, most measures 
of countries’ progress rely on single measures of 
economic level – usually a country’s GDP. 

The OECD and several other major organizations 
have suggested that GDP is a poor measure of the 
health, well-being and progress of countries. Focusing 
solely on GDP as the main measure for development 
and progress has inevitably led to a marked focus 
on increasing GDP, even at the expense of health 
and, we would add, equity (20). In the Introduction to 
this report, we overviewed the Social Progress Index 
and the United Nations Human Development Index. 
Both encapsulate more information about social, 
economic and health factors than simple measures 
of economic level such as GDP. Even so, they do not 
take sufficient account of levels of socioeconomic and 
health inequities within countries, even in countries with 
extraordinarily high average incomes and levels of GDP. 
As OECD points out (20): 

A more holistic side of development that considers 
material conditions and quality of life tells a more 
complex story …. Absolute poverty, for instance, 
continues to rise in some countries, despite 
unprecedented rates of economic growth … [and] 
inequality is also worsening in some countries.

This Commission recommends the development 
of regional and/or national measures of progress 
which encapsulate priorities for social development 
and health in the Region and which take account of 
levels of inequity. This would be a highly significant 
step towards reprioritizing well-being and equity for 
countries and their populations in the Region.  
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OFFICIAL DEVELOPMENT 
ASSISTANCE  

Official development assistance (ODA) refers to 
“government aid designed to promote the economic 
development and welfare of developing countries” and 
is an important way for wealthier countries to support 
development and health of less wealthy countries (143). 
OECD excludes loans and credits for military purposes 

from ODA, and only the aid provided to the list of 
150 developing countries maintained by the OECD is 
considered as ODA (143). 

In terms of recipients of ODA, Afghanistan, Iraq, Jordan 
and the Syrian Arab Republic are among the top 10 
recipients of ODA globally (144). In 2018, the Syrian 
Arab Republic received the highest net ODA per capita 
(in current US$) in the Region, as shown in Fig. 5.23. 

Notes: “Net official development assistance (ODA) per capita consists of disbursements of loans made on concessional terms (net of repayments of 
principal) and grants by official agencies of the members of the Development Assistance Committee (DAC), by multilateral institutions, and by non-DAC 
countries to promote economic development and welfare in countries and territories in the DAC list of ODA recipients; and is calculated by dividing net 
ODA received by the midyear population estimate. It includes loans with a grant element of at least 25 percent (calculated at a rate of discount of 10 
percent)” (145). All data are for 2018, with the exception of Sudan which are from 2017.
Source: World Bank (146).
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Fig. 5.23. Net ODA received per capita by country in the Region (current US$), 2018
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Fig. 5.24. ODA in Kuwait, Saudi Arabia and United Arab Emirates on a grant equivalent basis and as a 
percentage of GNI, 2018 and 2019

Note: The grant equivalent methodology has been used by since 2018 and refers to where “only the ‘grant portion’ of the loan, i.e. the amount ‘given’ 
by lending below market rates, counts as ODA” (147).
Source: OECD (2021) (147) and OECD development co-operation profiles (2020) (148).

In the Eastern Mediterranean Region, the largest donors of development assistance are Kuwait, the United Arab 
Emirates and Saudi Arabia. The target outlined by the United Nations is that developed countries should allocate 
0.7% of their GNI to ODA (147). In the Region in 2018, only the United Arab Emirates fulfilled this target with an 
ODA grant equivalent that was 0.93% of their GNI. By 2019, none of the wealthier countries were providing ODA 
to the level of 0.7% of GNI and the United Arab Emirates reduced their ODA to 0.55% of GNI. Saudi Arabia’s ODA 
on a grant equivalent basis also reduced from 0.56% GNI in 2018 to 0.24% in 2019 (Fig. 5.24). It is possible that 
as a result of the COVID-19 crisis ODA will further decrease, even as developing countries’ need for resources 
increases significantly. 
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Fig. 5.25. DAH from the Middle East and North Africa, by recipient, 2000–2017

Source: Zhao (2020) (149).
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For recipient countries in the Middle East and North Africa region, only 10.5% of development assistance for health 
(DAH) came from donors within the same region in 2017 (149). Among recipients of DAH in the region since 2014, 
Yemen has received the highest contribution from countries within the same region, while the amounts for Jordon, 
Morocco and Pakistan have decreased (Fig. 5.25). 



184

CHAPTER 5   |    ECONOMIC DRIVERS OF HEALTH INEQUITIES

Table 5.5. Total DAH received by countries and territories (US$ million) and the percentage received from the 
Middle East and North Africa region, 2017

Country
Total DAH received in 2017

(US$ million)
DAH received from Middle East 

and North Africa region (%)

Afghanistan 234.67 2.62

Egypt 124.25 28.94

Iran (Islamic Republic of) 7.31 0.24

Iraq 22.7 0.9

Jordan 85.96 19.79

Lebanon 20.41 5.91

Libya 8.3 0

Morocco 178.44 12.78

Occupied Palestinian territory 95.24 0.01

Sudan 113.91 0.53

Syrian Arab Republic 75.08 11.70

Tunisia 17.6 35.53

Yemen 515.13 15.73

Source: Zhao (2020) (149).

This Commission recommends that all wealthier countries in the Eastern Mediterranean Region increase their ODA 
to the level of 0.7% of GNI, and that beneficiary countries use these resources to invest in achieving greater health 
equity through implementation of the recommendations made in this report. 

Yemen received the highest level of DAH in 2017, of which 15.73% was received from the Middle East and North 
Africa region, as shown in Table 5.5. Less than 1% of the total DAH received in the Islamic Republic of Iran, Iraq, 
Libya, occupied Palestinian territory and Sudan came from the Middle East and North Africa region. 
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SUMMARY AND 
RECOMMENDATIONS 

The Eastern Mediterranean Region is marked by high 
rates of poverty and high levels of inequity in income 
and wealth. These have significant negative impacts 
on health and on the level of resources available and 
the appetite to reduce poverty and inequity, which 
leads to high and persistent health inequities. We have 
suggested that part of the reason to reduce poverty 
through the redistribution of available resources is to 
improve opportunities for the whole population to be 
healthy and live with dignity. 

Reorientation of public and private investments 
underpins many of the recommendations in this report, 
and therefore we make the case for more progressive 
fiscal policies and argue that health and health equity 
should be at the heart of decision-making on economic 
policies. Progressive fiscal policy includes taxation 
systems which are designed to rise with increasing 
income, and taxes on corporations, property and 
inheritance. Political will is needed to put the necessary 
redistributive mechanisms in place. At present, this will 
is underdeveloped in the Region. 

There are generally low rates of personal and business 
taxation and high rates of tax avoidance in the Eastern 
Mediterranean Region. Partly as a consequence of a 
high tolerance for economic inequities, levels of social 

protection are low in countries and do not sufficiently 
support those on low incomes, leading to a great deal 
of ill health and poverty. There are relatively high levels 
of government spending on the military rather than on 
health care, education and other social development 
priorities. 

Our first recommendation, therefore, is to support more 
equitable fiscal policies which enable redistribution 
of income as well as more efficient tax collection and 
regulation of tax evasion. We suggest that available 
public resources be allocated proportionately according 
to levels of need and deprivation: the aim is to foster 
universal public services and investment aimed at 
reducing inequities. We propose greater investment 
in quality public services, including for support during 
the early years, to create better quality education and 
health care systems and ensure sufficient levels of 
social protection to prevent poverty and destitution for 
the whole population. We propose that each country 
develops a minimum income for healthy living – the 
amount of income required in the country to live 
a healthy life – which should be used to set levels 
of social protection and to establish and enforce 
minimum wage policies to reduce poverty for those 
who are working. Each country, whatever its level of 
development, should endeavour to reach the United 
Nations social protection floor. But this is a just a 
minimum requirement – and countries with higher levels 
of wealth and development should aim to exceed the 
social protection floor.
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Given the highly divergent levels of economic 
development across countries in the Region, and 
the low levels of resources and high levels of conflict 
and fragility in many countries, we recommend that 
wealthier countries commit to meeting the target for 
ODA of 0.7% of GNI to benefit less wealthy countries 
in the Region. This will reduce health inequities and 
support action on the SDGs. 

We propose that national resources and public assets 
should be directed towards the public good, which 
benefits health. Dependence on GDP as a measure 
of success has led to the prioritization of economic 
development over progress on equitable social, 
economic, environmental and health determinants. 
This Commission recommends that countries develop 
national development indicators which are based on 
social, economic and health equity within the country. 

While global financial institutions and increasing 
penetration of countries by large corporations can 
undermine the capacity of national governments to 
support health and health equity, there are legal and 
political mechanisms and regulations available to 
governments to halt or limit damage to health. These 
mechanisms should be implemented to protect the 
population from unhealthy corporate influences and, 
instead, mechanisms and legislation can be used to 
improve working conditions and prevent practices that 
pollute and destroy environments, including those that 
contribute to climate change. 

We recommend specific technical approaches to embed 
health equity assessments in policy development, and 
in addition, there should be a widespread movement 
to raise awareness in populations about the impacts of 
economic decisions on health and health equity, so that 
governments are held accountable for their decisions. 

Recommendations  

1. Implement equitable fiscal policy. 
• Increase levels of progressive taxation, ensuring efficient collection and reducing tax 

avoidance. 
• Ensure that spending is allocated according to the principle of proportionate 

universalism – spend more on the areas of greatest need. 
• Develop national standards for a minimum income for healthy living as the standard for 

social protection and minimum wage policies. 
• Fund the public sector adequately and regulate to provide equitable and quality 

services. 
• Meet the United Nations social protection 

2. Increase official development assistance to 0.7% of gross national income for 
    wealthy countries in the Region.
• Support lower income countries to improve health, reduce inequities and achieve the 

SDGs and human rights. 
• Support greater economic inclusion of refugees, migrants and IDPs.

3. Policies should be directed to the public good.
• Develop measures of national progress which are based on equitable social and 

economic development rather than relying on GDP to measure progress.
• Enact and implement legislation to regulate health-damaging corporate practices and 

products.

Relevant SDG targets

1.3, 1.4, 1a, 1b

8.3, 8.5, 8.8

10.2, 10.3, 10.4, 10b

12.4

16b

17.1, 17.2, 17.19
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CULTURE AND 
SOCIETY

06
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INTRODUCTION

Social and cultural norms profoundly affect equity 
within political and economic structures and the 
conditions of daily life throughout the Eastern 
Mediterranean Region, and these, as outlined 
throughout this report, shape health and lead to health 
inequities. Across the Region, economic and political 
arrangements, and experiences in daily life, closely 
relate to dominant religious beliefs, gender norms, and 
attitudes towards migrants and refugees. So important 
are these social and cultural arenas to “building back 
fairer” that without progress on these fronts, reducing 
inequities in health in all the areas covered by this 
Commission is unlikely. 

There is great potential for social and cultural norms 
to bring positive change to the Region. Religious 
leaders can support healthy practices and attitudes, 
and faith-based organizations can support progress in 
health and the social determinants of health for many 
marginalized groups across the Region. Strengthening 
these approaches will therefore be hugely beneficial. 
Greater gender equity directly supports a range of 
desirable outcomes in key social determinants of 
health, including education, employment and income, 
improved living conditions, and stronger economies 
and overall levels of development. More positive 
attitudes towards refugees and migrants in the 
Region will not only enable better health and social 
determinants of health for refugees and migrants, but 
can also unleash economic benefits for host nations.

While religion, gender equity and attitudes towards 
refugees and migrants are important in every region 

in the world, they are particularly significant factors 
in the WHO Eastern Mediterranean Region. Although 
the Region is diverse and social norms vary across 
it, similarities exist which allow some degree of 
generalizability, with important caveats related to 
national and local contexts.  

In the Eastern Mediterranean Region, religion is 
integral to identities, behaviours and attitudes that 
have important effects on people’s health and social 
determinants of health, although there are variations in 
the support for health provided by religious belief and 
religious organizations. Religion can be a powerful ally 
to the Commission’s central themes of health equity, 
fairness and dignity, and religious leaders can be 
influential contributors to societal endorsement for this 
agenda and in implementing our recommendations.
Gender norms and roles also vary across the Region, 
with differing levels of equity in countries, but overall, 
there is a need to improve levels of gender equity, 
which would benefit health and levels of social and 
economic development. 

Attitudes towards refugees and migrants are complex 
in the Region. Many countries have welcomed millions 
of refugees fleeing conflict and provided them with 
refuge and safety, while other countries actively recruit 
economic migrants to fill their labour shortages and 
provide employment and some level of economic 
security. But migrants and refugees are generally not 
afforded the same services and resources as citizens 
and attitudes towards refugees are increasingly hostile, 
as resources and employment opportunities are scarce 
in many host countries and the numbers of refugees 
is growing rapidly. This damages the prospects, and 
health, of the many refugees and migrants living 
in the Region and there are signs that the situation 
may deteriorate further as a result of the COVID-19 
pandemic. 

RELIGION AND IDENTITY AND 
HEALTH EQUITY

Religion is a fundamental structure of daily life for many 
individuals, communities and nations throughout the 
Eastern Mediterranean Region, and is an important 
driver of health and the social determinants of health. 
This section focuses on opportunities for religious 
leaders and faith-based organizations to positively 
influence health and the social determinants of health. 
Studies have demonstrated that religion is a source of 
social support, social control and social capital, which 
all influence individual and community behaviours and 
sense of empowerment in ways that affect health (1). 

CULTURE AND 
SOCIETY
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Faith-based organizations provide important social and 
health-related services and play a strong advocacy 
role, influencing governments and leaders and affecting 
policy and resources (2). Religious leaders are very 
influential within the Region, and given their respected 
voices within their communities, different organizations 
have sought their assistance to promote human rights 
and social justice messages. 

However, organized religion and spirituality are not 
always associated with positive health outcomes; 
they can be harmful and, in some settings, have 
been associated with harmful practices, as well as 
with conflict and violence (1). This can lead to stigma 
regarding antenatal care visits for pregnancies that 
occur outside of marriage, sexually transmitted 
infections and care-seeking after sexual assault (3, 4). 
HIV is sometimes linked with moral transgression 
and seen as a punishment from God, and 
individuals living with HIV may therefore not seek 
lifesaving treatments (5). While negative outcomes 
are sometimes attributed to organized religion, it is 
important to distinguish between religion and the 
misuse of religious identity by some leaders and 
followers to promote their own religious interpretations.

While this chapter draws attention to the positive role 
of religious leaders and faith-based organizations, 
such roles must be a part of an integrated strategy to 
secure broader societal support and action for health 
equity. The strategy outlined in this report supports the 
mainstreaming of human rights principles in all facets of 
life, alongside zero tolerance of any violations under the 
pretext of cultural specificity and misinformed religious 
interpretations.

While Islam is the predominant religion throughout the 
Eastern Mediterranean Region, other faith groups are 
present and religious diversity exists within each group. 
Overall, of the nearly 600 million people living in the 

Region in 2010, an estimated 96% were Muslim, 3% 
Christian and 1% were categorized as other (6). Given 
the predominance of Islam throughout the Region, this 
chapter presents most of its examples from Islamic 
religious practices and faith-based organizations.

RELIGION AND HEALTH 

Global evidence shows that regular attendance 
of religious groups is associated with lower blood 
pressure (7), lower all-cause mortality risk, and reduced 
likelihood of chronic pain and other physical health 
ailments, as well as lower alcohol use and smoking 
prevalence (7–9). Involvement with organized religion 
and strong spiritual beliefs are also associated with 
better mental health outcomes, including enhanced 
coping skills and reduced loneliness, anxiety, 
depression and suicide (10–12). Furthermore, spiritual 
or religious support can strengthen self-esteem and 
a sense of belonging and empowerment, helping 
people to deal effectively with stress and traumatic life 
experiences (13). 

Beyond the health benefits of involvement with religious 
organizations and having religious beliefs, different 
religious groups utilize many mechanisms to regulate 
behaviours which directly and indirectly influence health 
and the social determinants of health. Faith-based 
programmes often include religiously-tailored health 
messages, grounding the intervention in a religious 
perspective and the relevant scripture (14). Research 
has indicated that religious individuals might have more 
trust in religiously-tailored health messages compared 
with non-tailored messages (15–17). Religious leaders 
often lead discussions on topics related to health and 
the position worshippers should take on the issue and 
have played key roles in health initiatives promoting 
tobacco control, smoking cessation and abstinence 
from alcohol (see Box 6.1), as well as in family planning 
advocacy and denouncing female genital mutilation 
(FGM) (see Box 6.2). 

Box 6.1. Alcohol use and religion 

In Islam, alcohol use is prohibited, and one positive health outcome is the relatively low prevalence of alcohol 
use disorders in the Eastern Mediterranean Region. In 2017, the global prevalence of alcoholism globally was 
14.6 per 1000 people compared to 9 per 1000 people in the Eastern Mediterranean Region (18). Similarly, the 
prevalence of foetal alcohol spectrum disorder is lower among children and youth in the Eastern Mediterranean 
Region (0.1 per 1000 people) than globally (7.7 per 1000 people) (19). 
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Box 6.2. FGM and religion 

Many religious institutions and religious leaders within the Eastern Mediterranean Region have 
denounced FGM (20), stating that it is not an Islamic practice and that no female should undergo such 
a procedure – although such announcements have had variable effects on reducing FGM (21, 22). 
Although the practice is primarily driven by cultural traditions rather than religious ones, religion has 
been used to rationalize the practice in some contexts and to promote its prohibition in others (23, 24).

The position of the WHO Regional Office for the 
Eastern Mediterranean on FGM is clear: “FGM is 
recognized internationally as a violation of the human 
rights of girls and women. It reflects deep-rooted 
inequality between the sexes and constitutes an 
extreme form of discrimination against women. It is 
nearly always carried out on minors and is a violation 
of the rights of children. The practice also violates a 
person’s rights to health, security and physical integrity, 
the right to be free from torture and cruel, inhuman or 

Box 6.3. Reduction of FGM in Egypt: a collaborative effort between religious leaders, 
United Nations agencies and WHO 

A collaboration between faith-based organizations, religious leaders, the Egyptian government, United 
Nations agencies and WHO was established in Egypt to end FGM. Prominent religious institutions made 
public statements and rulings forbidding FGM and rejecting it as part of Islamic law (26). The Egyptian 
government imposed a complete ban on FGM in June 2007, while also promoting a television campaign 
with UNFPA and UNICEF to persuade parents to abandon the practice (26). Egypt has seen declines in 
FGM in recent years, which have been attributed to these actions (27).

degrading treatment, and the right to life when the 
procedure results in death” (25). 

Additional research is needed to identify the most 
effective actions to reduce FGM, but Egypt’s recent 
initiatives that have combined the use of informed 
religious leaders with criminalization of FGM 
(see Box 6.3), are promising for potential expansion 
within the Region (26).
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In some communities, religion has been used to justify 
restricting women’s rights and limiting access to 
contraception (28). Given the importance of religious 
norms and beliefs in sexual and reproductive health 
promotion, United Nations bodies such as UNFPA 
have prioritized collaboration with religious leaders and 
institutions to improve the success of programmes to 

Box 6.4. Reproductive health and family planning in Islamic Republic of Iran, Syrian Arab Republic 
and Yemen 

In the Islamic Republic of Iran, religious leaders have played a crucial role in implementation of the 
national family planning programme (29, 30). In 1988, the High Judicial Council announced that family 
planning did not have any Islamic barriers. The Iranian family planning programme had three primary 
goals: 1) encourage birth spacing; 2) discourage pregnancies for women under 18 years old and 
above 35 years old; and 3) discourage parents from having more than three children. The goal of the 
programme was to enhance the physical and social well-being of women, children and the broader 
Iranian society. The programme saw remarkable success – the population growth rate decreased from 
3.9% in 1986 to 1.2% in 2000 and total fertility decreased from 6.8 children per household in 1984 to 
2.1 children per household in 2000. The success of the programme has been widely attributed to the 
support of the Islamic clergy after their deliberation and endorsement, which developed a widespread 
norm that established birth control as a religious duty as much as a social one. 

Before 2008, UNFPA partnered with the Ministry of Awqaf (Ministry of Religious Endowments/
Religious Affairs and Religious Guidance) in the Syrian Arab Republic to produce a booklet on Islamic 
perspectives on family planning, after conducting training workshops with imams on issues related to 
reproductive health. Together, they promoted television programmes that discussed both reproductive 
health and gender issues from an Islamic viewpoint (31).

In the early 2000s in Yemen, UNFPA partnered with the Ministry of Awqaf to improve sexual and 
reproductive health services for adults and adolescents, and mobilized imams and religious leaders to 
promote family planning in mosques. UNFPA identified engaging religious leaders at the national level 
in discussion about population, gender, and sexual and reproductive health as essential for the project 
design and implementation (31, 32).

improve family planning and reproductive health. One 
example of such an initiative is the role that religious 
leaders and institutions have played in promoting 
national family planning programmes in the Islamic 
Republic of Iran, Syrian Arab Republic and Yemen (see 
Box 6.4). 

Tobacco control and smoking cessation efforts have 
been promoted by some religious institutions and 
leaders in collaboration with WHO and its Member 
States. Authorities in Saudi Arabia restricted tobacco 
use in and near the two holy mosques in Mecca 
and Medina, which led to the nomination by the 
WHO Regional Office of the two cities for the global 
Tobacco-Free Cities project in 2002 (33). In 1988, 

the WHO Regional Office published a report on the 
Islamic ruling on smoking that included the views 
of Islamic scholars toward the practice (34). This 
publication resulted from a request by the Egyptian 
Ministry of Health and Population, following the 
nation’s fatwa on smoking (33). These examples of 
collaborative efforts could be expanded to other 
health and social determinants of health issues. 
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Religious leaders can also support disease control 
programmes, including vaccinations and screening 
for diseases, as they are often well trusted by local 

Box 6.5. Islamic Advisory Group for Polio Eradication  

Since 2014, the Islamic Advisory Group for Polio Eradication (IAG) has worked with Muslim religious 
scholars and groups, donor countries and organizations to eradicate polio in endemic countries, 
including Afghanistan and Pakistan, and in outbreak countries such as Somalia. In 2017, the IAG 
expanded their work to cover mother and child health and immunizations. The IAG is a valuable part of 
the work being undertaken to address vaccination hesitancy and refusal and to fight misinformation. 
They work with religious leaders and local communities to urge parents to vaccinate their children, 
assuring families that the vaccinations conform to Islamic rulings (35).

RELIGION AND THE SOCIAL DETERMINANTS 
OF HEALTH

Religious organizations and leaders influence the 
social determinants of health through their advocacy, 
influence with worshippers and the direct provision 
of and support for essential social services such as 
humanitarian aid, education and welfare support for 
individuals living in poverty. Given the low levels of social 
protection and service provision funded and organized 
by national governments across the Region, provision 
of these services plays an important role in supporting 

population health and outcomes across a range of social 
determinants of health. The WHO considers faith-based 
organizations to be important actors within civil society 
“for collective action around shared interests, purposes 
and values, generally distinct from government and 
commercial for-profit actors”. 

Education is influenced by the practices and rules of 
religion, and religious leaders can play a critical role 
in shaping participation in education by promoting or 
discouraging the education of girls (36, 37)
(see Box 6.6).

communities (see Box 6.5). These roles will be vitally 
important in the management and prevention of 
COVID-19 infection.

Box 6.6. Religious leaders promoting female education in Afghanistan

In Afghanistan, training for religious leaders was conducted by UNICEF in 2003 and by the Women’s 
Islamic Initiative in Spirituality and Equality in 2009–2010 to improve access to girl’s education and 
awareness of women’s rights (38, 39). The training resulted in over 300 Friday sermons at mosques, 
reaching nearly 120 000 congregants, that promoted women’s education, reduction of child marriage, 
improved understanding of inheritance, ownership and property rights, and encouraged women’s 
political and social participation (39).
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Islamic Relief and Muslim Aid are prominent actors 
in the humanitarian aid sector in the Eastern 
Mediterranean Region, providing emergency 
response support, food aid, clean water and 
sanitation facilities (40, 41). 

Donors, nongovernmental organizations and United 
Nations agencies have, at times, supported faith-
based organizations that are working to improve 
food security. One of the benefits is their focus on 

providing meals that take into consideration religious 
rules, practices and norms (42). Box 6.7 describes 
previous partnerships between WFP and faith-based 
organizations in Somalia and the Syrian Arab Republic. 
Donor support is often provided to large, well-known 
faith-based organizations, such as Islamic Relief 
Worldwide (42, 43). Donors are less inclined to partner 
with faith-based organizations for more sensitive 
programmes, such as those to improve sexual and 
reproductive health services. 

Box 6.7. WFP collaboration with the Aga Khan Development Network in Syrian Arab Republic and 
Muslim Hands in Somalia

WFP prioritizes working collaboratively with international and local nongovernmental organizations, 
including faith-based organizations, who often have a deep understanding of the communities WFP 
works in and a long-term presence that improves sustainability (44). 

The Aga Khan Development Network, a faith-inspired organization, has worked in six areas in the 
Syrian Arab Republic since 1999 (45) and has contact with local networks to reach those most in need 
of food assistance (46). In 2016, a partnership between the Aga Khan Development Network and WFP 
benefitted 60 000 people each month through nutrition and school snack programmes (47). In 2018, 
over 10 000 metric tonnes of food aid was delivered and over 1.5 million litres of water storage capacity 
installed (45). 

WFP collaborated with Muslim Hands, an international nongovernmental organization, between 2013 
and 2016 in southern Somalia to reduce hunger in communities affected by conflict and drought (47). 
Muslim Hands provided in-depth knowledge of local communities, which allowed them to mobilize and 
build irrigation canals and provide technical guidance and non-food supplies, while WFP provided food 
to address the immediate hunger needs of the communities. The irrigation systems more than doubled 
agricultural production by 2016, improving food security and providing a surplus income for families. 
WFP noted access to social services such as a health care and education improved, especially for 
women and children, after the installation of the irrigation systems. 

There are, however, challenges in partnering with faith-
based organizations. It is important that equity and 
human rights principles underlie all actions adopted 
by this influential group of stakeholders. Principles of 
citizenship, equality, non-discrimination, dignity and 
tolerance need to be incorporated into an integrated 
strategy involving those faith-based organizations that 
seek social engagement and support advocacy for the 
equity agenda.

Governments, United Nations agencies, WHO and 
secular nongovernmental organizations should 
carefully evaluate the contribution of faith-based 
organizations to the social sector, establishing whether 
their contributions are independent of their political 
agendas and vetting potential organizations as project 
collaborators. An example of a faith-based organization 
that was vetted according to criteria developed by 
UNICEF is described in Box 6.8.
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While religion has a well-documented and important 
influence on health and the social determinants 
of health, its inclusion in reports, documents and 
resolutions by WHO, United Nations agencies and 
governments has been limited. UNFPA has been the 
primary agency within the United Nations system 
that has prioritized engagement with religious leaders 
and communities to achieve their goals, publishing 
reports that examine the influential role of religion and 
culture in their work (31, 32, 50). The United Nations 
Inter-Agency Task Force on Religion and Development 
(now known as the United Nations Inter-Agency Task 
Force on Engaging Faith-Based Actors for Sustainable 
Development) has published Guidelines for engaging 
faith-based organizations (FBOs) as cultural agents of 
change (51), reported on their engagement with faith-
based organizations (52–54) and engaged religious 
leaders in the SDG process (42). 

UNAIDS (55), UNFPA (32) and UNICEF (56) have 
published international guidelines and advisory 
documents to support collaboration with faith-based 
organizations in development (42). However, clear 
guidelines and replicable examples of effective 
collaboration between United Nations agencies, WHO, 
ministries of health and governments specific to the 
Eastern Mediterranean Region should be established 
and circulated in local languages.

Box 6.8. Establishing partnerships between UNICEF and Al-Markaz al-Islami to improve social 
determinants of health in Jordan

Al-Markaz al-Islami is affiliated with the Islamic Center Charitable Society and has been operating 
for many years across Jordan (48). The majority of their funding is from private donations by wealthy 
Jordanians and larger charities from the Gulf. They primarily serve recent refugee arrivals, offering 
essential relief items such as clothing, food, household items and cash (48).

UNICEF requires that its partners adhere to strict criteria, including child protection, before establishing 
collaborations (48, 49). Potential partner organizations are assessed for their current policies and 
systems using an external audit firm, which includes examining whether the organization is affiliated 
with terrorist groups or activities that violate human rights (48). After this review, Al-Markaz al-Islami 
began their partnership with UNICEF in 1996 to provide informal education and psychosocial activities 
for child refugees living in Jordan (48). The partnership allows UNICEF to reach some of the hardest-to-
reach populations, such as children living independently without parental care (48).

GENDER AND HEALTH 
INEQUITIES IN THE REGION

Gender is a key social determinant of health for both 
men and women. Gender norms and inequities affect 
outcomes in all areas covered by this report. Gender 
inequities have a critical influence on inequities in 
health, education, employment, income, likelihood 
of experiencing harm from conflict, intimate partner 
violence, access to power, money and resources, 
and capacity to lead a dignified, healthy life. Deep-
seated inequities in attitudes towards men and women 
include expectations about the family roles and 
domestic tasks that girls and women should perform, 
what girls and women should aim for in life, and how 
they should shape their identity. They include norms 
about the appropriate age of marriage and number of 
children to have, domestic roles and the appropriate 
level of education, and affect political and community 
influence, decision-making and levels of autonomy 
among women. 

These largely unquantifiable but pervasive gender 
cultures and norms profoundly affect every facet 
of life for women and girls. They manifest in: much 
lower employment rates, despite the improvements 
in participation in education in the Region; limited 
political involvement, leadership roles and community 
influence and involvement in decision-making; much 
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higher rates of caring for family members; lower levels 
of income and access to social protection mechanisms 
throughout life; and high levels of gender-based 
violence (57). These gender norms and expectations 
are also differentiated by socioeconomic factors; 
women with more education and higher economic 
positions may have greater involvement in the paid 
labour force and in decision-making, for instance. 
Gender inequities mostly affect and damage girls 
and women, but boys and men are also negatively 
impacted by gender norms and biases. These are 
reflected, for example, in risk-taking and health-
harming behaviours, being expected to be involved 
in conflicts and to meet cultural expectations around 
status and income, and stereotypical masculine 
identities that can undermine their physical and mental 
health and that of those around them. Gender norms 

Fig. 6.1. Mean Gender Inequality Index, by region, 2018

Note: The Gender Inequality Index value was not available for Somalia, Djibouti and the occupied Palestinian territory and are therefore not included in 
the Eastern Mediterranean Region average. 
Source: UNDP Human Development Report (2019) (60).
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and biases also have an influence on men and boys’ 
experience of health care and their access to it (57). 

The Gender Inequality Index was introduced by 
UNDP in 2010, and is a “composite measure which is 
reflective of the inequality in achievements between 
women and men in three dimensions” that include 
reproductive health, empowerment and the labour 
market (58, 59). The Gender Inequality Index ranges 
from 0 to 1, and the closer the Index is to 1, the higher 
the inequalities there are between women and men. In 
2018, sub-Saharan Africa, South Asia and the WHO 
Eastern Mediterranean Region had the highest levels of 
gender inequality as measured by the Index compared 
with other regions (Fig. 6.1). These high levels of 
gender inequality harm the development and progress 
of countries in the Region (60). 
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There are wide variations in gender inequality among 
countries in the Eastern Mediterranean Region, as 
shown in Fig. 4.2. The value of the Gender Inequality 

In the Eastern Mediterranean Region, understanding 
of gender roles differ between men and women and 
between countries. Data from surveys in Egypt and 
Lebanon in 2016 using the Gender-Equitable Men 
(GEM) Scale1 show that women have more equitable 
views about gender roles than men, indicating that 
women wish to resist some of the prevailing gender 
norms and attribution of gender roles in Egypt and 
Lebanon (61). There are also differences in views 
about gender roles which relate to levels of wealth and 

1 The GEM Scale ranges from 0 to 3, with 0 being the most inequitable and 3 being the most equitable (61).

Note: The Gender Inequality Index value was not available for Somalia, Djibouti and occupied Palestinian territory. 
Source: UNDP Human Development Report (2019) (60).
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education, area of residence, employment status and 
age (see Fig. 6.3–6.10). Being female, having higher 
levels of wealth and education, living in cities and 
being younger, all increase support for greater gender 
equity. These differences in understanding and appetite 
for greater equity, while only from surveys in two 
countries, provide support for increasing female levels 
of education in order to increase support for gender 
equity, with all the associated benefits to health and 
development that would bring.

Index ranges from a low of 0.11 in the United Arab 
Emirates to 0.83 in Yemen, which is the highest level of 
gender inequality among countries with available data. 

Fig. 6.2. Gender Inequality Index, by country, 2018
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Fig. 6.3. GEM Scale score in Egypt by sex and wealth, 2016

Fig. 6.4. GEM Scale score in Egypt by sex and education level, 2016

Source: El Feki et al. (2017) (61) based on International Men and Gender Equality Survey – Middle East and North Africa (IMAGES MENA) Egypt 
data (2016). 

Source: El Feki et al. (2017) (61) based on IMAGES MENA Egypt data (2016). 
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Fig. 6.5. GEM Scale score in Egypt by sex and residence, 2016

Fig. 6.6. GEM Scale score in Egypt by sex and age group, 2016

Source: El Feki et al. (2017) (61) based on IMAGES MENA Egypt data (2016). 

Source: El Feki et al. (2017) (61) based on IMAGES MENA Egypt data (2016). 
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Fig. 6.7. GEM Scale score in Lebanon by sex and wealth index, 2016

Fig. 6.8. GEM Scale score in Lebanon by sex and education, 2016 

Source: El Feki et al. (2017) (61) based on IMAGES MENA Lebanon data (2016). 

Source: El Feki et al. (2017) (61) based on IMAGES MENA Lebanon data (2016). 
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Fig. 6.9. GEM Scale scores in Lebanon by sex and employment position, 2016

Fig. 6.10. GEM Scale score in Lebanon by sex and age group, 2016

Source: El Feki et al. (2017) (61) based on IMAGES MENA Lebanon data (2016).

Source: El Feki et al. (2017) (61) based on IMAGES MENA Lebanon data (2016). 
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In the previous section, we outlined those religious 
practices and attitudes that can be supportive or 
undermining of health and health equity. Many of these 
practices and attitudes also inform views about gender 
roles. Whether rooted in religious beliefs or not, cultural 
and social beliefs that stereotype the roles of women 
and men in society may hinder development and limit 
the lives and health of populations. Taking action to 
improve gender equity and support human rights is one 
of the most direct and potent ways to reduce health 
and other inequities overall (62). 

Abundant evidence shows that female education and 
paid employment support family, community and 
population health and improve a range of outcomes 
which are beneficial for health and social and economic 
development. The World Bank has outlined that 
women who are better educated are more likely to be 
knowledgeable about health care and nutrition and to 
marry later, and the children of better educated women 
are usually healthier (63). An average child gains an 
extra 0.32 years in school for each additional year of 
their mother’s education (64, 65), and better educated 
women are more likely to be engaged in the formal 
labour market and to have higher incomes (63). Drawing 
on data from the World Bank, Bourne (2014) (64) 
outlined that the return on every year of secondary 
education for a girl correlates to as much as a 25% 
increase in their wages, which reduces household and 
community poverty (63). UNICEF has shown that there 
is 0.37 percentage point increase in GDP for every 
percentage point increase in female education and 
this can help to support national development (66). 
So strong is the evidence of the benefits of female 
education and employment for development, 
social progress and health that it may be the most 

powerful and readily available health improvement 
and development strategy. Female education and 
employment also lead to reductions in family size, 
with data suggesting that women with higher levels 
of educational attainment are likely to have fewer 
children (67).

In other chapters we outline gender inequities related 
to specific social determinants of health such as 
experiences in the early years, education, employment 
rates, income, access to social protection, and 
environmental and living conditions. In this chapter 
we set out inequities not covered in other chapters, 
including caring roles and gender-based violence in the 
Region.

CARING ROLES

All over the world women are usually the main 
providers of informal, unpaid care for family 
members. This is particularly evident in the Eastern 
Mediterranean Region due to social and cultural 
norms which place women in the role of family 
caregiver, reinforced by the low levels of availability 
of early years services and those for adults who need 
care and for older people (62).

Unpaid care work refers to “all unpaid services 
provided within a household for its members, including 
care of persons, household and voluntary community 
work” (68). Fig. 6.11 shows how women, based on 
data from 2014, spent more time on unpaid care work 
in all regions when compared to men, with the widest 
difference seen in the Middle East and North Africa 
region. 
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In Chapter 10 on healthy aging, we outline data 
on gender inequities in responsibilities for caring 
for older family members – a situation which limits 
women’s opportunities for employment, community 
roles and other possibilities for social empowerment 
and participation. The low levels of affordable service 
provision for older people makes these caring roles 
essential. Women also largely have responsibility for 
other domestic tasks and for looking after children. A 

report based on data from the IMAGES MENA survey in 
Egypt, Morocco and the occupied Palestinian territory 
indicates that nearly 80% of men and just over 60% of 
women surveyed were in support of the idea that taking 
care of the home and cooking for the family is the most 
important role for women (61). The specific results are 
outlined in Fig. 6.12. In each of the surveyed countries 
or territories, a higher proportion of men than women 
agreed with this statement. 

Fig. 6.11. Hours per day spent on unpaid care work, by gender and region, 2014

Source: Ferrant et al, (2014) (68) based on data from the OECD Gender, Institutions and Development Database (2014).
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Fig. 6.12. Percentage of respondents in Egypt, Morocco and occupied Palestinian territory who agree that a 
woman’s most important role is to take care of the home and cook for the family, by gender, 2016

Source: El Feki et al. (2017) (61) based on data from IMAGES MENA (2016) survey data. 

In many countries, women’s low levels of participation 
in the labour force relate to expectations and 
requirements that they will undertake unpaid caring 
roles and domestic duties and they are financially 
dependent on their husbands (68, 69). 

All these factors lead to and reinforce high levels 
of gender inequity in the Region. Changing these 
expectations is important and needs to be undertaken 
in conjunction with provision of accessible and 
affordable services in the early years and for older 
people and those in poor health. However, shifts in 
attitudes and greater provision of services will still be 
inadequate to reduce longstanding gender inequities. 
Protections from discrimination and exclusion on 
the basis of gender need to be enshrined in law and 
based on the principles and actions outlined in the 
SDGs and human rights legislation, discussed in 
following chapters. Legislative mechanisms to enshrine 
greater gender equity need to be adhered to, with 
sufficient sanctions for organizations or individuals who 
contravene them.

GENDER-BASED VIOLENCE IN 
THE REGION 

Gender-based violence is an umbrella term for any 
harmful act that is perpetrated against a person’s will 
and that is based on socially ascribed (i.e. gender) 
differences between males and females. It includes 
acts that inflict physical, sexual or mental harm or 
suffering, threats of such acts, coercion, and other 
deprivations of liberty. These acts can occur in public 
or in private (70). According to the 1993 United Nations 
Declaration on the Elimination of Violence against 
Women, violence Against women refers to “any act 
of gender-based violence that results in, or is likely 
to result in, physical, sexual or psychological harm or 
suffering to women, including threats of such acts, 
coercion or arbitrary deprivation of liberty, whether 
occurring in public or private life” (71). Gender-based 
violence is widespread globally, and particularly high 
in the Eastern Mediterranean Region (72, 73). Analysis 
shows that gender-based violence is related to levels 
of gender inequity in society, and while occurring in 
every socioeconomic demographic, it is higher among 
less educated and poorer communities and increases 
physical and mental health inequities (74, 75). 
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Intimate partner violence is a form of gender-based 
violence and is the most common type of violence 
against women. It refers to “any behaviour within 
an intimate relationship that causes physical, 
psychological or sexual harm to those in the 
relationship” (76). The health consequences of intimate 
partner violence have been widely documented and 
include death, disability, NCDs, devastating mental 
health consequences, worse reproductive and sexual 
health outcomes and worse outcomes for babies and 
children (77, 78, 79). Besides adverse health effects, 
violence against women costs them and their families 
large sums of money for health services, days lost 
from work, damaged property, missed school days by 
children and other impacts. A study in Egypt estimated 
the total cost of intimate partner violence for survivor 
women and their families in 2016 to be 2.17 billion 
Egyptian pounds i.e. approximately US$ 12 700 000 
(80, 81). 

Intimate partner violence is culturally tolerated in 
many parts of the world, including in the Eastern 
Mediterranean Region where there are a number of 
countries with insufficient legislation to reduce intimate 
partner violence. There are a range of institutional 
elements which have been highlighted as driving 
factors of gender-based violence, including power and 

control structures that are male-dominated, social and 
cultural attitudes about women, and systemic gender 
discrimination, all of which are present in the Region to 
varying degrees (82). 

On a regional level, based on WHO data from 2010, it 
is estimated that the Eastern Mediterranean Region has 
the second highest rates of intimate partner violence 
(37%) globally, very close to the region with the highest 
rates, South-East Asia (37.7%), although data from only 
five countries and territories were available, namely 
Egypt, Iran (Islamic Republic of), Iraq, Jordan and the 
occupied Palestinian territory (79). Rates of intimate 
partner violence are likely to be even higher than 
reported as there is considerable underreporting; it is 
frequently hidden and regarded by many as private, 
and in some cases even legitimate. Women are often 
reluctant to report intimate partner violence to the 
police for fear of retaliation by their husband and of 
losing their children or because they have no source 
of income to support themselves if they get a divorce 
(81, 83). OECD data for countries with available data 
show that the percentage of women in the Region in 
2019 who had experienced physical and/or sexual 
violence from an intimate partner at some time in their 
life, ranged from around 10.4% in Lebanon to 85% in 
Pakistan, as shown in Fig. 6.13.

Fig. 6.13. Percentage of women who have experienced physical and/or sexual violence from an intimate 
partner at some time in their life, in selected countries in the Region, 2019 or latest available year

Source: OECD (2019) (84) based on data from Gender Institutions and Development (2019). 
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There are inequities in the prevalence of gender-based violence related to socioeconomic and demographic 
factors, including age of marriage, educational level, poverty, community norms and attitudes, women’s access to 
employment, and childhood experiences of violence (85–87). Those who are economically insecure or in chronic 
poverty are at a disproportionately higher risk of being subject to gender-based violence (88), as shown in Fig. 6.14 
for Egypt. 

Fig. 6.14. Percentage of currently married women who have experienced physical, sexual or psychological 
violence from most recent husband ever or within the past 12 months in Egypt, by wealth quintile, 2005

Source: Analysis by El-Zanaty et al. (2005) based on data from the Egypt Demographic and Health Survey 2005, as reported by USAID and National 
Council for Women (2009) (89).
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Additionally, women who are poorer and economically 
insecure tend to live in areas with weaker legal 
systems, higher levels of conflict and fewer support 
services (88), all of which means intimate partner 
violence is more likely to occur and less likely to be 
punished. 

The Egypt Demographic and Health Survey (2005) 
study also found that prevalence of intimate partner 
violence against women was higher among women 
with lower education levels (Fig. 6.15). 

Fig. 6.15. Percentage of currently married women who have experienced physical, sexual or psychological 
violence from most recent husband ever or within the past 12 months, in Egypt, by education level, 2005

Source: Analysis by El-Zanaty et al. (2005) based on data from the Egypt Demographic and Health Survey 2005, as reported by USAID and National 
Council for Women (2009) (89).
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Fig. 6.16. Percentage of women who agree that a husband/partner is justified in beating his wife/partner 
under certain circumstances in selected countries and territories in the Region, 2019 or latest available year

Source: OECD (2021) (84).

The proportion of women who agreed that their husband is justified in hitting or beating his wife, for at least one 
specific reason, decreased with increasing level of education for all countries for which Demographic and Health 
Survey data on this indicator was available, as shown in Fig. 6.17. This again underscores the importance of female 
education for reducing health inequities.
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Despite the high levels of intimate partner violence in some countries, and the harm that results, there is widespread 
tolerance of such violence in countries and territories in the Region, including from women (see Fig. 6.16). This 
damages efforts to reduce rates and is the result of pervasive gender inequities and cultural and societal beliefs 
about male and female power and identity (90, 91). 
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Fig. 6.17. Percentage of women who agree that a husband is justified in hitting or beating his wife for at least 
one specific reason in selected countries in the Region, by education level, latest available year

Source: USAID’s DHS Program (92).

Box 6.9 provides an overview of analysis by WHO in 2013 of the prevalence, effects and drivers of intimate partner 
and non-partner sexual violence in the Eastern Mediterranean Region. The report refers to socioeconomic and 
cultural associations with intimate partner violence and makes proposals for action. Importantly, it suggests social 
norms regarding gender equity must shift and the underlying economic, social and cultural drivers addressed. 

Box 6.9. WHO report on the prevalence and health effects of intimate partner and non-partner 
sexual violence 

A WHO report in 2013 presented the results of the first systematic review of scientific data relating to 
the prevalence of violence against women by an intimate partner and sexual violence by someone other 
than a partner. Drawing on the evidence, the report highlights the need to address the sociocultural and 
economic factors which influence violence against women. The needed actions include: challenging 
social norms which support male authority and control over women and sanction or condone violence 
against women; reducing levels of childhood exposure to violence; reforming discriminatory family 
law; strengthening women’s economic and legal rights; and eliminating gender inequalities in access 
to formal wage employment and secondary education (79). The report also highlights the need for the 
health sector to have a greater role in responding to violence against women (79). Clinical and policy 
guidelines for the health-sector response to violence against women have been outlined by WHO, which 
emphasize the need to integrate issues related to violence against women into the clinical training of 
health professionals (79). Identifying opportunities for providing support for women and ensuring they 
have access to the services they need, including emergency services, is also highlighted as a key 
aspect in the response to violence against women (79).
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Evidence shows that efforts to reduce violence against 
women should include the whole of society. Legal 
mechanisms, including criminalizing intimate partner 
violence, educating men and women about the harm 
that results from gender-based violence and practical 
steps to improve access to support services are all 
essential. As a first step, abiding by the United Nations 
Declaration on the Elimination of Violence Against 
Women is vital. 

In most countries and territories of the Region, 
initiatives to combat intimate partner violence are 
still small scale and are not backed up by effective 
legislative and system support, and many women—

particularly the poorest, least educated and those in 
rural and more isolated areas—are either not yet aware 
of, or do not have access to, such services (81). 

Constitutional and legal steps to outlaw violence 
against women coupled with policies that support 
women’s financial independence and empowerment 
are important to reduce violence.

UNHCR has implemented cash assistance 
programmes in Lebanon and conducted an analysis 
of these to investigate their impact on the prevention 
and mitigation of, and response to, sexual and gender-
based violence (93), as described in Box 6.10.

Box 6.10. Impact of cash assistance programmes on the prevention and mitigation of, and 
response to, sexual and gender-based violence in Lebanon (2017–2018)

UNHCR investigated the impacts of three cash assistance programmes on sexual and gender-based 
violence in four locations in Lebanon (93). The programmes included a protection cash assistance 
programme and an emergency cash assistance programme, which offer financial support for protection 
incidents or vulnerabilities, and a multi-purpose cash assistance programme, which provides a one-off 
payment to support the basic needs of those who are living in poverty (93). Evaluations showed that 
the emergency cash and protection cash programmes assisted survivors of sexual and gender-based 
violence in moving away from their abusers and the multi-purpose cash programme was found to 
prevent or mitigate the risk of resorting to potentially harmful coping mechanisms, such as exploitative 
work. Overall, it was concluded from the results of the study that cash programmes can be effective 
risk mitigation and prevention tools that help to prevent women from persisting in or falling back into 
abusive situations (93). Some of the immediate impacts observed included being able to meet some 
basic expenditures, improved safety and relieving stress and anxiety. 



212

CHAPTER 6   |    CULTURE AND SOCIETY

An intervention to reduce gender-based violence in Pakistan is described in Box 6.11.  

WHO has also undertaken a number of actions to strengthen the ability of health systems in the Eastern 
Mediterranean Region to respond to gender-based violence, as outlined in Box 6.12. 

Box 6.11. Programmes in Pakistan to address gender-based violence  

The Preventing Violence Against Women and Girls through Sport and Play programme was an 
intervention in Pakistan that ran until 2018, led by an international nongovernmental organization called 
Right to Play (94). Some of the key objectives of the programme were to increase the involvement of 
the community in supporting gender equality and addressing violence against women and to increase 
the capacity of organizations and authorities at community, local and national levels to reduce gender-
based violence (94). Additionally, the programme provided teachers with training and a curriculum 
directed at challenging the acceptability of violence against women, and supported community-based 
organizations in taking action to support social change and a shift in attitudes regarding gender 
equality (94). Aga Khan University carried out an evaluation of the programme and concluded that it 
had made a significant impact on the gender attitudes and behaviours of participants (95). There was 
a 59% reduction in bullying for girls and a 33% reduction for boys, and a 66% decrease in corporal 
punishment in schools for girls and a 45% decrease for boys, and reported depression levels decreased 
by 10% for girls and 7% for boys (95). 

Box 6.12. Work by WHO to strengthen the capacity of health systems to respond to gender-based 
violence in the Region 

The WHO Regional Office for the Eastern Mediterranean provides technical and financial support to 
10 countries and territories (Afghanistan, Egypt, Iraq, Libya, Morocco, occupied Palestinian territory, 
Pakistan, Somalia, Sudan and Syrian Arab Republic) to strengthen the health system response to 
violence against women and girls, focusing on six areas of work: policies, guidelines and tools; health 
workforce strengthening; community awareness; gender-based violence in emergency response, 
including COVID-19; enhancing data and research; and multisectoral coordination. The aim of the work 
is to enhance health care for gender-based violence survivors and reduce the stigma towards them. 
More than 5000 health providers have been trained in the Region.

A number of guidelines and tools have been developed to help to strengthen the capacity of service 
providers and boost multisectoral coordination to ensure comprehensive, survivor-centred care through 
a public health approach. The tools have been adopted by a number of countries in the Region (96). 
In 2021, the WHO Regional Office launched the Arabic versions of the Clinical management of rape 
and intimate partner survivors guideline and the RESPECT women: preventing violence against women 
framework. These two tools address prevention of, and response to, violence against women in the 
development and humanitarian sectors.
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GENDER-BASED VIOLENCE AND REFUGEES
AND IDPS

Women in conflict-affected settings are particularly 
vulnerable to gender-based violence. Conflicts 
exacerbate gender inequities and heighten the risk of 
violence and violations of a woman’s human 
rights (97). In some cases, gender-based violence has 
been used as a “weapon of war” and, in the Eastern 
Mediterranean Region, sexual violence related to 
conflict has been documented in Iraq, Libya, Syrian 
Arab Republic and Yemen (98, 99). According to the 
Vulnerable Women’s Project, “refugee women are 
more affected by violence than any other population of 
women in the world” (100) and they often have limited 
opportunities to access support, including social 
protection and safe access to services (101). 

There are challenges in gathering data on gender-
based violence among refugees, meaning that data 
are limited and sexual violence in this population is 
often underreported (102). However, a small study was 
conducted by the United Nations in 2017 to investigate 
the impact of conflict on gender-based violence in 
the Syrian Arab Republic (103), and found that 45% 
of women reported that violence against women was 
a problem among the refugee community in Lebanon 
and 37% reported the start of the crisis in Syrian Arab 
Republic had led to an increase in this violence (103). 
The study reported that “the actual and perceived fear 
of violence at the hands of both the host community 
and the refugee community often keeps them isolated 
in their households, and consequently prevents them 
from accessing available services” (103). A survey 
carried out by the International Rescue Committee 
(2002) with 200 women in Afghan refugee camps in 
Pakistan found that 79% of women reported that they 
had been beaten by their husbands (104). Frequently, 
health care workers in refugee camps have very little 
training in addressing cases of violence and further 
research is required in order to develop appropriate 
interventions (90). 

Gender-based violence is an underfunded area of 
the humanitarian response, compared with other 
sectors (105). A study by VOICE and the International 

Rescue Committee found that the humanitarian funding 
allocated to gender-based violence was only 0.12% of 
the expenditure on humanitarian assistance between 
2016 and 2018 (105) and increases in funding to 
reduce gender-based violence in emergency settings is 
needed. 

COVID-19 AND GENDER-BASED VIOLENCE 

There is emerging evidence showing that 
containment measures implemented in response 
to the COVID-19 pandemic increase the risk of 
gender-based violence (106) and significantly limit, 
or completely halt, access to support services for 
victims of gender-based violence (107). In response 
to the “horrifying global surge in domestic violence”, 
the United Nations Secretary-General emphasized 
the “importance of specifically supporting the rights 
of women and girls through the COVID-19 crisis, 
calling for a ceasefire on domestic violence and urging 
governments to put women and girls at the centre of 
their efforts to recover from COVID-19” (108, 109). 
Between April and May 2020, the WHO Regional Office 
for the Eastern Mediterranean conducted a survey on 
the health system response to gender-based violence 
during COVID-19 in Afghanistan, Iraq and Somalia. 
The survey found that nearly 40% of health facilities, 
hospitals and mobile medical clinics responding to 
the survey indicated an increase in female victims of 
gender-based violence from the host, refugee and 
internally-displaced communities seeking assistance 
during the COVID-19 outbreak. A United Nations policy 
brief on the Arab region (2020) outlined that during 
the pandemic many services for women and girls 
who experience violence were halted or disrupted, 
and that women and girls had experienced an 
increase in violence and were feeling less safe in their 
communities (110). 

According to the Jordanian Women’s Union, the three 
clinics which were used by the Union to support victims 
of violence had to be closed during the pandemic 
and the number of staff at the women’s shelters was 
reduced by 70% (106, 111). Specific actions that have 
been taken to address gender-based violence during 
the pandemic for different countries and territories in 
the Region are outlined in Box 6.13.
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Box 6.13. Measures to address gender-based violence during the COVID-19 pandemic  
in the Region 

Joint interagency efforts have been implemented at the regional level to both document and raise 
awareness of the impact of COVID-19 on gender-based violence for women and girls. In December 
2020, a policy brief on Violence against women and girls and COVID-19 in the Arab region was 
published (110). In addition, 16 days of activism against gender-based violence and a joint regional 
media campaign were launched, which led to the production of an Arab celebrity awareness video 
that was published on United Nations social media accounts in the Region (112) and screened during 
the Secretary-General’s event for the commemoration of the International Day for the Elimination of 
Violence against Women in New York in November 2020 

Different countries have implemented various measures to address gender-based violence during the 
pandemic. In Iraq, WHO developed guidance for both remote and face-to-face health care services 
for women who may have been subjected to violence in Iraq, which included the development 
of an updated referral pathway for each governorate (113). In Lebanon a domestic abuse hotline 
was launched by the National Commission for Lebanese Women. In addition, a nongovernmental 
organization (Abaad), in collaboration with the Government, distributed kits with leaflets containing 
support and helpline contact information, along with basic necessities, for women at risk of domestic 
violence (106). 

In Morocco, a short film to raise awareness of gender-based violence in the context of the confinement 
measures introduced in response to COVID-19 was launched by the National Commission for the 
Support of Women Victims of Violence (106). An application for smartphones, designed by the National 
Union of Moroccan Women, was developed to allow victims of violence to be located in the event of 
a distress call. Additionally, an online platform was launched in the city of Guelmim to allow victims of 
violence to file complaints remotely during confinement (106).

In the Occupied Palestinian territory, 13 measures to ensure the safety of women who were victims 
and survivors of intimate partner violence during the pandemic were outlined in a decision by the 
Cabinet in the Authority, including a measure that included calls for the Government to consider 
services for victims of gender-based violence as essential services (106). 

In Tunisia, a centre was opened by the Ministry of Women, Family, Children and Seniors to provide 
gender-based violence victims with a space where they could self-quarantine for 14 days before they 
were integrated into traditional shelters (106). Additionally, the national domestic violence helpline 
operating hours were extended to 24/7 and the National Union of Tunisian Women established a phone 
service to provide legal assistance to women who are victims or at risk of gender-based violence (106). 
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REDUCING GENDER INEQUITIES

Efforts to reduce gender inequity need to be made 
in the legislative and governance realms as well as 
through programmes to shift societal norms about 
gender roles, in partnership with religious organizations 
and education systems. Reducing widespread 
and longstanding gender inequities in education, 
employment, income and roles within families would 
significantly improve outcomes in the political and 
economic spheres and improve conditions of daily life 
for women and girls, as well as for men and boys.  
Gender equity is central to the SDGs and until greater 
gender equity is achieved, there will be limited progress 
towards the achievement of the SDGs in the Region. 
SDG 5 specifically relates to gender equality and aims 
“to achieve gender equality and empower all women 
and girls”. The Goal’s targets lend themselves to policy 
intervention and can achieve significant improvements 
in gender equity, particularly when accompanied by an 
effort to achieve societal buy-in and engagement with 
the equity agenda. 

One of the nine core international human rights 
instruments relates to gender equality – the Convention 
on the Elimination of All Forms of Discrimination Against 
Women (114, 115). The Convention serves to “reaffirm 
faith in fundamental human rights and in the equal rights 
of men and women” and provides the basis for realizing 
these equal rights (115, 116). To date, all countries 
and territories in the Eastern Mediterranean Region 
are States Parties to the Convention, except Islamic 
Republic of Iran, Somalia and Sudan (117). A number 
of countries in the Region have stated reservations on 
particular articles of the Convention that impact on its 
effective implementation (118). OECD (2014) states 
that lifting reservations to the Convention provisions is 
needed “to enable genuine adoption of the principle 
of gender equality and close compliance gaps with 
international conventions in the area of gender equality 
and human rights” (119). 

The Region is witnessing a number of positive and 
significant developments related to gender equity. 
These include explicit endorsement of gender equity 
at the highest level of political leadership, prioritizing 
gender equity and women’s empowerment as central 
in national development agendas, the formulation of 
strategies and implementation of legislative reforms 
and actions, and the establishment of “women’s 
councils”. This momentum should be built upon and 
strengthened through ensuring the effectiveness and 
adequacy of institutional, legislative and resource 
allocation reforms.

The monitoring, evaluation and accountability roles of 
women’s councils need to be supported and provided 
with additional resources and political leverage to 
influence reforms. In particular, these councils can 
monitor and support the achievements of the gender-
related SDGs and compliance with the international 
commitments captured in the Convention on the 
Elimination of All Forms of Discrimination Against 
Women.

Improving societal ownership and partnerships towards 
gender equity is crucial for the success of government-
level efforts and the realization of gender equity. The 
implementation of an integrated strategy to allow wider 
participation of stakeholders and community actors, 
and to harness the positive potentials of religion and 
culture, is needed.

ATTITUDES TOWARDS 
MIGRANTS

As set out in Chapter 4, the Eastern Mediterranean 
Region has the highest number of refugees and 
IDPs in the world and many countries in the Region 
host and provide refuge to them (120). There are 
enormous challenges in providing basic health care, 
housing, food, water and other essential services for 
refugees, as well as challenges in integrating refugees 
and securing their employment, and the rights and 
protections that are offered to citizens. Public attitudes 
towards refugees and migrants can further damage 
their situation and health and constrain governments’ 
capacities to support them (121).

Despite high levels of migration, there are limited 
studies on attitudes to migration in the Region. 
Available data about public attitudes towards 
employment opportunities for immigrants (referring to 
those who have entered a new host country) show that 
in many countries, respondents feel strongly that locals 
should be prioritized. These attitudes are particularly 
prevalent in countries in the Region and are likely to 
relate to the higher number of migrants and the high 
unemployment and rates of poverty in many host 
countries (122). Survey respondents often indicate 
more supportive attitudes when asked about refugees 
specifically. 
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Fig. 6.18. Opinions on having immigrants or foreign workers as neighbours, by selected country and 
territory in the Region, 2016 and 2019

Source. Dennison et al. (2020) based on Arab Barometer Wave 4 and 5 data (fieldwork in 2016 and 2018/2019) (121).
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Data from the Arab Barometer in 2019 (121) on opinions towards having immigrants and foreign workers as 
neighbours shows that 62% of respondents in Libya indicated that they would “dislike” or “strongly dislike” this, 
whereas in Tunisia only 15% of respondents indicated this (Fig. 6.18).
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Table 6.1. Percentage who “strongly dislike” or “dislike” having immigrants or foreign workers as neighbours  
in selected countries and territories in the Region, by sociodemographic factor, 2018/2019

Source: Dennison et al. (2020) based on Arab Barometer Wave 4 and 5 data (2018/2019) (121).

Egypt
(%)

Iraq
(%)

Jordan 
(%)

Lebanon
(%)

Libya
(%)

Morocco 
(%)

Sudan
(%)

Tunisia 
(%)

Yemen
(%)

Occupied
Palestinian

territory 
(%)

Age group

18–35 29 27 25 36 57 22 36 10 26 33

36–50 31 30 29 38 65 32 41 16 31 33

51 and older 39 29 28 38 74 40 36 20 29 30

Education level

None/primary 33 29 26 33 60 38 39 19 30 34

Secondary 33 27 26 40 57 23 34 12 28 31

Tertiary 26 26 28 37 64 18 38 9 22 33

Income situation 

Able to save 27 25 22 43 50 21 50 13 33 27

Covers costs 30 26 27 35 63 30 33 11 35 31

Does not cover costs 29 30 29 37 67 29 39 14 29 37

Significant difficulties 44 34 25 39 65 31 35 20 23 29

Being better educated, younger and wealthier tends to reduce negative sentiments towards immigrants and foreign 
workers, with a few exceptions, as outlined in Table 6.1 (121). 
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Research into attitudes towards refugees is limited in the Region, Box 6.14 provides an overview of available 
research from Jordan and Lebanon on people’s attitudes.

Discriminatory behaviour towards migrants is a growing 
phenomenon in the Eastern Mediterranean Region and 
there are many reports of migrant workers, particularly 
unskilled migrant workers, being subject to abuse 
(127, 128). Components of this include a preference for 
temporary labour for migrants, preferential treatment 
for national citizens and “attitudes of disdain or even 
abuse towards those who are ‘visibly different’” (129). 
Additionally, unskilled migrants often work in informal 
and unregulated sectors, which makes this group 

Box 6.14. Attitudes to refugees 

Jordan 

A large number of Syrian refugees have arrived in Jordon and by June 2015, more than 620 000 Syrians 
were registered with UNHCR (123). The arrival of large numbers of refugees has placed increased 
pressure on the country’s economic and resource infrastructure and impacted on public sentiment 
towards refugees (123). A study conducted in 2015 found that 95% of Jordanian workers agreed that 
jobs were being taken by Syrians “to some extent” or “to a great extent” (123, 124). Additionally, 93% 
indicated that they thought that Syrians were suppressing wages for Jordanians and 40% did not 
believe that Syrians contributed to the Jordanian economy (123). This general negative public sentiment 
has impacted on the levels of support offered to Syrian refugees (123). 

Lebanon

Lebanon has one of the highest per capita concentrations of refugees in the world and has received 
and been host to over a million refugees since 2012 (125). When the first wave of refugees arrived in 
Lebanon (during 2011–2012), a large majority of the local population felt sympathy for those who had 
fled their home countries (125). However, with increasing numbers of refugees arriving in the country 
an increased level of violence has been seen against this population (125). The proportion of surveyed 
Lebanese respondents who felt unsafe due to the presence of Syrian refugees rose from 25% in 2013 to 
51% in 2017 (126). Economic conditions, intercultural interactions and security fears have been cited as 
factors influencing public attitudes towards hosting refugees (125). 

However, an investigation into factors that influence attitudes towards Syrian refugees in Lebanon 
found that respondents who had contact with Syrians in Lebanon were significantly more likely to 
have positive attitudes towards refugees. Specifically, they were more likely to support the hosting 
of refugees, to consider hiring refugees or to allow one of their children to marry a refugee (125). 
Drawing on this finding, it was suggested that encouraging more contact between native and refugee 
populations could help to improve attitudes towards refugees in host communities. 

particularly vulnerable to discriminatory behaviour 
as there are few, if any, legal protections for working 
migrants, compounded by a lack of union protections. 
However, there has been some discussion on actions 
to address this, as detailed in Box 6.15. An example 
of an intervention to shift attitudes towards migrants 
through education and closer integration is summarized 
in Box 6.16.
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Low-skilled workers from outside the Arab region 
are particularly vulnerable to negative attitudes, 
discriminatory practices and racism. It is estimated 
that there are 2.1 million people in domestic work in 
the GCC countries and in Jordan and Lebanon (131), 
and the majority of these migrant domestic workers are 
from African and Asian countries, including Ethiopia, 
Indonesia, Kenya, Philippines and Sri Lanka (129, 131). 

Migrant unskilled and semi-skilled workers are 
particularly vulnerable to maltreatment. Cheap labour 
has often led to the devaluation of workers, which can 
fuel their exploitation and abuse (127). Jureidini (2003) 
has outlined a number of factors which could influence 
xenophobia and maltreatment towards foreign 
female domestic employees in the Region, including 
prevailing views about the status of the workers, such 
as that the domestic service role is “inherently and 
traditionally a servile one” and that the “culpability of 
female employers in the abuse of domestic maids can 
ostensibly be linked to their assumed second-class 
status in Arab families” (129). 

Box 6.15. Gulf Cooperation Council policy on the employment of foreign domestic workers

Representatives from GCC countries, including Bahrain, Kuwait, Oman, Qatar, Saudi Arabia and United 
Arab Emirates, met in 2018 to begin work on developing common policy relating to the employment of 
foreign domestic workers. Agreement was made to establish standardized regulation on employment 
contracts, minimum wages and the transfer of employment, with the expectation that this would help to 
reduce xenophobic incidents for migrants in these countries (127).

Box 6.16. The Safarni community cohesion intervention in Egypt 

In 2018, IOM implemented a community cohesion intervention called Safarni (Make Me Travel) in Ard El 
Lewa, Cairo, a culturally diverse area with a high migrant population. The main aim of the intervention 
was to educate and change the perceptions of children in the area towards different cultures within their 
community (130). Participating children attended one session a week for four months and information 
sessions were also held for parents. A total of 150 parents and 180 children from a diverse range of 
nationalities participated in the programme. An assessment carried out following the completion of the 
programme indicated a 49 percentage point increase in Egyptian and migrant children’s positive feelings 
towards migrants – from 36% prior to programme implementation to 85% following the completion of 
the programme (130). 

While the Region is host to the highest number of 
refugees and migrants in the world, who often suffer 
high levels of health and social determinants of health-
related harm, there is an enormous gap in knowledge 
about their experiences and health outcomes, and 
they are often missed from official data and surveys. 
One of the challenges for the Region is to improve 
outcomes for these groups and this is even more 
challenging given increasing levels of hostility among 
the public. Regional bodies, such as WHO and national 
governments, need to work with the public to shift 
attitudes towards refugees and migrants through 
education and closer social contact. There is a case 
that humanitarian organizations, religious leaders 
and faith-based organizations should be much more 
involved in efforts to support positive attitudes towards 
migrants. In addition to efforts to change attitudes, 
there needs to be legislation to protect migrants from 
abuse. Compliance with human rights legislation will 
formalize the rights of migrants to live and work in ways 
which support better health. 
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SUMMARY AND 
RECOMMENDATIONS 

Religious beliefs, gender norms and attitudes 
towards migrants shape the health of all people in 
the Region through direct impacts on health and 
through outcomes in the social determinants of health. 
Religious organizations and leaders have a key role to 
play in supporting health equity in the Region – a role 
that can be further developed to support the agenda 
laid out in this report. For those working to improve 
health and health equity in the Region, strengthening 
collaborations with religious leaders and organizations 
will be beneficial and can, with the right focus, support 
progress towards the SDGs and greater health 
equity. Scrutiny of religious organizations needs to 
be standardized and a set of criteria for partnership 
outlined, so that there is confidence that partnerships 
will be beneficial to health equity. 

The Region is marked by significant gender inequity, 
the result of deep-seated cultures and long-standing 
beliefs about the roles of women and men in society. 
While there have been some signs of progress, 
there are still deep and persistent gender inequities, 
and these are particularly damaging for poorer, less 
educated women and those living in remote areas. 
These girls and women experience multiple and 
intersecting inequities related to their socioeconomic 
position and prevailing social and gender norms. 
Regulations and legal mechanisms to support gender 
equity are relatively weak in the Region and undermine 
prospects for progress. Adopting and implementing 
the United Nations Convention on the Elimination of all 

Forms of Discrimination Against Women is an essential 
step which must be accompanied by enforceable 
legislation on intimate partner violence and all forms 
of violence against women. Real progress on gender 
equity in the Region requires shifting gender cultures 
and norms. Partly this can be achieved through 
legislation, but it also requires education programmes 
and the representation of women at all levels of 
government and employment as well as their greater 
participation in decision-making, from household 
decisions to national and international governance. Our 
recommendations support such an agenda. 

The Region is hosting millions of refugees, but 
providing sufficient support is enormously challenging 
and while there are opportunities for further economic 
integration, there are also drains on host countries’ 
resources. Migrants are not generally able to access 
the same levels of services and opportunities to work 
as host-country nationals. Since these exclusions 
damage the health and well-being of migrants, this 
Commission recommends that each country establish 
a clear path towards legal residence and nationality for 
migrants and implement the Global Compact for Safe, 
Orderly and Regular Migration, underpinned by social 
and legal rights. Further international support for those 
countries hosting large numbers of refugees is also 
required. There is some evidence of increasing hostility 
towards economic migrants, refugees and IDPs among 
residents in host countries – shifting attitudes requires 
positive promotion of integration and the economic 
benefit that migrants can bring to the host country 
and the Region as a whole. Schools and religious 
organizations have important roles to play in fostering 
positive attitudes towards migrants. 
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Recommendations  

1. Strengthen collaboration with religious leaders and organizations to support 
    health equity. 
• Use the prominent role of religion to accelerate progress towards the SDGs and health 

equity and uphold human rights. 
• Strengthen religious organizations as participants in the ownership of the equity agenda.
• Develop governance arrangements and scrutiny mechanisms for collaborations with 

faith-based organizations and religious leadership to promote health equity and action 
on the social determinants of health. 

2. Achieve progress in gender equity.  
• All countries in the Region should ratify and comply with the Convention on the 

Elimination of all Forms of Discrimination Against Women. 
• Widen the participation of civil society in gender equity. Support the effective 

functioning of high-level womens’ councils, particularly in monitoring the achievement 
of gender-related SDG targets and compliance with the Convention on the Elimination 
of all Forms of Discrimination Against Women. 

• Develop education and religious programmes to reduce gender-based violence and 
enhance gender equity. Strengthen national legislation to criminalize intimate partner 
violence including marital rape.  

3. Eliminate discrimination against and exclusion of refugees, migrants and IDPs. 
• Address social and legal needs of migrants including the protection of human rights, 

and promote public support for these measures.
• Create a clear path towards legal residence and nationality for migrants and create 

mechanisms to monitor the implementation of the Global Compact for Safe, Orderly and 
Regular Migration. 

• Increase education programmes to foster greater tolerance and support for refugee 
and migrant communities, and increase the involvement of faith-based organizations in 
these programmes. 

Relevant SDG targets

4.7

5.1, 5.2, 5c

8.8

10.2, 10.3, 10.4, 10.7

16.1, 16.6, 16.7, 16.9, 
16.10, 16b

17.14, 17.17
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INTRODUCTION

Climate change and damage to the natural environment 
are threats to every country and all populations. Every 
country in the world is facing harm to the natural 
environment as a result of climate change, as well as 
experiencing damage to the natural environment from 
pollution, intensive farming, resource extraction and 
loss of biodiversity. The greatest direct and indirect 
harms to health tend to fall on the poorest countries 
and the poorest people within every country, who are 
most vulnerable to the effects of extreme weather, land 
degradation and the economic and social impacts of 
climate change (1, 2). As such, the effects of climate 
change and damage to the natural environment are 
equity issues. The Intergovernmental Panel on Climate 
Change (IPCC) has stated that “climate change and 
climate variability worsen existing poverty, exacerbate 
inequalities … and will create new poor between now 
and 2100, in developing and developed countries, 
and jeopardize sustainable development” (3). Urgent 
changes are needed to protect the world’s population 
and to reduce the severe risks to health and health 
equity for current and future populations.  

This chapter provides an overview of the impacts of 
climate change and environmental degradation on 
health equity in the Eastern Mediterranean Region. It 
makes recommendations to reduce greenhouse gas 
emissions and damage to the natural environment in 
order to protect health and reduce inequities. We note 
that, in addition to experiencing the most harm from 
climate change and land degradation, that the poorest 
countries and people are also more negatively affected 
by efforts to reduce the emissions of greenhouse gases 
– increasing taxes on fuel, for instance, has the greatest 
impact on low-income groups and can increase 
levels of poverty. Therefore, mitigation and adaptation 
strategies must take account of the impacts on health 
equity and the social determinants of health and be 

developed to support, rather than undermine, health 
equity. With this in mind, the Region must strengthen its 
efforts to significantly reduce emissions of greenhouse 
gases while protecting health and equity. These 
agendas can, with sufficient planning, be compatible – 
reducing greenhouse gas emissions and protecting the 
natural environment can in turn protect and enhance 
equity and social and economic development.

CLIMATE CHANGE AND
HEALTH EQUITY IN THE REGION

The Eastern Mediterranean Region is experiencing 
significant impacts of climate change in terms of 
increased extreme hot temperatures and decreased 
precipitation. Changes to the climate are harming health 
and health equity and will continue to worsen health 
outcomes (4–6). The IPCC warns that global warming 
beyond 1.5 °C “will have serious consequences for 
global health”, and that global warming of 1.5 °C 
is likely between 2030 and 2052 if greenhouse gas 
emissions continue to increase at the current rate (7).
In the Region, there is “high confidence” that 
temperatures on extreme hot days will further increase; 
temperatures in the Region could rise by 3 °C (8). 
Every country and territory in the Region is already 
experiencing the impacts of climate change including 
drought and desertification, increasingly extreme 
temperatures and an increasing number of extreme 
hot days, and these conditions will continue to worsen 
unless the global temperature decreases (9). The 
scientific consensus is that extreme weather events 
including droughts, heat waves, dust storms and 
flooding related to rising sea levels will be more frequent 
and intense as the earth warms. The 2020 report of 
The Lancet Countdown on health and climate change 
states that the Eastern Mediterranean Region and 
the European Region are the most vulnerable to heat 
extremes of all WHO regions (6).

THE NATURAL 
ENVIRONMENT
AND HEALTH EQUITY
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Climate change will mean that the Region experiences 
more intense heat waves and droughts as well as 
flooding due to rising sea levels (10, 11). In 2010, 
60 million people living in coastal cities in the Middle 
East and North Africa region were at risk of flooding 
and the World Bank predicts this will increase to 
100 million people by 2030 (12). Modelling exercises 
of 2 °C and 4 °C warming scenarios show the region 
is at high risk of limited water resources, poor water 
quality and reduced food production. The World 
Bank estimates that a temperature increase of 1.5–2 
°C could decrease crop yields by up to 30% in the 
Middle East and North Africa, rising to approximately 
60% at 3–4 °C; it is also projected that agricultural 
growing periods will shorten by approximately two 
weeks by 2031–2050 (12). In the 2 °C scenario in the 
Middle East and North Africa, the number of hot days 
with exceptionally high temperatures (more than 35 °C 
for this region) and high thermal discomfort in a year 
is expected to increase from: 4 to 62 days in Amman, 
Jordan; 8 to 90 days in Baghdad, Iraq; 1 to 71 days in 
Damascus, Syrian Arab Republic; and 3 to 132 days 
in Riyadh, Saudi Arabia. In the 4 °C warming scenario, 
the average number of hot days per year is projected to 
exceed 115 days in all of these cities, meaning that for 
close to a third of every year the population would live in 
exceptionally high temperatures with associated health 
risks (9). The fifth IPCC report estimates that summer 
temperatures in the Middle East and North Africa will 
increase in excess of 6 °C by the end of the twenty-first 
century if emissions continue to rise throughout the 
century (i.e., in a business-as-usual scenario) (13).

In countries and territories that have substantial 
areas of hyper-aridity, these temperature changes will 
damage already fragile environments and significantly 
harm health and health equity. The populations 
most vulnerable to climate change in the Eastern 
Mediterranean Region include people living in poverty 
and on low incomes, those dependent on the land for 
food and livelihood, refugees, IDPs and migrants,
and those living in crowded urban settlements (14).
In Karachi, Pakistan, heat waves killed more than 1300 
people in 2015, and households living on low incomes 
and those with less than a fifth-grade education were 
at a “significantly” higher risk of death during the heat 
wave (15). Although the Region is already (and will 
continue to be) severely affected by climate change, 
research on the specific effects of climate change on 
health and well-being in the Region is lacking and
there is limited analysis of the impacts on health and 
health equity (16).

DIRECT IMPACTS OF CLIMATE CHANGE ON HEALTH 

Direct impacts on health as a result of climate change 
include: cardiovascular events, heat-related deaths and 

illness; psychological stress due to high temperatures; 
acute and chronic cardiovascular and respiratory 
diseases due to poor air and water quality; drowning, 
physical injuries and contamination of freshwater 
due to rising sea levels; and increases in waterborne, 
vector-borne and foodborne diseases (4) (5) (6). Heat 
waves and water scarcity also have indirect impacts on 
health and well-being as they affect food availability, 
employment and housing conditions (17). The 2019 
report of The Lancet Countdown highlights that the 
number of climatically suitable days for Vibrio bacteria, 
which cause much of diarrhoeal disease globally, has 
doubled since 1989 due to climate change (18). 

A systematic review identified trends in the adverse 
climate impacts on health in the Eastern Mediterranean 
Region, including increases in waterborne diseases, 
food shortages and mal/undernutrition, drowning, 
mortality and morbidity during heat waves, 
cardiovascular and respiratory illnesses, mental health 
stress, allergic reactions, pulmonary diseases due to 
dust storms and heat waves, and spread of vector-
borne diseases (dengue, malaria, schistosomiasis
and zoonotic cutaneous leishmaniasis) (16). Inequities 
in these diseases in the Region are not yet well 
researched, although there is growing global evidence 
to show that people living in poverty or on low incomes 
are more likely to be affected by waterborne and vector-
borne diseases (19). 

Climate change is contributing to the rising trends 
of NCDs, including cardiovascular and respiratory 
diseases and cancers (20). Increased exposure to 
extreme temperatures and air pollution as well as 
changes in diet and its quality can lead to increases
in NCDs. Chapter 2 outlines the burden of NCDs in 
the Region and the additional illnesses and deaths in 
the poorest populations. Preventing NCDs will make 
societies more resilient to climate change by improving 
health, and preventing further climate change will help 
to reduce the increasing trend in NCDs (21, 22).

Most of the capital cities in the Middle East and North 
Africa region are highly vulnerable to predicted sea-level 
rises as a result of climate change, as they are located 
in coastal zones. The 2013 IPCC report projected (in a 
“high emissions” scenario) a potential global sea-level 
rise of approximately 1 metre by 2100. An increase of 
this size would directly impact coastal and river delta 
areas in Egypt, Kuwait, Libya, Qatar, Tunisia and the 
United Arab Emirates (11). The population living in the 
Nile Delta in Egypt are directly affected by sea-level 
rises that threaten agricultural, water and economic 
security. In the high emissions scenario, an additional 
1.1 million people per year in Egypt may be at risk of 
flooding due to climate change (23). 
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Source: Based on WHO (2015) (24), Smith et al. (2014) (4) and WHO (2018) (17).

Projected impacts on health and health equity as a result of climate change in the Region are summarized in Table 7.1.

Table 7.1. Projected impacts of climate change on health and health equity in the Region, by 2050 

Effects of climate change Health risks and impacts Health equity impacts 

Increased frequency and 
intensity of heat waves; 
increased risk of fires in low 
rainfall countries; increased 
number of warm days
and nights

Excess heat-related morbidity and 
mortality; increased incidence of 
heat exhaustion and heat stroke 
(dehydration, heat cramps); 
increased prevalence of circulatory, 
cardiovascular, respiratory, renal and 
other NCDs including mental health 
disorders; increased premature mortality 
related to ozone and air pollution 
produced by fires, particularly during 
heat waves; increased hospitalizations 
due to NCDs and mental health 
disorders. 

Increased risk of death, disease and 
injury to outdoor labourers, including 
migrant workers and displaced people 
living in poor temporary housing 
conditions (without access to cooling or 
shading devices). 

Greater risk of death, disease and 
injury due to more intense heat waves 
and fires.  

Greater impacts on poor populations 
and people working outdoors (e.g. in 
agriculture, construction), those living in 
unventilated/crowded accommodation, 
and those in
poor health. 

Increased risk of respiratory and 
cardiovascular disease for outdoor 
workers, the elderly and those without 
(or with very poor) ventilation or air 
conditioning.

Reduced incomes due to job losses or 
reduced productivity. 

Changing and increasingly 
variable precipitation; higher 
sea surface and freshwater 
temperatures

Flood damage to water and sanitation 
infrastructure; contamination of water 
sources through overflow; lack of 
water for good hygiene; accelerated 
microbial growth and increased survival, 
persistence, transmission and virulence 
of pathogens; shifting geographic and 
seasonal distributions of waterborne 
pathogens and harmful algal blooms; 
increased risk of waterborne diseases.

Increased incidence of diarrhoeal 
diseases, especially among children; 
increased incidence of vector-borne 
diseases including malaria, dengue and 
chikungunya; increased waterborne 
diseases including leptospirosis, 
schistosomiasis and cholera.

Decreased food production; less 
access to food due to reduced supply 
and higher prices; increased risk 
of foodborne diseases; combined 
effects of undernutrition and infectious 
diseases; chronic effects of stunting 
and wasting in children.

Increased rates of malnutrition and 
undernutrition among households 
living in poverty and on low incomes; 
increased risk of undernutrition resulting 
from diminished food production
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WHO states that certain populations, including the 
elderly, infants and children, pregnant women, outdoor/
manual workers and the poor, are both more likely 
to be exposed to increasing ambient temperatures 
and are more likely to be vulnerable to physiological 
stress, exacerbated illness and increased risk of death 
associated with exposure to excess heat (17). In 2019, 
these vulnerable populations were exposed to an 
additional 475 million heatwave events globally,
resulting in excess morbidity and mortality (6). 
Around the world, evidence shows the effects of 
extreme weather events and climate change affect 
communities that are already the most disadvantaged 
and vulnerable, thus leading to wider existing health 
inequities. Poor housing, poor air quality and poor food 
quality disproportionately affect the health of vulnerable 
populations in every country (6, 25, 26).

Since 2008, the WHO Regional Committee for the 
Eastern Mediterranean has endorsed a number of 
resolutions and frameworks urging Member States 
to take actions to protect health from climate 
change. In 2017, the Regional Committee adopted 
resolution EM/RC64/R.3 on Climate change and 
health: a framework for action, which included 25 
actions for countries (27). Two years later, a survey 
found the “majority of responding countries have 
yet to assess health vulnerability to climate change 
in order to establish evidence for developing their 
national strategy and action plan for the public health 
response to climate change”, nor had the majority of 
countries assessed their health system infrastructure 
and operations for their contribution to climate change 
or for solutions to reduce their emissions (28). 

IMPACTS OF CLIMATE CHANGE ON THE SOCIAL 
DETERMINANTS OF HEALTH 

The impacts of climate change severely affect the 
social determinants of health and lead to increased 
risk of conflict, scarcity of resources, higher prices for 
food, energy, water and transport, increases in poverty 
and unemployment, and significant increases in the 
numbers of economic migrants, refugees and IDPs. All 
of these impacts damage health and increase health 
inequities, in addition to the direct harm to health 
caused by climate change (29).  

LIVING CONDITIONS AND CLIMATE CHANGE 

More frequent and severe flooding as a result of climate 
change will damage housing, buildings and agriculture 
that support livelihoods, as well as infrastructure such 
as water supplies. Housing shortages in the Middle East 
have led to crowded informal settlements of poor-quality 
housing, including shipping containers, where residents 

are exceptionally vulnerable to high temperatures (30). 
Many cities in the Region have poor infrastructure, which 
makes their inhabitants more vulnerable to extreme 
weather events and climate change. North Africa’s cities 
are expected to grow as people move from rural to 
urban areas due to the effects of climate change, such 
as flooding, which adds to the stresses on infrastructure 
in already densely populated cities (31). 

Approximately 7% of the Middle East and North Africa’s 
population live in coastal areas vulnerable to flooding, 
less than 5 metres above sea level. Many agricultural 
activities and urban centres are located in these coastal 
areas, and any sea-level rises will affect housing 
and incomes, including loss of income from tourism, 
agriculture and fishing (32). For communities who have 
faced flooding, relocation is difficult as they are unable 
to sell property or agricultural land that is likely to 
flood or is at risk of future natural disasters. One study 
estimated that a sea-level rise of 0.3 metres (projected 
for 2025) would flood 30% of metropolitan Alexandria, 
Egypt, and force approximately 545 000 people to 
abandon their homes and land leading to the loss of 70 
500 jobs. The study further estimated that a sea-level 
rise of 0.5 metres (projected for 2050) would displace 
1.5 million people and that approximately 195 500 jobs 
would be lost (12).

POVERTY AND CLIMATE CHANGE 

The IPCC predicts that the effects of climate change 
will create new poor and exacerbate existing 
poverty (3). The World Bank estimates that climate 
change could force 100 million people around the world 
into extreme poverty by 2030 (33), and that in the Middle 
East and North Africa region the GDP growth rates could 
decline by 6–14% by 2050 due to “water-related losses 
in agriculture, health, income, and property” and to 
development policies that are not inclusive or climate-
informed (34). Conversely, the World Bank estimates that 
GDP could grow if water resources were to be better 
managed in countries (33). 
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Fig. 7.1. Effects of weather shocks on Moroccan farmers, by lowest and highest income quintile, 2009–2010

Source: World Bank (2014) (30).

WORK AND CLIMATE CHANGE 

Large numbers of economic migrants in the Region
live in poor-quality housing and their working conditions 
make them extremely vulnerable to the effects of climate 
change. In 2019, approximately 302 billion potential 
work hours were lost globally due to rising temperatures 
associated with climate change (which is an increase
of 103 billion compared to the year 2000 baseline).
In Pakistan alone, 116 potential work hours were lost
per person in 2019 (6). 

Workers who spend most of their time outside, such 
as construction and agricultural workers, face extreme 
conditions in the Region. A study of Nepali migrants 
working in construction in Qatar found that they often 
worked in temperatures higher than 31 °C. Between 
2009–2017, there were 571 deaths where cardiovascular 
disease was reported as the major cause among the 
migrant population. Researchers concluded that the 
increased mortality during the hot season was most 
likely a result of severe heat stress, and suggested that 
200 deaths could have been prevented had effective 
heat protection policies been implemented (35). 
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A study of the impacts of climate change on farmers in Morocco found that those in the bottom income quintile faced 
greater challenges and were more vulnerable to the effects of weather shocks than those in the top (Fig. 7.1) (30). 
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CONFLICT AND CLIMATE CHANGE

The IPCC states there is strong evidence that climate 
change is a factor in conflict and insecurity through: 
undermining livelihoods; compromising culture and 
identity; increasing migration people would rather have 
avoided; and challenging countries’ ability to provide the 
conditions necessary for human security (43). Climate 
change causes food and water insecurity, which can 
contribute to destabilization and domestic instability 
leading to social uprising and violent conflict (44). The 
IPCC states that “drought significantly increases the 
likelihood of sustained conflict for particularly vulnerable 
nations or groups, owing to the dependence of their 
livelihood on agriculture. This is particularly relevant 
for groups in the least developed countries … and in 
the Middle East” (1). Droughts have been identified 
as likely to increase the risk of violence, especially in 
low-income countries in the Region (14, 45). In Tunisia, 
the Government states that recurrent droughts have 
exacerbated social tensions between different regions, 
with a particularly heavy impact on poor and vulnerable 
people in rural areas, particularly women (46).

Climate change can have an effect on the causes 
and dynamics of conflict. An assessment of Iraq in 
2018 identified five climate-related risks of conflict: 
diminished agricultural livelihoods leading to increased 
support for local terrorist groups; insufficient 
governance capacity to address and respond to 
climate change and environmental degradation; 
increased dependence on water flows from upstream 
neighbours; mass displacement and forced migration; 
and heightened communal tensions over access to 
food and water (47). A study of droughts and conflict 
in Somalia found that “local livestock markets were the 
primary channel through which droughts fuel conflict in 
Somalia, and that livestock price downturns and hence 
losses in herders’ income lower one’s resistance to 
engage in conflict activities” (48). 

Wars and conflict have led to lasting environmental 
damage in the Region. Millions of barrels of oil have 
been burned during wars in the Region, leading to forest 
fires and carbon dioxide (CO2) emissions and adversely 
affecting human health by increasing air pollution and 
contaminating water supplies (49–51). 

However, there is limited research into the effects of 
working in extreme temperatures in the Region.

Job losses are also an indirect effect of climate change. 
In the Middle East and North Africa region where 
countries are heavily dependent on agriculture, climate 
change can also increase the risk of existing threats 
such as poverty and political insecurity as well as 
increasing unemployment (9). Agriculture is the largest 
employer in many countries of the Region (83% of total 
employment in Somalia, 42% in Afghanistan, 40% in 
Sudan and 36% in Pakistan), and climate-associated 
reductions in food production and the subsequent job 
losses will substantially affect the income of millions
of people (36).

DISPLACED PEOPLE, REFUGEES, MIGRATION
AND CLIMATE CHANGE  

It is anticipated that the number of people displaced 
by climate change, both temporarily and permanently, 
will increase as climate change worsens. Displacement 
affects incomes and poverty levels, and subsequently 
affects health and inequities because housing, jobs, 
education and nutrition are all impacted (6). Since 2008, 
more than 26 million people globally have been displaced 
by weather events every year, and the United Nations 
estimates that there could be close to 1 billion climate 
migrants by 2050 (37). As a result of climate change, 
forced migration will become a problem in many areas, 
while other vulnerable populations will be trapped in 
poverty and forced to live in unsafe conditions (38). In the 
Middle East and North Africa, many factors interconnect 
and internal or cross-border migration can be caused by 
climate change and exacerbated by economic, social or 
political factors (12). Climate change further compounds 
the inequities faced by women and girls: globally, 80% 
of people displaced due to climate change are women, 
who are already more likely to experience poverty and 
lower socioeconomic positions (39).

Land and environmental degradation are also significant 
drivers of displacement in the Region (40). Climate 
change and environmental degradation have been
cited as the primary factors for ongoing migration out
of cities in Khuzestan province in the Islamic Republic
of Iran (41). Research analyses estimating the potential 
increase in migration due to climate change found, for 
example, that a 1-metre sea-level rise could lead to 6 
million migrants in the Nile Delta (12). Large numbers of 
refugees can place huge demands on host countries’ 
resources, planning and infrastructure; for instance, 
in 2017, the high numbers of Syrian refugees living in 
Jordan increased total water demand by 22% (42).
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GREENHOUSE GAS
EMISSIONS IN THE REGION 

Direct harms to health and health equity and impacts 
on the social determinants of health can only be 
permanently reduced by significant declines in 
greenhouse gas emissions and other climate-harming 
activities. Adaptation efforts can assist populations 
in living with the impacts of climate change, but only 
reductions in greenhouse gas emissions will prevent
the most damaging impacts. The 2015 Paris 
Agreement, signed by all countries in the Eastern 
Mediterranean Region, seeks to hold the increase 
in the global temperature to well below 2 °C above 
pre-industrial levels and, if possible, below 1.5 °C (52). 
Signatory countries committed to take immediate 
actions to limit the global temperature rise; however, 
efforts in the last five years have not gone far enough. 
Current emissions trends show the world is not on 
target to meet the Paris Agreement, and urgent action 
is needed to accelerate efforts to achieve lower 
emissions and meet the goal through clean fuel and 
technologies, expansion of renewable energy, reduced 
energy demands and improved energy efficiency (53). 
The 2011–2020 decade is on track to be the warmest 
decade on record, and the warmest six years have all 
occurred since 2015 (53). The 2020 Lancet Countdown 

labelled 2020–2025 as “pivotal” as countries review 
and update their national commitments, including those 
pertinent to public health (6).

Fossil fuel extraction industries are central to many 
economies in the Eastern Mediterranean Region, and 
oil and natural gas production is the main source of 
income for several countries. The Region produces 
close to a third of the world’s oil, and five of the top 
10 oil-producing countries in the world are in the 
Region: Saudi Arabia, Iraq, Islamic Republic of Iran, 
United Arab Emirates and Kuwait (54). Over 50% of 
the world’s crude oil reserves are in the Middle East 
as well as a third of global natural gas reserves (55). In 
2019 and 2020, Saudi Arabia was the world’s largest 
oil exporter and in 2019 accounted for 13% of global 
crude oil production (56). The government revenues of 
the six GCC countries are dominated by oil and gas, 
and their economies are the least diversified in the 
world. In a region that depends so heavily on fossil 
fuels, it is a huge challenge to shift to lower carbon 
economies and to diversify energy sources. Policies 
and actions concerning renewable energy are set out 
later in this chapter. The decline in oil prices as a result 
of the COVID-19 pandemic (outlined in Box 7.1) has 
demonstrated the risks of economic dependency on 
oil and gas and the Region’s vulnerability to oil price 
declines. There is an urgent need to diversify economies 
and reduce reliance on fossil fuels. 

Box 7.1. Oil prices and the COVID-19 pandemic  

As a result of the decline in travel due to the pandemic, global greenhouse gas emissions dropped
significantly in 2020. By the autumn of 2020, global CO2 emissions had reduced by close to 17% (57). 

Oil prices plummeted, affecting economies in the Region and impacting on post-pandemic 
reconstruction policies and actions. The demand for oil is expected to remain low throughout 2021, as 
travel restrictions remain in place (58). An assessment by ESCWA estimated the Arab region would lose 
US$ 42 billion of GDP in 2020 (59).

The oil sector is vital in supporting many government policies in countries of the Region (60). In the 
spring of 2020, Iraq struggled to pay government salaries and pensions (61). Due to the falls in oil
prices, Saudi Arabia cut US$ 8 billion to its Vision 2030 modernization and diversification
programme (62). The hardest hit economy was Libya, with an estimated GDP decline of 67% (60). 
Migrant workers were also severely impacted by the drop in demand for oil, leading to an estimated 
decline in the migrant labour population of between 4% and 10% in the Middle East and North Africa 
region in 2020 (60). 
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In addition to producing much of the world’s oil and gas, the Region overall is a reasonably high greenhouse gas emitter 
as countries still primarily rely on oil and natural gas for energy (63). In 2017, the Middle East and North Africa region 
was responsible for 7% of the world’s CO2 emissions (Fig. 7.2) (63).

Fig. 7.2. Greenhouse gas emissions (million tonnes), by region, 2000–2017 

Source: Climate Watch (2020) (64).
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Fig. 7.3. Greenhouse gas emissions (million tonnes) in the Region, by country, 2000–2017

Note: No data available for occupied Palestinian territory. 
Source: Climate Watch (2020) (64). 

Even if demand for electricity per person stays at the same level or decreases, meeting future energy demands in
the Region will increase greenhouse gas emissions because of the growing population (65). The population of the 
Region is estimated to increase by 52% by 2050, while the population increase globally is estimated at 25% (66).
It is estimated that electricity supplies will need to increase by 40% to meet the demand for water in countries in the 
Middle East in 2050 (67). The need for substantial reductions in demand for and consumption of fuel in the Region
is becoming more pressing. 
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Fig. 7.4. Annual CO2 emissions per capita (million tonnes) in the Region, 2000–2016

Note: No data available for occupied Palestinian territory. 
Source: Climate Watch (2020) (64).

Since 2000, there have been some slight reductions in CO2 emissions per person of approximately 3% per year 
in the Region (64). However, given the rapid population growth in the Region (42%) between 2000–2016, overall 
levels of emissions remain high (Fig. 7.4). According to the data, Qatar has the highest per capita CO2 emissions 
among countries, although the rate has declined since 2006. Reductions in per person emissions of CO2 will need to 
accelerate rapidly in the Region to support overall reductions in greenhouse gas emissions.
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Fig. 7.4 shows there is huge variation in the levels of 
emissions across the Eastern Mediterranean Region. 
Countries in the Region have some of the lowest 
and highest per capita greenhouse gas emissions 
in the world. The countries in North Africa, with 
3% of the world’s population, emit less than 2% of 
global greenhouse gas emissions (68). While North 
African countries emit only a fraction of the Region’s 
greenhouse gases, their emissions are increasing as 
a result of economic growth, industrial development 
and increasing populations. The IPCC states that 
countries have contributed differently to the build-up 

Fig. 7.5. CO2 emissions by sector (percentage of total fuel combustion) in the Region, 2014

Source: World Bank (2014) (71).

of greenhouse gas emissions and that many of the 
countries who are exposed to the greatest impacts of 
climate change have contributed least to the problem. 
The IPCC therefore notes that global strategies for 
international cooperation are needed to share the costs 
and benefits of equitable mitigation approaches (69).

EMISSIONS BY SECTOR 

The majority of CO2 emissions in the Region result from 
electricity generation, transportation, and manufacturing 
and construction (Fig. 7.5) (70). 
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Fig. 7.6 shows the rapid increase in energy use in the Region, which is responsible for the greatest proportion of 
greenhouse gases emissions. Much of the increase in greenhouse gas emissions is due to population growth in 
countries and territories. 

Fig. 7.6. Greenhouse gas emissions (million tonnes) in the Region, by sector, 2000–2018

Source: Climate Watch (2020) (64).
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more than doubled to 1.62 billion units (18). Despite 
often high temperatures, less than 5% of households 
in most African countries are equipped with air 
conditioning; and in Saudi Arabia, 63% of households 
have air conditioners – compared to 91% of households 
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However, the number of households equipped with 
air conditioning is expected to rise in the Region as 
low-cost units become available. Forecasts show the 
penetration rate of air conditioners in the residential 
sector is expected to increase from approximately 60% 
to 91% in Tunisia and from 18% to 49% in Morocco 
between 2020 and 2030 (73). Low-efficiency new and 
used air cooling units are exported to the Region that 
contain ozone-depleting greenhouse gas refrigerants 
known as R-22, which are not legally permissible in 
many of the countries that manufacture them (74). 
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In Qatar, the cooling of buildings accounts for more 
than 50% of energy consumption; and in Kuwait, 
air conditioning accounts for 45% of electricity 
consumption (75, 76). On a single hot day in Saudi 
Arabia it is estimated that more than 1 million barrels of 
oil are burned to produce power for cooling (77). These 
figures will rise as the number of days with extreme 
temperatures increase as a result of climate change. 
Revising urban and building codes to reduce the use 
of glass in countries with extreme temperatures and 
setting minimum performance standards for appliances, 
including air conditioners and refrigerators, could help to 
reduce greenhouse gas emissions. 

TRANSPORT  

Transport was responsible for 25% of CO2 emissions 
in the Region in 2014 compared to 20% globally. 
Reducing transport emissions would cut greenhouse 
gas emissions in the Region and result in substantial 
and immediate benefits for health, including reduced 
air pollution and reductions in road traffic death 
rates, which are high in many countries. In the six 
GCC countries, per capita energy consumption in the 
transport sector is the highest in the world after the 
United States of America and consumption continues 
to grow (78). Between 2006 and 2016, consumption 
of gasoline doubled in Kuwait and Saudi Arabia and 
tripled in Oman (79).

Old and polluting used vehicles, particularly diesel 
cars, are still being imported into many countries in the 
Region despite their being banned in the countries of 
export. Egypt, Morocco and Sudan have banned the 
importation of used passenger cars in an attempt to 
reduce greenhouse gas emissions from the transport 
sector (80). Other options to reduce transport sector 
emissions include shifting to clean fuels and electric 
cars, increasing public transportation, and improving 
walking and cycling infrastructure (81).

AGRICULTURAL EMISSIONS  

Agricultural emissions account for 5% of all greenhouse 
gas emissions in the Middle East and North Africa (82). 
Emissions of methane and nitrous oxide, which account 

for the majority of agriculture-related greenhouse gas 
emissions, increased by 22% in the Region between 
2005 and 2016. In addition, farm equipment powered 
by fuel, pumping water for irrigation, raising livestock in 
indoor facilities, and applying nitrogen-rich fertilizers all 
result in greenhouse gas emissions (83). As population 
numbers grow in the Region, it will be essential to 
reduce imports of food and shift to more sustainable 
farming and irrigation practices in order to reduce 
emissions related to agriculture (84).

Studies in Egypt, Morocco, Sudan and Tunisia have 
examined the relationships between per capita CO2 
emissions, GDP, renewable and non-renewable energy 
consumption, trade openness and agricultural value 
added. The research found that subsidizing renewable 
energy use in the agriculture sector will help countries 
to become more competitive on the international market 
and reduce CO2 emissions (85, 86). In Morocco, solar-
powered irrigation has contributed to a reduction in 
energy demand and costs, leading to lower dependency 
on fossil fuels (65). As farmers in the Region depend 
largely on grazing systems for meat production, 
improvement of livestock and grassland management 
as well as soil nutrient management are evidence-based 
mitigation strategies that will also improve livelihoods 
and build resilience to climate change (83).

REDUCING GREENHOUSE
GAS EMISSIONS  

Action to reduce greenhouse gas emissions has been 
uneven across the Region. Some countries have made 
strong efforts to diversify their energy sources and 
have introduced sizeable amounts of renewable energy 
into the supply, and are trying to decrease demand. 
However, many countries have neither undertaken 
widescale action nor made commitments to mitigate 
climate change under international treaties. Both 
mitigation policies and adaptation policies are essential 
to reducing climate change and living with its effects, as 
defined in Box 7.2.
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Box 7.2. Adaptation and mitigation measures  

Adaptation: making changes to ecological, social and economic systems to control and contain 
the damages associated with climate change that are already happening, as well as preparing for 
future impacts. Solutions range from creating and improving early warning systems to planting 
drought-resistant crops. Analysis of climate adaptation policies from around the world found the 
most common policies are related to environmental and natural resources management (including 
agricultural management, coastal zone management, environmental management, nature and 
biodiversity conservation, and green infrastructure), followed by urban/regional (land use) planning, 
water/flood risk management, crisis management and risk reduction planning (87). 

Mitigation: policies and interventions to reduce emissions and enhance carbon sinks to reduce 
concentrations of CO2 in the atmosphere. Solutions range from shifting economic activity to less 
carbon-intensive activities (e.g. from fossil fuels to renewables), reducing demand for products with 
high greenhouse gas emissions, reducing waste and demand for greenhouse gas-emitting fuels and 
electricity, and disincentivising actions that cause significant greenhouse gas emissions (88, 89).  

The 2015 Paris Agreement included the requirement for 
countries to create nationally determined contributions 
(NDCs). These NDCs are the main tool to track 
implementation of the Paris Agreement at the national 
level. NDCs typically include national climate plans, 
climate-related targets and policies. The Climate Action 
Tracker1 assesses the actions of 36 countries to meet 
the Paris Agreement goals, including Morocco, Saudi 
Arabia and the United Arab Emirates from the Region. 

Morocco’s NDCs are deemed to be on target, Saudi 
Arabia’s actions are rated as “critically insufficient” and 
the United Arab Emirates as “highly insufficient”. Saudi 
Arabia’s emissions fell in 2020 due to the COVID-19 
pandemic, but researchers note that mitigation and 
adaptation actions have yet to be introduced and no 
plans are in place to shift to renewable energy (90–92). 
In 2020, the United Arab Emirates updated its NDC 
and created its first emissions target: to reduce 
greenhouse gas emissions by 23.5% by 2030. The 
United Arab Emirates National Energy Strategy 2050 
aims to diversify energy supply and reduce emissions. 

However, analysis has suggested that the aim of 
having a mix of energy made up of 50% renewable and 
nuclear energy, 38% natural gas and 12% “clean coal” 
(the United Arab Emirates first coal-fired power plant 
was opened in 2020) is inconsistent with global plans 
to reach net-zero CO2 emissions by 2050 (93, 94). 

As there is wide variation in the levels of GDP within 
the Region, there will be wide variation in the capacity 
of countries to mitigate and adapt to climate change. 
The Paris Agreement reflected the different emissions 
of “developing” and “developed” countries. The Green 
Climate Fund was created within the framework of 
the United Nations Framework Convention on Climate 
Change (UNFCC) and aims to provide funding to 
enable developing countries to reduce greenhouse 
gas emissions. However, the Fund has been poorly 
subsidized and only supports a very small number of 
health-related projects (95). While low-income countries 
have made commitments to reducing emissions, they 
are limited in what changes can be achieved without 
accompanying funding.

1 The Climate Action Tracker (https://climateactiontracker.org) provides independent scientific analysis for tracking progress towards the globally 
agreed aim of holding warming well below 2° C, and pursuing efforts to limit warming to 1.5° C.
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Table 7.2. NDC mitigation target pledges 

Unconditional 
(voluntary, implementable 
without outside support)

By year

Afghanistan 14%a 2030

Djibouti 40% 2030

Jordan 14%a 2030

Lebanon 15% 2030

Morocco 17% 2030

Occupied Palestinian territory 13% 2040b

Pakistan 20% 2030

Tunisia 13% 2030

United Arab Emirates 23.5% 2030

Yemen 13%a 2030

Under the Paris Agreement, only 10 of the 22 countries 
and territories in the Region have made explicit 
voluntary commitments to reduce greenhouse gas 
emissions in their NDCs (Table 7.2). Some of the 12 
countries that did not set specific mitigation targets 
in their NDCs have set some targets; for example, 

a Most of the target is conditional on receiving international support. 
b Based on status quo; if independence is achieved, target increases to 24% by 2040.
Source: Climate Watch (2021) (96) and UNFCC (2021) (98).

Some of the countries in the Region have developed strategies, action plans and targets committed to increasing 
production and consumption of renewable energy. Most of the targets are not set in legislation, however, and remain 
unenforceable. An overview of some of the national and regional strategies and targets is given in Box 7.3.

Sudan aims to integrate renewable energy in the power 
system with a target of 20% by 2030 (96). The Islamic 
Republic of Iran, Somalia, Sudan and Yemen have yet 
to ratify their NDCs, Iraq is receiving UNDP support to 
submit its first NDC, and Libya has yet to develop an 
NDC (97).

Box 7.3. Strategies to support renewable energy in the Region 

Pan-Arab Clean Energy Initiative
Adopted in 2013, the Pan-Arab Renewable Energy Strategy 2030 seeks to drive renewable energy 
deployment in the Arab world through regional cooperation. Country commitments include increasing 
the region’s installed renewable power generation capacity from 12 gigawatts (GW) in 2013 to 80 GW 
in 2030 (99, 100).
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Afghanistan’s National Adaptation Programme of Action to address climate change was created in 
2009, with three objectives: to identify priority adaptation projects and activities; to seek synergies 
with multilateral environmental agreements, and develop adaptation and mitigation activities; and to 
integrate climate change into national planning processes (101). In 2017, as part of the Programme, 
UNDP funded an initiative to promote community-based preparedness and adaptation in Jawzjan 
and Nangarhar provinces (102). The National Solidarity Program has also contributed to meeting 
Afghanistan’s climate change commitments. Introduced in 2003, this community-driven development 
programme includes projects to improve water supplies and access to drinking water, irrigation 
infrastructure, and renewable energy sources (solar and micro-hydro power) (103). 

Egypt introduced its National Strategy for Adaptation to Climate Change and Disaster Risk Reduction 
in 2011. In 2019, 10% of Egypt’s electricity was produced by renewable sources. The aim is to increase 
production to 20% by 2022 and to 42% by 2035 by increasing the installed solar energy power from 3 GW 
in 2021/2022 to 32 GW in 2034/2035. Two large solar plants will be built, financed by companies based in 
France and Japan (104). Egypt occupies the leading position in wind energy generation in the Middle East 
and North Africa, and installed 262 megawatts of wind energy in 2019. Egypt’s aim is to increase wind 
power capacity to reach 1.8 GW by 2025 (105).

Jordan’s National Energy Strategy 2015–2025 initially set a target to reach 11% of energy derived from 
domestic renewable sources by 2025, which was then increased to 20% in 2019 (106). However, other 
policies have worked against the gains this strategy might bring. For example, initially the Government 
exempted electric cars from any form of tax (in contrast to diesel/petrol cars) but, in December 2018, a 
25% tax was introduced, rising to 45% in 2021. The tax went into effect in April 2019 and electric car 
sales declined by 70% in one month (107). There are no other commitments towards renewable energy 
post-2025.

Morocco’s national target is for renewable energy to supply 52% of all domestic energy by 2030. In the 
Middle East and North Africa region, Morocco ranks first in total renewable power generation capacity 
(excluding hydropower), with the largest solar photovoltaic programme (11). Morocco’s NDC includes 
efforts to develop renewable energy, improve energy efficiency programmes in the construction sector 
and increase public transportation (expansion of tramways in Casablanca and Rabat and plans for further 
expansion in the future) (108). In 2019, Morocco issued the 2030 National Climate Plan, which includes
the creation of a national commission on climate change that will aim to improve intersectoral 
coordination, and involve nongovernmental organizations in decision-making (108). Morocco is also 
benefiting from local job creation related to wind energy, with a blade factory for wind turbines starting 
operation in 2017 (105).

Qatar’s National Vision 2030 and Saudi Arabia’s Vision 2030 aim to reduce dependence on oil by 
diversifying the economies and developing infrastructure, recreation and tourism (109, 110).
However, the COVID-19 pandemic has affected the funding of both these strategies. 

The United Arab Emirates Integrated Energy Strategy 2030 and Clean Energy Strategy 2050 affects 
both supply and demand of alternative energy resources. Goals include reducing carbon emissions of 
energy generation by 70%, increasing renewable energy by 44% by 2050 and saving 30% of energy 
by 2030 (111).
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As set out, climate change is already damaging health 
as well as social and economic development in the 
Region, and these negative impacts will escalate as 
climate change gets worse. Notably, social, economic 
and health inequities also increase as a direct result of 
climate change. Reducing greenhouse gas emissions 
is therefore beneficial for health and health equity. 
Green economies can also benefit overall economic 
growth. Green economies are inclusive and promote 
human well-being and build social equity while 
reducing environmental risks and scarcities (112). An 
analysis of fiscal recovery packages in G20 countries 
concluded that green recovery packages were both 
environmentally and economically advantageous, as 
green recovery had more multipliers than the “business 
as usual” model (113). The study concluded that the 
most promising policies for green growth in low- and 
middle-income countries are: investing in natural 
capital for terrestrial, marine and coastal ecosystem 
resilience; restoring of carbon-rich habitats; improving 
resource efficiency; integrating land management 
systems; improving sustainable agriculture; and 
accelerating clean energy production (113). 

In the Region, a number of countries have developed 
national strategies for a green economy. However, 
there are a challenges in implementing these strategies, 
including: previous underinvestment in scientific 
research and innovation of green products; lack of 
laws and legislation and weak enforcement of laws 
to support the green economy; lack of investment in 
training and education in the green economy sectors; 
and loss of global positioning due to the emergence of 
new economic powers and non-oil-rich nations (114).

While green economies can benefit health equity and 
mitigate climate change, some measures used to 
reduce emissions can increase inequities. Consumption 
taxes, such as fuel or energy tax increases, have the 
greatest impact on people on low incomes – damaging 
health and increasing health inequities. In order to 
avoid these negative impacts, national strategies to 
reduce greenhouse gas emissions should include 
health equity as an explicit policy goal. At the national 
and local level, this requires an understanding of 
who benefits and who is disadvantaged by different 
policy measures (26). Carefully designing adaptation 
and mitigation policies by aligning them with health 
equity goals can remove the risk of increasing health 
inequities. For example, policies aimed at reducing 
energy subsidies should adopt a “proportionate 
universalism” approach, whereby those who cannot 
afford fuel or water are still able to receive subsidies.
In low- and middle-income countries, renewable energy 
projects not only help to cut emissions but can also 
provide an opportunity to increase rural electrification 
and improve water supplies to support better health 

and quality of life for low-income households (113). 
By considering the adverse effects of mitigation and 
adaptation policies on health equity, it is possible for 
climate change actions to create a “triple-win” by 
benefiting environmental sustainability, health and 
health equity (115). Actions to mitigate climate change 
should be monitored by all countries and territories to 
ensure they do not worsen health inequities (26).

Research has highlighted the “lower adaptive 
capacity” of low-income countries to respond to 
climate change (116). Initially, the focus of adaptation 
policies was on technical solutions, but the IPCC note 
that more recent strategies emphasise the importance 
of building resilience through social, institutional, policy, 
knowledge and information approaches, as well as 
considering local norms and practices when adopting 
adaptation strategies (31). The IPCC states that 
adaptation policies have the potential to address health 
inequities and recommend the following policies in
low-income settings for pro-poor adaptation:
“social protection, social services, and safety nets; 
better water and land governance; action research to 
improve resilience of under-researched food crops of 
poor people; enhanced water storage and harvesting; 
better post-harvest services; strengthened civil 
society and greater involvement in planning; and more 
attention to urban and peri-urban areas heavily affected 
by migration of poor people” (31). 

The International Federation of Red Cross and Red 
Crescent Societies has highlighted that current global 
financing for climate change adaptation is not targeted 
at the countries most in need of assistance to help to 
meet adaptation goals. Somalia is ranked as the most 
vulnerable country to climate- and weather-related 
disasters, yet is ranked seventy-first for per person 
disbursements of climate change adaptation 
financing (14).
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RENEWABLES IN THE REGION  

Renewable energy is slowly being embraced by some 
countries in the Region; however, fossil fuels are central 
to many national economies and some countries and 
territories have made no moves towards renewable 
energy production. An analysis of renewable energy 
possibilities in the Middle East and North Africa region, 
published in 2020, found it is possible to supply 100% 
of the electricity mix from renewable energy by 2030; 

but for this transition to happen, research and policies 
are needed to understand and address the impact on 
countries where fossil fuels are the primary resource 
in their national revenues (117). The renewable energy 
sector still only accounts for approximately 0.4% of 
the total primary energy supply in the Middle East and 
North Africa region (118).

Fig. 7.7 shows the Eastern Mediterranean Region is still 
largely dependent on fossil fuels for electricity. 

Fig. 7.7. Electricity production from fossil fuels, nuclear and renewables (terawatt-hours) in countries and 
territories in the Region, 2019

Source: Our World in Data (2020) (119). 
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Despite the dominance of oil and natural gas, support 
for renewable energy is growing in some countries the 
Region. Installed renewable energy increased by 20% 
in North African countries between 2010 and 2015, 
and then more rapidly (by 33%) between 2015 and 
2018 (68). Countries and territories plan to increase 
both the consumption and production of renewable 
energy. Afghanistan, Lebanon, Morocco, the occupied 
Palestinian territory, Sudan, Tunisia and Yemen have 

committed to use 100% renewable energy by 2050; 
this decision was taken in 2016 as part of the Climate 
Vulnerable Forum, a global partnership of countries 
disproportionately affected by climate change. 
However, none of these countries and territories has 
put a strategy in place to meet the target (120). While 
some countries in the Region have strategies for 
renewable energy, these are largely aspirational and not 
always backed up by legislation or enforcement.
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Note: Renewables includes electricity production from hydropower, solar, wind, biomass and waste, geothermal, wave and tidal sources. 
Source: Our World in Data (2020) (119). 

Fig. 7.8. Share of electricity production from renewables in selected countries in the Region, 2010–2018
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A modelling analysis of the Islamic Republic of Iran’s 
power system from 2015 to 2050 concluded that the 
country “can build an affordable power system totally 
based on renewables, which is more cost-effective 
than the current power system” (121). An analysis 
comparing the possibility of renewable energy in 
the Middle East and North Africa with Europe found 
renewable power systems in the Middle East and 
North Africa to be less costly than in Europe, based on 
land availability for wind and solar farms, and allowing 
for nuclear power and disallowing for international 
transmission (122). 

While the Region has considerable solar and 
wind resources to create renewable energy, only 
Afghanistan, Morocco, Pakistan and Sudan produce 
more than 20% of their energy from renewable 
sources (Fig. 7.8). Afghanistan has achieved this by 
supporting thousands of small off-grid solar home 
systems, implemented by the National Solidarity 
Program (123). In the seven countries and territories 
not appearing in Fig. 7.8 (Bahrain, Djibouti, Kuwait, 
Libya, Oman, occupied Palestinian territory and Qatar), 
electricity production from renewables each year was 
less than 1% between 2010 and 2018.
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Box 7.4. Solar power and health in Morocco

In Morocco, 37% of the population live in rural areas, often in isolated villages that are not connected to 
the national grid. A project funded by the Initiative for National Development installed more than 3000 
off-grid solar home systems for isolated households in rural areas in northeast Morocco. In addition to 
lighting, the solar systems provided power for small refrigerators (130). 

Hydropower is currently the most commonly used 
renewable energy in the Middle East and North Africa 
region, although wind and solar energy have the 
highest potential and GCC countries have invested 
primarily in solar energy (117, 118). The large number 
of hours of sunshine make the Region ideal for solar 
energy creation; however, dust storms and subsequent 
dust accumulation on the surface of solar collectors can 
reduce solar power output by more than 50% (124, 125). 
International cooperation is needed to find workable 
solutions for supplying sustainable renewable energy in 
the Eastern Mediterranean Region. 

COST OF RENEWABLES IN THE REGION 

Globally, the price of renewable energy has decreased 
making it more affordable and accessible to countries. 
Since 2009, solar photovoltaic prices have fallen by 
close to 90% and wind turbine prices have fallen 
by 55–60% since 2010 (126). While the cost of 
renewable energy is falling rapidly in the Region, 
transition to renewable energy requires significant new 
infrastructure and upfront capital investment, meaning 
that the international community will need to help some 
countries in bearing these costs (68). In North Africa, 
it is estimated that implementing measures to reduce 
greenhouse gas emissions to meet the Paris Agreement 
will require up to US$ 48 billion up to 2030 (68). Despite 
the dire consequences of climate change in the Region, 
investments in the Middle East and North Africa region 
amounted to only 4% of new investment in renewable 
energy in 2017 (127). 

Although globally the price of renewable energy has 
decreased, the Region has the highest renewable 
electricity costs in the world. On average, renewable 
electricity costs 52% more than the average electricity 
price due to the low cost and higher subsidies available 
for oil and natural gas. In South-East Asia, renewables 
are on average 26% cheaper than average electricity 
prices and in sub-Saharan Africa they are 30%
cheaper (128).

CO-BENEFITS OF RENEWABLE ENERGY IN THE 
REGION 

In addition to mitigating climate change, greater 
production of renewable energy offers considerable 
opportunities to the Region. For countries and territories 
without natural supply of oil and gas, renewables will 
alleviate concerns around depending on international 
suppliers for energy, removing the problem of security of 
supply. Every country should be able to supply a large 
proportion of their own energy needs through renewable 
energy production, and some may become net exporters 
of renewables. These financial benefits should help to 
support national economies and encourage regional 
growth and are a key method of creating and sustaining 
a green economy. 

In the Eastern Mediterranean Region, renewable 
energy can be regarded as a sustainable solution to 
the increasing demand for energy, as a way to reduce 
dependency on energy imports and as a solution for 
creating thousands of jobs. The International Renewable 
Energy Agency estimates that more than 200 000 
renewable energy industry jobs could be created in 
GCC countries by 2030, and that more jobs would 
be created from the transition to renewables, energy 
efficiency and power grids/energy flexibility than would 
be lost from the fossil fuel industries (118, 128). The 
International Energy Agency estimates that over the 
next three years globally, 9 million new jobs could be 
created in renewable energy industries each year (129). 
Retraining would be necessary for employees currently 
working in fossil fuel extraction industries. In Chapter 11, 
we outline that access to electricity is still not universal 
in some countries of the Region. For these countries, 
talk of switching to renewables may not seem relevant. 
However, there are examples of solar energy providing 
rural communities previously excluded from the 
electricity grid with the means to access electricity. An 
example of a project in Morocco to bring electricity
to rural areas through off-grid solar systems is given
in Box 7.4.
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Morocco’s “Plan Vert” aims to phase out fossil fuel subsidies and replace them with targeted loan subsidy 
schemes to support solar power. These projects are aimed at providing solar pumping technology to 
reduce the cost of irrigation and increase income for small, medium-size and large-scale farmers, one 
of the key determinants of health. The long-term aim is to improve farmers’ output and reduce food 
insecurity, water scarcity and greenhouse gas emissions (65).

Researchers have also modelled the effect of installing solar water heaters across the different climatic 
regions of Morocco. They found large-scale integration of solar water heaters could provide up to 70% of 
thermal energy loads and, in the long run, save approximately US$ 1250 million on total energy bills. It was 
estimated that the CO2 emissions avoided would range from 160 200 to 1 856 000 tonnes per year (131). 

Although strategies are in place in some countries and 
territories and there is rhetoric around the benefits of 
increasing renewable energies, actions are still too 
often small-scale in the Region. There are, however, 
encouraging signs that solar power is being embedded 
into national power supplies. The Al Kharsaah solar 
plant, the first large scale solar power plant in Qatar,
is expected to be fully operational in 2022 (132). 

The Organization of the Petroleum Exporting 
Countries (OPEC) has shown some support for 
renewable energy and is co-funding a number of 
renewable energy projects around the world, including 
a solar energy project in Jordan and a hydropower 
plant in Pakistan (133). However, OPEC also holds 
the position that “oil is not toxic at the end of the day, 
emissions are toxic” and that instead, technology and not 
reductions in fossil fuels should be their focus (134). In 
contrast, Norway, also rich in oil, has shown leadership 
in minimizing its carbon footprint and investing in 
renewable and non-renewable sources (135). 

REDUCING ENERGY CONSUMPTION  

In GCC countries, reducing domestic energy demands 
and improving efficiency is a necessary and growing 
challenge. Energy demand continues to increase due to 
rapid industrialization and population growth. Reducing 
residential energy demand is crucial to reducing 
overall energy consumption, while increasing energy 
efficiency can slow the growth of energy consumption. 
Air conditioning is responsible for more than half of 
electricity use in Saudi Arabia and the United Arab 
Emirates; research has modelled that if all Saudi 
households replaced their air conditioners with more 
efficient systems, 24 million tonnes of CO2 emissions 
would be saved (136, 137).

Important opportunities exist to improve efficiency in 
non-residential buildings. The United Arab Emirates has 
committed to retrofitting 30 000 buildings by 2030. In 
2019, the country endorsed the “Zero Carbon Buildings 
for All” initiative, launched at the 2019 United Nations 
Climate Action Summit, challenging companies to reach 
net zero operating emissions by 2030 (138). Box 7.5 
sets out how health care systems could reduce their 
emissions, building on lessons learned from the United 
Kingdom of Great Britain and Northern Ireland. 
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Box 7.5. Health systems and climate change

The framework for action on climate change and health in the Eastern Mediterranean Region (2017–
2021) includes actions for the health workforce. The United Kingdom provides an instructive example 
of the role that health and social care systems play in climate change. Health systems themselves
are significant contributors to greenhouse gas emissions: in the United Kingdom, health and care 
systems are responsible for 5.4% of the country’s total greenhouse gas emissions (139). Despite these 
high figures, emissions have fallen as a result of sustained effort and actions led by the ‘‘Greener NHS” 
programme. Between 2007 and 2017, emissions from the National Health Service (NHS) decreased by 
18% while, at the same time, clinical activity increased by 27% (140). This reduction is a result of 
efforts made across the NHS to reduce waste and energy and water usage, and by reducing patient 
and staff travel (141). In 2020, the NHS committed to: becoming the world’s first health system to 
deliver a net zero health service; working with suppliers to reduce emissions in the supply chain; 
creating zero-emissions ambulances and using zero-emissions vehicles; and creating 40 new
“net zero hospitals” (142). 

ENERGY AND WATER SUBSIDIES  

A number of countries in the Region offer universal 
subsidies to their citizens to reduce costs for water and 
energy. There is no single definition of energy subsidies, 
but they are commonly understood as subsidies 
that keep prices for consumers below market level. 
They can be used for any public utility; in the Eastern 
Mediterranean Region, they are primarily used to meet 
the costs of water and energy. Many of the Region’s 
subsidies are the highest energy and water subsidies 
in the world. In Egypt in 2008, expenditures on energy 
subsidies equalled the Government’s spending on 
health and education combined (143). The Middle East 
and North Africa region spends the highest proportion 
of GDP (2%) on universal water subsidies in the
world (144). 

As well as increasing greenhouse gas emissions and 
encouraging the demand for water (an increasingly 
scarce resource, as discussed in the following section), 
the impacts of energy subsidies are inequitable. 
Analysis by the International Monetary Fund (IMF) found 
that in Egypt, Jordan, Morocco and Yemen the poorest 
quintile received 1–7% of total diesel subsidies, while 
the richest quintile received 42–77% (144). Fig. 7.9 and 
Fig. 7.10 show that the benefits from gas and electricity 
subsidies are greater for those in the higher income 
groups.
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Fig. 7.9. Share of benefits from gasoline subsidies in selected countries in the Region, by income quintile, 2014

Source: IMF (2014) (145).
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Fig. 7.10. Share of benefits from electricity subsidies in selected countries in the Region, by income quintile, 2014

Source: IMF (2014) (145).
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Large multinational companies operating in the Region 
are also eligible for subsidies. The subsidies (for 
petrochemical, aluminium and fertilizer companies, 

for example) are so generous that they lead to some 
companies making a profit instead of a loss, prioritizing 
large companies at the expense of health (146). 
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As a result of water subsidies, water bills in many 
countries in the Region are seven to eight times lower 
than in other countries around the world. Water fees in 
Riyadh, Cairo, Tehran and Tunis are much lower than 
in other cities in the Middle East and North Africa and 
other parts of the world, despite water shortages. The 
World Bank claims the high level of water subsidies in 
the Middle East and North Africa region contribute to 
“unsustainable” water use (144). 

Energy and water subsidies are inequitable and support 
overconsumption of scarce and polluting resources. 
Reducing or removing subsidies would increase prices, 
which will in turn reduce consumption, benefiting health 
and allowing retention of revenues by governments for 
distribution to other public services or for investment 
in renewable energies and water efficiencies. The IMF 
have long argued for reform of subsidies, claiming that 
reduction of subsidies will lead to declines in energy 
demand and air pollution, as well as improved efficiency 
(145). The United Nations echoed these calls during the 
COVID-19 pandemic, stating that phasing out fossil fuel 
subsidies “could expand the fiscal space in the context 
of COVID-19 recovery” (147). Reforming subsidies in the 
Region could be an opportunity to create more equitable 
social protection systems, to shift to more diverse 
economies, and to better support renewable energy 
and sustainable water consumption (148). However, IMF 
modelling does not include the impact on equity and, in 
the short-term, removing subsidies will increase inflation 
and have adverse impacts on equity (145). Research is 
needed on the effects of removing subsidies on poverty 
and income levels, as well as on whether the reforms 
lead to improved water and energy efficiencies. 

Previous attempts to remove or reduce the subsidies 
in the Region have frequently led to protests, often by 
those on low incomes. Jordan had largely eliminated 
subsidies for petroleum products and energy by 2009; 
however, protests in 2011 due to rising costs in the 
country led the Government to temporarily increase 
fuel subsidies. 

Using the concept of proportionate universalism in 
policies to reduce subsidies, such as distributing cash 
transfers or vouchers, would mean that groups who 
most need support would still receive it. The Islamic 
Republic of Iran and Saudi Arabia reduced subsidies and 
increased prices for natural gas (Islamic Republic of Iran 
only), electricity and water, and introduced cash transfers 
for those on low incomes. Following these reforms, 
there was some evidence of non-payment of bills and 
reduced demand, but it is yet to be fully understood 
whether subsidy reductions in countries have increased 
inequities or reduced demand (149).

WATER SCARCITY AND WATER 
POLLUTION IN THE REGION 

Countries and territories of the Region have among the 
lowest freshwater resources in the world, and these 
are expected to decrease by more than 50% by 2050 
as a result of climate change and population growth 
(150). The Middle East and North Africa region has 
6% of the world’s population but has access to less 
than 2% of its renewable freshwater supply through 
rainfall. Since the 1950s, global freshwater availability 
has decreased by 75% and projections show it will 
continue to decrease (151). Between 1985 and 2015, the 
water table in the Middle East and North Africa region 
decreased by approximately 1 metre per year due to 
high consumption (152), and two thirds of countries are 
using groundwater at rates exceeding renewable internal 
freshwater resources (153). The Middle East and North 
Africa has experienced almost continuous drought since 
1998 (40) and estimates suggest 50% more drought 
days in the region by 2100 (relative to 1976–2005) (9). 
The water basins and resources supplying countries and 
territories will continue to decline as rainfall decreases, 
evapotranspiration increases, population numbers rise 
and industrial development expands (154). 

Water scarcity reduces crop yields and the availability 
of land for productive agriculture. In the Middle East 
and North Africa region, less than 40% of the land is 
used for grazing and agriculture. Since 1994, productive 
land has declined by close to 20% for a number of 
reasons, including water scarcity and high population 
growth (40). The high levels of water scarcity prevent 
countries from producing the food they need and, as a 
result, the Region is heavily dependent on food imports. 
Approximately 70% of maize consumption, 50% of 
wheat and barley, and 40% of rice consumption in the 
Middle East and North Africa region is met through 
imports (12). 

The World Bank has estimated that the Middle East
and North Africa region will lose 6–14% of GDP by
2050 due to increasing water scarcity caused by 
climate change; and almost the entire population of the 
Middle East is expected to live under water stress by 
2050 (155, 156). Twelve countries and territories of the 
Region are among the most water-stressed countries 
in the world: Bahrain, Djibouti, Kuwait, Jordan, 
Libya, Qatar, United Arab Emirates, Oman, occupied 
Palestinian territory, Saudi Arabia, Tunisia and Yemen 
(157, 158).

As populations increase, the demand for food and 
need for food production increase, and therefore water 
resources are expected to decline further (Fig. 7.11). 
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Fig. 7.11. Projected trends in renewable water resources per capita (cubic metres) for 19 countries and 
territories in the Region, 2020–2050 

Note: No data available for Afghanistan, the Islamic Republic of Iran and Pakistan.
Source: Arab Forum for Environment and Development (2014) (159) based on FAO 2013 and United Nations 2012 data.

WATER SCARCITY, WATER QUALITY AND HEALTH  

Without new approaches and greater efficiencies, 
water scarcity is expected to become more severe  
across the world. Water shortages have both direct and 
indirect impacts on health. The direct impacts include 
inadequate water supplies for hydration and sanitation 
and lack of water for ensuring sufficient food supply, 
with resulting negative impacts on nutrition and physical 
health. Stress and other mental health conditions are 
also associated with water shortages and drought 
conditions. 

A country is ‘‘water stressed’ if it is unable to provide 
1700 cubic metres of water per person, and is in “water 
scarcity ‘‘when the level drops below 1000 cubic metres 
per person. At below 500 cubic metres per person, 
the population is said to be in ‘‘absolute scarcity’’, 
according to levels set by the United Nations (160). FAO 
estimated in 2014 that, on average, every person in the 
Middle East and North Africa region had access to 386 
cubic metres of renewable internal freshwater per year, 
which is well below the minimum levels of adequate 
water supply (Fig. 7.12). 
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Fig. 7.12. Renewable water resources per capita (cubic metres) in the Middle East and North Africa, 2014 

Note: The red line indicates minimum threshold for water stress; all countries below the red line are water stressed. No data available for Afghanistan 
and Pakistan.
Source: Nin-Pratt et al. (2018) (161). 

The majority of child deaths in the Region are caused by acute diarrhoeal diseases, likely due to contaminated 
food or water. WHO estimates show that the number of children dying from diarrhoeal disease will increase, with an 
additional 33 000 deaths in children aged under 15 years globally in 2050 (162). One of the main causes of foodborne 
disease is unsafe water used for the cleaning and processing of food (163). Box 7.6 describes the negative health 
effects of unsafe water supply in Yemen on health.

Box 7.6. Unsafe water supply in Yemen

Since 2016, damage to water supply systems in Yemen have led to unsanitary conditions and ongoing 
outbreaks of cholera. By the end of 2018, an estimated 16 million people in Yemen were in acute need 
of water, sanitation and hygiene services, more than half of whom were children (164). The increasing 
costs of food, water and fuel have also affected access to safe water and sanitation for those living in 
poverty and on low incomes (165). WHO reports that the number of suspected cases of cholera from 
January 2018 to May 2020 was 1 371 819, with 1566 deaths (166). Nearly one in three (29%) estimated 
cholera cases were in children younger than 5 years old (51). 
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Box 7.7. Unsafe water in the Gaza Strip

In the Gaza Strip, approximately 10% of the population has access to safe drinking water while 90% 
rely on water from private vendors, usually in mobile trucks, where prices are higher and the quality 
is low (167). The United Nations have stated that almost the whole population of the Gaza Strip is 
“exposed to public health risks associated with poor water quality, poor wastewater collection and 
treatment, a lack of storm water infrastructure and lack of proper hygiene practices” (168). 

More than 60% of the population in the Middle East and 
North Africa have little or no access to drinkable water 
and are exposed to high or very high water stress (155). 

The effect of water scarcity on people’s mental health 
is under-researched in the Eastern Mediterranean 
Region. Evidence from other regions has shown that 
water scarcity: exacerbates stress and insecurity, thus 
increasing mental health disorders and reducing the 
effectiveness of psychoactive medications; increases 
heat-related aggression, violence and suicide; and 
increases the burden on women to find and procure 
clean water (169). Poor-quality water has a greater 
effect on women and girls, who require more water 
as they are more likely to be responsible for cleaning, 
cooking and domestic activities, and also have 
requirements for menstruation management and 
pregnancy (170). 

In the Region, water quality has declined for a number 
of reasons including: seawater intrusion; salination 
of aquifers and discharge from desalination plants; 
inefficient waste and drainage water management 
systems; agricultural drainage run-offs; and oil spills. 
These activities harm water quality by introducing 
harmful nutrients, hydrocarbons and heavy 
metals into marine environments (11). A review of 
emerging contaminants in waterbodies found that 
pharmaceuticals (most commonly anti-inflammatories 
and antibiotics), personal care products and 
microplastics (from degrading larger plastic debris) 
are the most commonly detected contaminants in the 
Region’s waterbodies (171). 

The Nile, a source of water for tens of millions of 
people, faces numerous threats from water pollution. 
The total amount of wastewater discharged into the 
main stem of the Nile has been estimated to be 2628 
million cubic meters per year, of which industrial 
wastewater constitutes 15% (172). Most of the coastal 
lagoons are in crisis, suffering from the excessive 
discharge of industrial, agricultural and domestic 
sewage flow (172). In Afghanistan in 2018, the Minister 
for Natural Disasters stated that 80% of Afghanistan’s 
water is contaminated. The high number of unregulated 
mines worsens the water quality, as do pesticides used 
in agriculture; domestic and municipal septic tanks and 
systems, which leak nitrates and viral and microbial 
contaminants; and leachate (173).

This means people have to drink poor-quality water 
and/or are forced to pay for access to water, as shown 
by the example of the Gaza Strip (Box 7.7). 
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WATER CONSERVATION STRATEGIES 

Despite the water shortages in the Eastern 
Mediterranean Region, and the likelihood of more 
severe shortages in future, opportunities exist for better 
water conservation in the short term. In addition to 
reducing subsidies for water, countries and territories 
in the Region must adopt much stronger measures to 
reduce water consumption and improve efficiencies in 
the management of water systems. Adaptation policies, 
created in collaboration with agriculture and industry, 
are needed to adopt sustainable and equitable water 
strategies (45). 

This requires a whole-of-government approach including 
the development of national irrigation strategies, 
enforcement of regulations on water use, and long-term 
monitoring of water resources (174, 175), as outlined 
for Jordan in Box 7.8. There are high levels of loss of 
piped water due to leaks in the Region, estimated to 
be between 30% and 50% in some cities. In Morocco 
since 1997, a combination of actions including increased 
tariffs, introduction of a sanitation charge and the 
reduction of leakages has reduced water demand by an 
average of 3% per year (176).

Box 7.8. Reducing water scarcity and improving health in Jordan 

Between 2007 and 2013, Jordan was part of a project to develop a national strategy to improve water 
supply. This included working with WHO to create the National Climate Change Health Adaptation 
Strategy and Action Plan to protect health from climate change. This involved mainstreaming climate 
change adaptation strategies within the Ministry of Health and creating strategies for six health areas: 
heat waves; nutrition; water- and foodborne diseases; vector-borne diseases; occupational health; 
and airborne and respiratory diseases. The project also included an assessment of the socioeconomic 
impacts of climate change on water resources and led to an upgrade of the national drinking water 
quality management system (177, 178). 

Jordan’s national development plan recognizes the water-related impacts of climate change as a 
threat to development, while its NDCs stand out for including water-related mitigation actions. Jordan 
2025: a national vision and strategy recognizes the water supply–demand gap as a key challenge, 
which is exacerbated by climate change (179). Plans focus on developing new and alternative supplies 
and demand management, but do not mention climate change explicitly (11).

In 2020, 10 communities of 60 000 residents were part of a project to reduce water losses by 50% and 
improve water supply. The project, led by the Ministry of Water and Irrigation, involved local populations 
including Syrian refugees. Repairs to the network were carried out and rooftop water tanks were 
installed in private households, schools and mosques, and the Ministry reported water storage and 
water efficiency improved in 75% of homes (180). 

Desalination has been used by many countries in 
the Eastern Mediterranean Region, but it is energy 
inefficient and can be environmentally harmful. 
It is estimated that desalination uses 5–12% 
of a country’s total energy consumption (181). 

Desalination also pollutes marine ecosystems (11). 
In 2016, desalination consumed 5% of the Middle 
East’s energy but only supplied 3% of its water (182). 
Future desalination developments therefore need to 
be much more energy efficient.
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Agriculture is the largest consumer of water in the 
Region and reform of agricultural policies is therefore 
a priority. Sustainable irrigation systems are needed 
at scale, for example, expansion of solar-powered 
irrigation which is climate-friendly, reliable and 
affordable. Such irrigation projects require regulation 
and management. FAO recommend monitoring 
water supply, demand, accessibility and use (water 
accounting) to avoid unsustainable water use (183). 
Projects in Tunisia and Pakistan demonstrated 
increasing support for providing solar-powered short-
term storage and irrigation to smallholder farmers, 
who are often overlooked in subsidy schemes and 
loan programmes (184, 185). In Egypt, the World Bank 
(through its International Finance Corporation arm) 
launched a project with the Agricultural Bank of Egypt 
to provide farmers with affordable solar irrigation 
pumps (186). In Sudan, the African Development Bank 
granted the Government US$ 21 million to install 1170 
solar pumps for irrigation on farms in West and North 
Kordofan provinces (187). 

WATER MANAGEMENT, RECYCLING AND 
TREATING WATER

Achieving a reduction in demand will still be insufficient 
to provide water to the growing population in the 
Region. Actions to better manage wastewater are 
also needed. In the Middle East and North Africa 
region, more than three quarters (82%) of wastewater 
is not recycled and more than half is returned to the 
environment untreated, leading to health problems 
and water waste (144, 155). In the Middle East and 
North Africa, treated wastewater has the potential to 
provide irrigation and fertilizer for more than 2 million 
hectares of agricultural land (188). It is estimated that if 
50% of wastewater were recycled, it could add 22–40 
cubic kilometres per year to the Middle East and North 
Africa’s renewable water resources by 2050 (176). 
However, take up of technologies to treat and reuse 
wastewater have been slow, and regulations need to 
change to encourage sustainable innovations.

Dew and fog harvesting have been shown to be a 
sustainable and low maintenance method of supplying 
freshwater in arid regions (189–191) as well as to 
improve the lives of women and girls by reducing the 
time taken to collect water (192). A fogwater project 
by a local nongovernmental organization in Morocco 
tracks fog patterns and monitors the distribution 
system, and women with low literacy levels have been 
trained to use their mobile phones to send maintenance 
requests (193). Small-scale and community-based 
projects to improve water management have been 
shown to have substantial impacts on the social 
determinants of health and are effective mitigation and 
adaption actions at the local level (194). 

SECURING WATER SUPPLY

Unlike other regions in the world, the issue of water 
scarcity requires regional cooperation, as 60% 
of surface water resources in the Region cross 
international borders. In the Middle East and North 
Africa, every country shares at least one aquifer 
and more than half (over 60%) of water resources in 
the region flow from outside national and regional 
boundaries (150). The Nile supplies Egypt’s water, 
but Egypt depends primarily on Ethiopia for access; 
the Euphrates and Tigris rivers supply the Syrian 
Arab Republic and Iraq who depend on Turkey 
for access (12). Israel limits the water to which 
Palestinians have access, through controlling the 
Jordan River and limiting access mountain aquifers. 
During humanitarian or public health emergencies, 
this lack of access to secure water supplies can have 
severe effects on public health. During the COVID-19 
pandemic in 2020, the United Nations expressed 
concern that armed groups had disrupted water 
supplies, affecting up to 1 million people in the Syrian 
Arab Republic, including IDPs (195, 196).

LAND DEGRADATION
IN THE REGION
 
Land degradation is the “reduction or loss of the 
biological or economic productivity arising from human 
activities and habitation patterns, such as long-term 
loss of natural vegetation” and increases people’s risk 
of being exposed to hazardous air, water and land 
pollution (40). Land degradation is a significant risk to 
health and health equity, and WHO’s manifesto for a 
healthy recovery from COVID-19 notes that “land use 
change is the single biggest environmental driver of 
new disease outbreaks” (197). 

The percentage of degraded land in the Middle East 
and North Africa region is estimated to be between 
40% and 70%, with a quarter of all arable land 
degraded (40). Those on low incomes or in poverty 
are more likely to live on degraded land (40). Sixty 
per cent of the population in Iraq, Syrian Arab 
Republic and Tunisia live on degraded land, while 
60% of the population in Egypt and Jordan live on 
severely degraded land (40, 198). 

The World Bank states that land degradation in Iraq, 
Jordan, Kuwait, Lebanon, Oman, occupied Palestinian 
territory, Saudi Arabia, United Arab Emirates and 
Yemen is “primarily caused by rapid population growth 
and the failure of resource management policies, 
coupled with overgrazing” (40). In Saudi Arabia, 
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drought and dust storms led to the loss of 46% of 
vegetation cover between 1987 and 2002 (199). In 
2008, damages from land degradation in the Region 
were estimated at US$ 9 billion per year (2.1–7.4% 
of the GDP) (198). In the Region, land degradation 
caused by modern warfare and military activities has 
had substantial effects on the environment. In Iraq, 
hundreds of irrigation wells have been intentionally 
destroyed. In the Syrian Arab Republic, it is estimated 
that 20% of the trees were destroyed between 2012 
and 2019 due to deliberate destruction by armed 
groups, forest fires and cutting down trees for firewood 
and charcoal production (200). 

Land degradation often leads to poverty for farmers, 
who suffer loss of income due to lower productivity. 
Over 40% of irrigated land in the Syrian Arab Republic 
is affected by soil salinity to varying degrees, leading to 
a 37% decline in yields for main irrigated crops – which 
translates into a total annual loss of US$ 80 million or 
0.45% of GDP (40). Restoration of land is possible and 
will generate jobs and economic growth. It is estimated 
“restoring 150 million hectares of degraded agricultural 
land could generate US$ 85 billion in net benefits to 
national and local economies, provide US$ 30–40 billion 
a year in extra income for farmers, and provide food 
for an additional 200 million people (40). The World 
Bank notes that land degradation is ”difficult to address 
without also addressing the needs of households who 
live on those lands” and that many implemented projects 
have had limited success as they did not include 
communities in planning or were too “top-down” (40). 

In the Region, soil quality is at risk from deforestation, 
overgrazing, ploughing and unsustainable agricultural 
practices (201). Improving soil fertility and vegetation 
quality has been shown to have significant and sizeable 
effects on improving poverty rates and GDP per 
capita, with stronger effects in poorer areas (202, 203). 
As a result of less fertile soil, farmers use increased 
amounts of fertilizer which is more costly and pollutes 
local environments. Without actions to reduce soil 
degradation, crop yields in the Middle East and North 
Africa region are expected to decrease by 2050: rice 
yields by 11%; soybean yields by 28%; maize yields by 
19%; and barley yields by 20% (203). 

Soil degradation is caused by: mismanagement; 
inadequate policies; inappropriate use of technology; 
increased levels of traffic movement and road 

construction; industrial activities and mining; urban 
expansion; deforestation, overgrazing and inappropriate 
cultivation practices; and dumping of hazardous wastes 
(204). Improving soil is specific to location; mixing 
sandy soil with grey shale has improved the quality of 
soil in Egypt (204). In Sudan, farmers are required to 
leave 10% of cultivated areas for forests (204). In the 
short-term, re-vegetation is a conventional strategy to 
improve soil fertility by using native plants adapted to 
drought conditions, and can also contribute to carbon 
sequestration (205, 206). A review of soils in water-
scare environments advises four guiding principles 
to manage soils for conservation and restoration: 
maximizing and retaining vegetation cover; minimizing 
soil disturbance; maximizing inputs of soil organic 
matter; and mimicking local, naturally occurring 
vegetation and landscape patterns to maximize soil 
and ecosystem recovery (207).

DESERTIFICATION 

Desertification is land degradation due to loss of 
vegetation cover, soil erosion, dust storms, salinization 
and decreased soil productivity. Climate change makes 
ecosystems more vulnerable to desertification and 
desertification makes ecosystems more vulnerable 
to climate change. Loss of plant cover leads to lower 
precipitation levels by reducing evaporation and plant 
transpiration, increasing mean temperatures and 
decreasing humidity (12). Poor land management and 
other human activities contribute to desertification, 
including overgrazing, over-cultivation and 
deforestation (204). 

Most of the Middle East and North Africa is affected 
by severe to very severe desertification: 11% is very 
severely desertified (which is usually not reversible), 
31% is severely desertified (reversible and 50–75% 
loss in productivity) and 21% is moderately desertified 
(reversible and 25–50% loss in productivity) (40, 208). 
Desertification leads to loss of biodiversity and reduced 
agricultural yields, which in turn affect food prices, 
decrease farmers’ incomes, increase poverty levels and 
cause insecurity and migration (12, 40).

Box 7.9 gives an example of efforts in Tunisia to 
reverse desertification and improve sustainable 
farming techniques.
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Box 7.9. Fighting desertification in Tunisia

Since 2012, Acacias for All have been working with female farmers in rural Tunisia to encourage them 
to plant traditional acacia plants instead of cash crops, such as olives and almonds, which cannot 
withstand salty water. In return for planting more sustainable acacias, farmers are offered the trees for 
free as well as training in sustainable farming techniques (209, 210).

DUST AND SANDSTORMS

Dust and sandstorms are associated with climate 
change and desertification, while human activity 
through unsustainable land use and land degradation 
(e.g. reducing vegetation cover) is increasing the risk of 
sand and dust storms (211, 212). In the Region, there 
are frequent dust and sandstorms which have lasting 
impacts. It is estimated that 93.76 million tonnes of 
dust is generated by storms in the Near East and North 
Africa and 80% is deposited in the region. On average, 
Iraq experiences 122 dust storms and 283 dusty days 
per year and it is estimated that by 2023 this may 
increase to 300 dusty days per year (204). In 2019, the 
IPCC stated that “the frequency and intensity of dust 
storms have increased over the last few decades due 
to land use and land cover changes and climate-related 
factors in many dryland areas resulting in increasing 
negative impacts on human health, in regions such as 
the Arabian Peninsula and broader Middle East” (199).

In the Eastern Mediterranean Region, the main health 
effects of dust storms include damage to the respiratory 
and cardiovascular systems, affecting rates of influenza 
A virus, pulmonary coccidioidomycosis, bacterial 
pneumonia and meningococcal meningitis (199). In 
2014, it was estimated that exposure to dust particles 
caused approximately 400 000 premature deaths 
(globally) by cardiopulmonary disease in people aged 
over 30 years (213). In addition, dust and sandstorms 
cause: eye infections, skin irritations, meningococcal 
meningitis, Valley fever, diseases associated with toxic 
algal blooms, and mortality and injuries related to 
transport accidents (211). 

Dust storms also affect agriculture and economies, 
cause traffic accidents and damage railways, disrupt 
flight traffic, destroy telecommunications and 
mechanical systems, and damage crops and solar 
photovoltaic power plants and panels (12, 199, 214). 

The “global dust belt” that extends across the Eastern 
Mediterranean Region transports mineral dust that may 
contain contaminants and is the main source of soil 
pollution with heavy metals (204). The United Nations 
Environment Programme (UNEP) estimated in 2014 that 
sand and dust storms led to losses of US$ 13 billion 
every year in the Middle East and North Africa region, 
with the largest losses in Egypt, the Islamic Republic of 
Iran and Pakistan (215). Dust and sand storms impact 
on incomes in the short term by damaging crops, killing 
livestock, damaging infrastructure and interrupting 
transportation systems and in the long term by causing 
chronic diseases, increasing soil erosion and worsening 
soil quality (211). 

DEFORESTATION 

Forests and trees are critical in protecting countries 
from the risks of climate change and the associated 
impacts on health. They protect water resources and 
supplies, helping to control erosion, facilitate water 
infiltration, reduce sedimentation, regulate water flow 
and mitigate floods, as well as capturing CO2 (216). 
Evidence of deforestation is difficult to assess in the 
Eastern Mediterranean Region. Fig. 7.13 shows the net 
tree loss and gain in selected countries in the Region 
between 2000 and 2019. One fifth of trees have been 
lost in the Syrian Arab Republic, with heavy losses in 
2012 at the beginning of the conflict. Fig. 7.13 shows 
Pakistan has made a substantial gain in tree cover, 
which has further increased since the launch of the 
five-year “10 Billion Tree Tsunami” initiative in 2018. 
On a single day in August 2020, 1 million volunteers 
planted more than 3 million trees (217). However, this 
large-scale project has encountered problems with 
corruption (218, 219). 
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Deforestation also has indirect effects on health 
inequities. Deforestation has been labelled as the 
strongest driver of rural poverty, as many people lose 
their incomes when forests, woodlands, bushlands, 
shrublands and grasslands disappear (216, 221). A 
project in northeast Morocco to address deforestation 
and improve biodiversity showed it was also possible 
to reduce poverty through reforestation measures. 
The nine-year project started in 2010 in the Haute 
Moulouya Basin and restored 480 hectares of forest 

Fig. 7.13. Tree cover net gain/loss (per thousand hectares) in selected countries in the Region, 2000–2019

Source: Global Forest Watch (2021) (220). 

and pastureland through fencing, planting and allowing 
natural regeneration of juniper trees, rosemary bushes 
and other native shrubs. Local communities were 
involved with planning from the beginning, and many 
community members benefited from numerous income-
generating programmes (e.g. selling honey, medicinal 
plants, apple vinegar) (222). 

Strategies to reduce deforestation include land-use 
zoning, protected areas, commodity roundtables, 
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moratoria, payments for environmental services, eco-
certifications, geographical indications and community 
forest management (221). Policies such as designating 
“protected area status” are not always effective. North 
Africa lost more forest area (14%) within protected 
areas than outside between 2001 and 2014, due to 
pressures for agricultural and forest resources (223). 
The IPCC points out that reforestation programmes in 
North Africa have had high costs with low returns (199). 

Tree cover, the percentage of the land area under tree 
canopy, is increasingly linked to dietary quality and 
diversity. Forests are a source of wild food and species 
and can contribute to diverse, nutritious diets (224). 
Sustainable policy options to reduce deforestation 
should also aim to reduce poverty and to reconcile 
forest conservation with social welfare (221). 

LOSS OF BIODIVERSITY 

The Eastern Mediterranean Region has a wealth 
of biodiversity in its coastal, marine and terrestrial 
ecosystems and the capacity of these systems to 
adapt to harsh hyper-arid climates is valuable to 
understanding drought tolerance. In the Region, 
species loss and habitat decline is caused by over-
development, climate change, conflict and poorly 
enforced policies to protect conservation areas (11). 
A study in Sudan of the availability and distribution of 
foods typically eaten during a famine (e.g. wild plants, 
edible weeds) and their role in times of famine found 
endemic species that are considered as alternative 

foods in time of crisis, but which are threatened 
by genetic erosion due to soil degradation and the 
replacement of palatable grasses with less palatable 
grasses (204). Biodiversity is threatened through 
the use of poor farming practices that promote 
monoculture agriculture, heavily dependent on 
pesticides and synthetic fertilisers to increase yields. 
Chemical pesticides pollute soil, ground water and the 
air, causing harm to human health.

While pesticides are harmful to environments and 
health, they are also helpful in controlling locust 
invasions and are the main method recommended by 
FAO to control locust spread (225). Box 7.10 outlines 
the devastation caused by the 2020 locust invasion 
in the Eastern Mediterranean Region. The negative 
effects of the use of pesticides to control locusts is 
well known:; spraying pesticides from planes affects 
ecosystems critical to food security, such as bees 
and insects (226). Pollinators are necessary in a 
functioning ecosystem and essential for food security 
and conservation of biodiversity. Many countries in the 
Region maintain honeybee colonies and before the war 
in Yemen, Yemeni honey was exported throughout the 
world and was a key source of income for thousands 
of households (227). In North Africa, farmers have been 
encouraged to plant marketable habitat enhancement 
plants along the edges of their fields to encourage 
pollinators. Alternative pollinators can also increase 
farmers’ incomes by leading to better quality and 
higher quantities of crops and reducing the need for 
pesticides and chemicals (228).

Box 7.10. Locust swarms 

In 2020, locust swarms affected a number of countries in the Eastern Mediterranean Region and FAO 
stated that the outbreak was the worst in decades. Climate change is affecting the intensity of locust 
outbreaks. Rising temperatures and heavy rain in 2019, a result of an increasing number of cyclones 
in the Indian Ocean, led to an upsurge in locusts. Affected countries in the Region included Egypt, 
the Islamic Republic of Iran, Oman, Pakistan, Saudi Arabia, Somalia, Sudan and Yemen (226). Locust 
plagues damage and entirely destroy crops and pastures, leading to job losses, income reduction, 
food insecurity and hunger. In 2020, FAO stated that eradicating locusts was no longer possible and 
that adaptation measures were needed. The United Nations is concentrating its efforts on reducing 
the impact of locusts on food security instead of trying to eradicate the locusts. By September 2020, 
the number of people in Somalia facing acute malnutrition (IPC Phase 3 or above) tripled to 3.5 million 
compared to early 2020. Both locusts and flooding led to severe crop losses and a 15–25% reduction in 
cereal production in the country (229).
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EXTREME WEATHER EVENTS 

Globally, the number of weather-related disasters has 
increased significantly and the frequency and intensity 
of these events is “shifting as a result of climate 
change” (6, 230). In 2019, the International Federation 
of Red Cross and Red Crescent Societies analysed 
479 disasters and found 308 (77%) were climate- or 
weather-related (storms, floods, drought, wildfires, 
extreme temperatures or landslides) (14). Globally, the 
number of people who lose income as a result of a 
natural disaster is estimated to be 100 million people 
per year (1.4% of the world’s population) (33).

Data from the Eastern Mediterranean Region are not 
available by income group, but analysis in Western 
Asia (including Afghanistan and Pakistan) shows 
that the effect of natural disasters is inequitable. The 
number of deaths per disaster (e.g. floods, cyclones, 
landslides) are four to five times higher in low-income 
countries compared to middle- and high-income 
countries (231). In 2020, extensive flooding caused by 
above-average rainfall occurred in the Sahel region of 
Africa, leading to displacement, deaths and damages 
to homes. In Sudan, between July and September, 
830 000 homes were destroyed or damaged in 
floodwaters and more than 120 people died (232). 
In Somalia, flash flooding had displaced 650 000 
people by August 2020, as compared to 416 000 
people being displaced in all of 2019 (233). In October 
2020, FAO and WFP warned that in Sudan over 10 
million people were at risk of contracting waterborne 
diseases and 4.5 million were exposed to vector-
borne diseases, a 100% increase compared to April 
2020 (234). In 2020, monsoon rains in Pakistan led to 
410 deaths as well as the destruction of crops and 
damage to water supplies; in Karachi, the rainfall was 
the most intense since records began in 1931 (235). 

Extreme weather events have significant health effects. 
A single disaster event can have multiple effects on 
health and well-being and negatively affect the social 
determinants of health. In April 2020, intense flooding 
in Yemen affected over 150 000 people (236). The 
flooding then caused outbreaks of diseases transmitted 

by mosquitos including dengue fever, malaria and 
chikungunya (237). After the waters receded, indirect 
effects of the flooding continued and in the following 
months food insecurity and hunger increased by 60% 
in the country (238). 

The long-term and indirect effects of weather-related 
natural disasters are more severe for women and girls. 
Violence against women and girls often rises after 
natural disasters and enforced marriage of girls can 
increase, as children of poor parents may be forced 
to marry their daughters as a source of income (239). 
Additional factors contribute to women and girls’ 
increased vulnerability to natural disasters, including 
“lack of social connections, unequal power relations, 
limited knowledge and skills, rigid gender roles, 
inadequate access to health services, low economic 
development levels, minority nationality and language 
status, informal employment status, patriarchal 
family structure, a gendered burden of care-giving 
responsibilities, limited or no community support 
networks, and high illiteracy rates” (240). 

Disasters also damage the social determinants of 
health because economies, land and infrastructure can 
be severely damaged, jobs are lost, and poverty and 
hunger increase. Poverty rates increased by more than 
a third after flooding in Pakistan in 2011 (231). The IMF 
found that the economies of disaster-prone countries 
grow at least 1% more slowly than non-disaster-
prone countries (241). Much of the population in the 
Region is uninsured and therefore economic losses 
from extreme weather events, such as flooding, can 
lead to catastrophic financial burdens on individuals 
and households (18). The 236 climate-related extreme 
events recorded in 2019 around the world led to 
absolute economic losses totalling US$ 132 billion; 
most of these losses, however, occurred in high-
income countries. In low-income countries, where 
less than 4% of the population have insurance, the 
estimated total economic losses was close to five times 
greater than in high-income countries (6). 

Disasters can be predicted to some extent, and 
their potential impacts can be mitigated by advance 
planning and preparations, as illustrated in Box 7.11. 
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SUMMARY AND 
RECOMMENDATIONS 

Climate change and damage to the environment have 
a wide range of negative direct and indirect impacts 
on health and health equity, which are likely to become 
more serious in the short to medium term in the 
Region. The Commission recommends that a starting 
point is for the public health and health equity impacts 
of climate change to be recognized and prioritized 
within every government in the Eastern Mediterranean 
Region and by relevant regional and international 
organizations.
 
The Region is particularly vulnerable to climate change 
and the associated changes in weather patterns, and 
is already experiencing extreme temperatures, reduced 
precipitation, droughts, increasing desertification and 
loss of productive agricultural land, as well as severe 
water shortages. To provide healthy, viable prospects 
for current and future generations, it is vital that 
the Region immediately prioritizes the reduction of 
greenhouse gas emissions, reduces production of fossil 
fuels and meets the obligations of the Paris Agreement 
and the 2030 Agenda for Sustainable Development. To 
achieve these goals, the Region needs to significantly 
reduce consumption of non-renewable energy and 
make long-term commitments to alternative generation 
of energy through renewable sources. There are 

Box 7.11. Acting early in natural disasters (242) 

Countries can take anticipatory actions to reduce risks from natural disasters. In the last 30 years, 
flood early warning systems have been implemented in many parts of the world. In 2016, the La 
Niña phenomenon was predicted to hit Somalia. Concern Worldwide, an international humanitarian 
organization, has introduced anticipatory mechanisms to target people living in an already fragile 
environments due to protracted conflict, political instability and previous disasters. They have also 
identified the areas most at risk from environmental crises (e.g. drought, floods, conflicts, earthquakes, 
cyclones). 

Early actions in Somalia by Concern Worldwide included cash transfers, fodder for animals, and action 
to prolong the productivity of milk animals during drought to protect against malnutrition, particularly for 
children. They issued cash transfers of US$ 30 per month to the poorest 10% of households identified 
via community disaster management committees. Concern Worldwide used its staff to ascertain, 
through qualitative observations, that over 900 000 households had been displaced since November 
2016; the villages in which the intervention was implemented had fared “considerably better”.

enormous opportunities for renewables in the Region – 
including solar, hydro, tidal and wind – but, so far, there 
have been low levels of investment in and capitalization 
on these assets. 

Diversifying the economies of the Region away from 
fossil fuels towards a green economy, increasing 
investment in renewable energy, reducing energy and 
water consumption, and protecting water supplies 
are the immediate priorities. In many countries and 
territories of the Region, there are no or only limited 
plans and strategies in place to reduce greenhouse gas 
emissions. 

Carefully planned mitigation and adaptation measures 
can be beneficial to the economy and support 
greater health equity both immediately and in the 
future; however, there is a risk that without equity-
focused measures, inequities in health and the 
social determinants of health will widen. Mitigation 
and adaption measures must be rooted in equity: 
reducing fuel and energy subsidies and tailoring 
water subsidies to discourage overconsumption are 
important priorities – but reduction of subsidies must 
be done in a proportionate way, with greater and 
more rapid decreases for those on higher incomes 
and for wealthier corporations. Similarly, supporting 
a diversified green economy must also focus on 
providing employment and income to those on lower 
wages. Evidence to show how this can be achieved is 
beginning to emerge from other regions of the world. 
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Recommendations 

1. Mitigate and adapt to climate change, increase renewable energy and support 
    health equity in line with the Paris Agreement and the 2030 Agenda for 
    Sustainable Development. 
• Recognize climate change as a public health emergency and integrate health and 

climate policies, ensuring that ministries of health are involved in climate change 
policies.

• Build on the Intergovernmental Panel on Climate Change recommendations, and 
assess the health equity impacts of adaptation to, and mitigation of, climate change.

• Introduce and enforce minimum environmental performance standards for 
appliances and buildings, and develop sustainable transport systems.

Relevant SDG targets

1.5

2.4

3.9

6.3, 6.4. 6.5, 6a

7.2, 7a, 7b

9.1, 9.4, 9a

11.2, 11.3, 11.5, 11.6, 11b

12.2, 12.4, 12c

13.1, 13.2, 13a

2. Diversify the economy of the Eastern Mediterranean Region away from reliance 
    on fossil fuels.
• Increase the proportion of energy production and consumption from renewable 

sources and rapidly decrease fossil fuel production. Reduce fossil fuel subsidies.
• Rapidly develop the green economy with job opportunities for those on low 

incomes.
• Increase Green Climate Fund and other international climate change adaptation 

funding to reach countries and communities most at risk of poor health from 
climate- and weather-related disasters.

3. Increase the conservation of natural resources and improve water management 
    in the Region. 
• Build the resilience of regional water resources. Develop regional wastewater 

recycling strategies and reduce demand for desalinated water. 
• Water subsidies should be altered to achieve equity and remove incentives for 

overconsumption. 
• Integrate agriculture and poverty reduction policies to improve food security and 

protect biodiversity.

Even without climate change, the natural environment 
is being degraded through intensive farming and 
extraction of natural resources. Management of 
scarce resources, particularly water and forests, and 
protection of fragile biodiversity must be strengthened 

across the Region. Without much greater investment 
in the protection of these resources, the Eastern 
Mediterranean Region stands little chance of protecting 
health and reducing health inequities.
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INTRODUCTION

Early child development, childhood and the period of 
life through to adulthood are critical stages for laying 
the foundations for a healthy life. Good maternal and 
infant health enable healthy physical and cognitive 
development, and positive experiences during the 
early years and childhood. Inequities in experiences 
in the early years translate into inequities in the social 
determinants of health, such as poor outcomes in 
education, low income, unemployment and poor living 
conditions in adulthood and premature morbidity and 
mortality (1–3). 

Efforts to improve outcomes in maternal and child 
health have been at the centre of global policies 
and achievements over the past few decades (4). 
The Millennium Development Goals were based on 
improving outcomes during this stage of life and the 
Sustainable Development Goals (SDGs), while broader, 
incorporate a continuing focus on maternal and child 
outcomes (5).

While much progress has been made in the Eastern 
Mediterranean Region in improving overall maternal, 
infant and child survival and health and access to 
education, inequities associated with socioeconomic 
position persist. Unlike for other stages of life, robust 
data exist for the early years and education in the 
Region, which are disaggregated by wealth and sex 
within countries. These data show serious inequities in 
maternal and child health and early years development 
within countries in the Region related to socioeconomic 
position. Substantial inequities between countries are 
also evident, even among those countries with a similar 
level of development. These differences in outcomes 
between countries with similar levels of development 
show the different impact effective policies have on 
outcomes during the early years and childhood. 

WHO reports that countries in the Region have 
previously demonstrated solid commitment to 
implementing maternal and child health acceleration 
plans to improve the health of women and children. This 
commitment and progress must be enhanced with more 
focus on reducing inequities within countries (6, 7).

Early years and childhood is also the most effective 
period to intervene across the whole of life (8, 9). A 
large amount of evidence exists which shows that 
reducing inequities in early life and childhood brings 
equity, including health equity, and benefits throughout 
life; furthermore, actions to reduce inequities are both 
effective and cost-effective (10, 11). In this chapter 
we describe, where data are available, within-country 
inequities in maternal and child health, child outcomes 
and participation in early years programmes, and 
the resulting inequities in educational attainment and 
participation in primary and secondary education. 
Policies and programmes that have had positive effects 
are highlighted to show what is possible and how 
improvements have been made. Recommendations for 
action for countries at different stages of development 
are made, based on evidence of impact and advice 
from the Commission and country partners. 

MATERNAL AND NEWBORN 
HEALTH

Maternal health is a crucial factor for the health and 
future development of both mother and baby. Higher 
income countries in the Middle East and North Africa 
have better coverage of maternal and newborn care, 
such as antenatal care visits, skilled birth attendance 
and protection against neonatal tetanus, than lower-
income countries (12). Even within higher income 
countries, there remain inequities in maternal and 
newborn outcomes which are closely associated with 

EQUITY IN MATERNAL 
AND CHILD HEALTH, 
THE EARLY YEARS AND 
EDUCATION
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socioeconomic position. In every country, maternal and 
newborn health programmes need to be strengthened 
for those in a lower socioeconomic position.

MATERNAL AND NEWBORN OUTCOMES 

The maternal mortality ratio is the number of deaths 
of pregnant women up to and including childbirth or 
up to 42 days of termination of pregnancy per 100 000 

Note: Estimates have been computed to ensure comparability across countries, thus they are not necessarily the same as official statistics of the 
countries, which may use alternative rigorous methods.
Source: WHO (2019) (13).

Fig. 8.1. Maternal mortality ratio by country and territory in the Region, 2000–2017 

live births (13). Remarkably, in the Region the maternal 
mortality ratio halved between 2000 and 2017, from 
330 to 164 deaths per 100 000 live births and declined 
by 4% a year in that period (13), as a result of the 
priority given to and investment made in maternal 
health over these years. Maternal mortality declined 
rapidly even among the poorest populations and in 
fragile and conflict-affected countries (Fig. 8.1). 
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Mothers having at least four antenatal care visits (%)

Source: WHO Global Health Observatory (18).

Fig. 8.2. Antenatal care coverage (at least four visits) in selected countries in the Region, by wealth quintile, 
2013–2017

In 2000–2017, Eastern Mediterranean Region had faster 
reductions in maternal mortality than the average for 
the rest of the world (13). However, the Region still has 
a high average level, because maternal mortality is 
particularly high in a small number of countries. Overall, 
the Eastern Mediterranean Region has the second 
highest maternal mortality among WHO regions, after 
the African Region. The lifetime risk of maternal death – 
the probability that a 15-year-old girl (in the year of the 
estimate) will eventually die from a maternal cause – is 
1 in 170 in the Region (13). Nine countries (Afghanistan, 
Djibouti, Iraq, Libya, Morocco, Pakistan, Somalia, Sudan 
and Yemen) are yet to meet SDG target 3.1, to reduce 
the maternal mortality ratio to less than 70 per 100 000 
live births by 2030. Nonetheless, the overall maternal 
mortality ratio in the Region, of 164 deaths per 100 000 
live births in 2017, is lower than the global average of 
211 deaths per 100 000 live births (13).

The leading causes of maternal mortality remain 
unchanged since 1990: pregnancy- and delivery-related 
complications, such as haemorrhage (20%); hypertensive 
disorders (15%); maternal sepsis and other infections 
(10%); obstructed labour (10%); and deaths due to 
abortion (13%). Together, these preventable causes 
accounted for almost 70% of all maternal deaths in the 
Middle East and North Africa region (12). However, the 
main underlying causes of maternal mortality are poverty, 
illiteracy, malnutrition and low socioeconomic status (14). 
A study of the 22 countries and territories in the Region 
found the most effective interventions to reduce maternal 
mortality addressed the underlying causes: improving 

women’s income, economic development and education 
levels, increasing health system budgets, and improving 
quality of health care facilities and training for staff (15).

There are concerns that the COVID-19 pandemic 
may undermine improvements in maternal mortality 
outcomes. Previous humanitarian disasters and 
conflicts have led to disruptions in health care 
systems by interrupting or preventing access to 
primary and secondary care for pregnant women and 
new mothers (16). A study of 118 low- and middle-
income countries in May 2020 estimated that maternal 
deaths would increase between 8% and 39% a 
month, over a 6-month period, due to the effects of 
the COVID-19 pandemic (17).

ACCESS TO MATERNAL HEALTH SERVICES

Access to maternal health services is vitally important 
for maternal and child health and is central to reducing 
maternal and infant mortality and supporting the 
physical and mental health of mother and child in 
the postpartum period and beyond. Deterioration of 
the health system in countries of the Region that are 
affected by conflict greatly limits access to maternal 
health services (12). In other countries, however, 
clear inequities associated with wealth are evident, 
for example, in the proportion of mothers having at 
least four antenatal care visits. In every country in 
the Region, the wealthiest 20% of mothers are more 
likely to have four visits than the next 20%, resulting in 
gradients in antenatal care coverage (Fig. 8.2). 
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Jordan has particularly high and equitable provision of antenatal and newborn health services, which has contributed 
to low maternal mortality ratios and low levels of socioeconomic inequities in maternal and child mortality (Box 8.1). 

Births attended by skilled health personnel, critical for reducing maternal mortality, are also associated with level of 
wealth in countries in the Region (Fig. 8.3).
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Fig. 8.3. Percentage of births attended by skilled health personnel (doctor, nurse or midwife) in selected 
countries and territories in the Region, by poorest and richest wealth quintile, 2011–2019

Box 8.1. Maternal, newborn and child health in Jordan

Antenatal and postnatal care services in Jordan are provided to women in both public and private health 
care settings and birth in a health care setting, rather than at home, is actively encouraged (20). Available 
midwifery services include antenatal, postnatal, delivery, neonate and child health, breastfeeding, and 
immunization services in primary health centres and maternity hospitals (21).
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Inequities in the proportion of births attended by skilled health personnel that are related to level of maternal 
education are also apparent in the Region, except in Jordan (Fig. 8.4). This situation emphasizes the point that 
education of girls is one of the most important maternal and child health interventions and much can be done to 
reduce inequities in these outcomes by reducing inequities in educational attainment (24, 25).

During the antenatal period, women are encouraged to attend antenatal visits on a monthly basis until the 
28th gestational week, fortnightly until the 36th gestational week and then weekly until the 40th week, an 
average of 12–13 visits during the course of pregnancy. Pregnant women are encouraged to have urine 
and blood tests and hypertension checks to detect possible complications. They are also recommended 
to receive two doses of the tetanus vaccine, as well as sufficient iron and folic acid supplements to 
prevent and/or treat anaemia during pregnancy (20). Jordan achieved near parity between the richest and 
poorest women in the percentage of births attended by skilled health personnel.

Postnatal care includes check-ups directly after delivery and before leaving the hospital, as well as a 
2-day postnatal check-up. However, the postnatal check-up service is less used. Children are offered 
vaccinations in their first 12  months including against tuberculosis, diphtheria, pertussis and tetanus as 
well as against polio and measles, mumps and rubella. These vaccinations are a requirement for the child 
immunization card that entitles children to enter school. When a child is registered at a maternal and 
child health centre, he/she receives a health card that shows the height and weight and the vaccinations 
received since birth (20, 22, 23).

Source: WHO Global Health Observatory (26).

Fig. 8.4. Percentage of births attended by skilled health personnel (doctor, nurse or midwife) in selected 
countries in the Region, by maternal education, 2013–2017
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Research in low- and middle-income countries globally 
shows a social gradient in the use of postnatal services: 
more educated and wealthier women are more likely 
to access postnatal services (27). To reduce inequities, 
policies and programmes should be designed around 
the needs of the most disadvantaged mothers and 
those currently excluded from accessing prenatal 
and postnatal health services. Analysis of Pakistan’s 
Demographic and Health Survey found that women 
were more likely to access postnatal care in 2012/2013 

compared with 2006/2007. However, by 2017/2018, 
the number of women accessing postnatal care had 
dropped and, critically for equity, those in a lower 
socioeconomic position (education and income) 
were less likely to complete continuum of care (care 
throughout the life-cycle including adolescence, 
pregnancy, childbirth and the postnatal period) (28). 
Improvements in postnatal care have been made even 
in countries affected by years of conflict (Box 8.2 and 
Box 8.3).

Box 8.2. Postnatal care in the Gaza Strip

The health system in the Gaza Strip has been significantly disrupted by years of conflict and sanctions. 
Even so, nearly all children are born in hospital but 58% of women leave the facility less than 6 hours after 
giving birth due to overcrowded maternity wards. WHO and UNICEF have worked with the community 
to improve postnatal care. The postnatal home visiting programme, created in 2011, is implemented by 
trained midwives to improve maternal nutrition, including counselling on the importance of nutritious 
food and taking iron tablets. The midwives also weigh and measure infants, provide advice on exclusive 
breastfeeding and responsive parenting, and assess the newborn for any developmental delays, with 
referral if needed. An evaluation in 2018 found that the postnatal home visiting programme improved trust, 
understanding and respect between health care providers and women. Mothers reported that they had 
stopped traditional practices such as feeding infants herbal tea, using crystallized sugar to treat jaundice 
and applying bitter substances to wean babies off breast-milk (29).

In 2019, UNICEF, working with partners, provided antenatal and postnatal care to 4539 pregnant 
and lactating women, including targeted services such as counselling sessions on postnatal care, 
breastfeeding counselling before discharge from the hospital and psychosocial counselling through a 
qualified psychologist (30, 31).

Box 8.3. Reducing maternal and neonatal mortality in Afghanistan

A comparative analysis of an urban and rural area in Afghanistan found different causes of maternal 
mortality and significantly higher rates in the rural area. The urban area benefited from improved health 
facilities, staffing and resources, better antenatal care, increases in skilled attendance at births and 
higher contraceptive use. In the rural area, the creation of roads to an improved provincial hospital as 
well as improvements in infrastructure to basic emergency obstetric care were key factors in reducing 
maternal mortality (32).
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MATERNAL NUTRITION

Chapter 2 outlined improvements in nutrition and 
reductions in undernourishment across the Region. 
However, high levels of poor maternal and child 
nutrition are still very damaging to health throughout 
life. Even in wealthier countries, the prevalence of 
anaemia is high and there is some prevalence of 
stunting in children suggesting that every country in 
the Region can work to improve and reduce inequities 
in maternal nutrition. Improvements in nutrition have 
been reversed in countries affected by conflict which 
continue to experience high levels of food insecurity, 
undernutrition and micronutrient deficiencies (34). 
COVID-19 additionally threatens food security and it is 
likely that hunger and undernourishment will increase 
across the Region for the poorest and those who rely 
on daily wages and informal employment, which will 
further affect maternal and child health and later life 
development, as outlined in Chapter 3.

Maternal short stature and iron deficiency anaemia, 
indicative of micronutrient malnutrition, contribute 
to about 20% of maternal deaths in the Region (34). 
Maternal underweight is associated with higher infant 

mortality and morbidity and impaired cognitive 
development (35). Poor nutritional status of adolescent 
girls has particularly important consequences for those 
who become pregnant during their teenage years – 
posing risks to maternal and child health. 

Anaemia among women of reproductive age (15–49 years)
ranged from 20% to 50% (surveys between 2011 
and 2016) in countries of the Region for which data 
are available (36). Poor nutrition of mothers increases 
the rate of anaemia, underweight and stunting in their 
children. Progress has been made in tackling iodine 
deficiency across the Region: more countries have been 
declared free of iodine deficiency disorders and many 
have achieved universal salt iodization (34). However, 
iron deficiency anaemia remains one of the leading 
causes of years lived with disability in low- and middle-
income countries of the Region (37). Reductions in the 
percentage of women of reproductive age who had 
anaemia were seen between 1990 and 2010 (Fig. 8.5). 
However, since then and up to 2016, anaemia rates 
have again been increasing across the Region, except 
in Egypt, and levels remain very high in many countries. 
Particularly steep increases have been reported in 
Afghanistan, Jordan, Tunisia and Yemen.

Analysis of socioeconomic inequities in 11 key life-saving interventions in reproductive, maternal, newborn 
and child health found inequities in access to most interventions. The key actions identified to reduce 
inequities were: (i) scaling up newborn interventions to reach 90% of births by 2025, which would save 
60% of neonates in the poorest two wealth quintiles and 25% of neonates in the middle quintile; newborn 
thermal care and oral antibiotics for neonatal infection, which would prevent almost 60% of all newborn 
deaths in the poorest three quintiles; and handwashing with soap and care of sick children (treatment with 
oral rehydration salts, antibiotics for pneumonia and therapeutic feeding for severe wasting), which would 
save almost 80% of lives of postneonatal babies in each wealth quintile (33).
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Note: No data available for occupied Palestinian territory 
Source: World Bank (38).

Fig. 8.5. Prevalence of anaemia in women of reproductive age in countries in the Region, 1990–2016



270

CHAPTER 8   |    EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

As of 2019, 21 countries in the Region had implemented food supplementation programmes for pregnant women 
(mainly iron, or iron and folic acid supplementation) (34). Box 8.4 describes efforts in Egypt to reduce anaemia.

Education level

Source: Elmardi et al. (2020) (39).

Fig. 8.6. Prevalence of anaemia among women of reproductive age in Sudan, by income and education level, 2016

Box 8.4. Action against anaemia in Egypt

The flour fortification programme in Egypt ran from 2008 to 2011. WHO and WFP worked with the 
Government to improve nutrition and health by improving micronutrient status, including fortification of 
baladi bread (local flat bread), a staple food eaten by those on low incomes, with iron, folic acid and other 
micronutrients (40).

Anaemia persists in women of reproductive age in Egypt and other countries of the Region. A study 
of urban women aged 19–30 years old in 2016 and 2017 in Egypt found that 79% consumed less 
iron than the average requirement, 82% less vitamin D and 80% less folate than recommended (41). 
There were almost no inequities in anaemia: 26% of women in the highest socioeconomic class were 
anaemic, compared with 29% in the lowest. The authors of the study pointed to the lack of national 
dietary guidelines or strategies to help improve the diets of women and their children and recommended 
investigating the reintroduction of food fortification (41).

Anaemia is found in women of all education and wealth levels in the Region, although the prevalence is slightly 
lower among the most educated and wealthiest women, as seen in Sudan (Fig. 8.6). Given the high and increasing 
prevalence of anaemia in the Region, more widespread interventions are needed, with a focus on equity. 
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Research repeatedly, and over many years, shows 
that improving maternal nutrition and women’s literacy 
and health knowledge are effective interventions to 
reduce maternal mortality and inequities, particularly 

CHILD MARRIAGE AND ADOLESCENT FERTILITY

Adolescent motherhood – usually defined as having 
children before the age of 19 – is associated with poor 
health and other adverse outcomes for mothers and 
babies; it perpetuates social inequities by shortening 
women’s education and damaging their current and 
future prospects (48, 49). Women who have children 
in adolescence are also less likely to be employed 
and more likely to have a low income (49). Adolescent 
pregnancies are associated with higher pregnancy-
related risks, the top three being: 1) hypertensive 
disorders; 2) late maternal deaths due to pregnancy 
or childbirth complications; and 3) unsafe abortions. 
Babies born to adolescent mothers are at higher risk of 
low birthweight, serious long-term disability and dying 
during infancy; they are also more likely to suffer low 
nutrition than babies born to older mothers (50).

Gender inequity, low levels of education, poverty, 
exclusion, marginalization and insecurity, particularly 
among conflict-affected and displaced communities, 
are some of the factors that contribute to child 
marriage and an increase in adolescent fertility rates 

Box 8.5. Community health workers in Pakistan

Since 1994, Pakistan’s “lady health workers” have provided health services to communities in rural areas 
and disadvantaged urban areas. About 125 000 lady health workers, each attached to a government 
health facility, have been trained to deliver maternal and child health care and services. Each lady health 
worker is responsible for 1000–1200 people (about 175 households). They provide information on 
hygiene, immunization, antenatal and postnatal care, nutrition and family planning. Despite providing 
essential care for disadvantaged communities, payment to many of Pakistan’s lady health workers is low 
and irregular and research shows that these delays affect their motivation and work because they feel 
unappreciated. Most lady health workers are the primary income provider in their household and many 
of them are the first in their families or communities to attain higher levels of education and have a paid 
government job (45–47).

in the Eastern Mediterranean Region (51). While child 
marriage had been on the decline in the Region, 
national and localized conflicts have led to a more 
frequent occurrence of such marriages as a negative 
coping mechanism (52). Girls and young women are 
perceived to be susceptible to sexual assault and rape, 
and child marriage is seen as protective, despite it 
being a form of gender-based violence (48). There are 
concerns, outlined in Chapter 3, that the COVID-19 
pandemic will lead to higher numbers of child 
marriages (53, 54).

A 2020 paper by the IMF showed that elimination of 
child marriage could increase the per capita growth 
of low-income countries by just over 1% (55). In 
some countries of the Region, the number of girls 
and women who were married by the age of 15 and 
18 is high (Fig. 8.7). In Somalia, 8.4% of girls are 
married by age 15 and a further 45% by age 18. Given 
the negative effect of child marriage on health and 
well-being and social and economic prospects, this 
Commission recommends that the legal age limit for 
marriage be 18 years.

when peers and community workers are involved (14, 
42–44). An example from Pakistan of community health 
workers supporting pregnant women and babies is 
described in Box 8.5.



272

CHAPTER 8   |    EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

Efforts to reduce the numbers of child marriages in Yemen are outlined in Box 8.6.
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Source: UNICEF (2018) (56).

Fig. 8.7. Percentage of women (aged 20–24 years) who were first married or in a union before the age of 15 or 
18 in selected countries and territories in the Region, 2010–2018

Box 8.6. Improving maternal and neonatal health in Yemen 

In Yemen, about 41% of girls are married by age 18, 9% are married by age 15, and in some rural 
communities, some girls are married by age 9. Early marriage contributes to Yemen’s higher than regional 
average maternal and child mortality rates and adolescent fertility rates. To tackle the entrenched cultural 
traditions around early marriage, the Safe Age of Marriage programme trained workshop facilitators 
to attend schools, health centres, mosques and literacy classes using a range of techniques, such as 
storytelling, debates and role plays exploring the effects of early marriage on maternal health and early 
childhood development (57). The facilitators also worked with the Yemeni Women’s Union to develop and 
perform plays on the health effects of early marriage and to launch an inter-schools magazine competition 
on the issue. The programme reached 29 000 people and postponed or prevented 79 early marriages.
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Many countries in the Region have high levels of adolescent fertility including Afghanistan, Somalia, Sudan and 
Yemen, with more than 60 births per 1000 girls aged 15–19 years. Other countries in the Region have low rates, well 
below the global average of 44 births per 1000 girls aged 15–19 years in 2018 (58), as shown in Fig. 8.8.

Adolescent fertility is closely associated with socioeconomic position, particularly levels of maternal education 
(Fig. 8.9) and wealth (Fig. 8.10). Inequities in adolescent fertility associated with education and wealth contribute 
to poor socioeconomic and health outcomes for mother and child.

Births per 1000 girls aged 15–19 years 

Note: The regional average is the average weighted by population; the world average provided by the World Bank. No data available for Yemen.
Source: WHO Global Health Observatory (58).

Fig. 8.8. Adolescent fertility rate (births per 1000 girls aged 15–19 years) in countries and territories in the 
Region, 2014–2019 
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Births per 1000 girls aged 15–19 years

Births per 1000 girls aged 15–19 years

Quintile 1 (poorest) Quintile 2 Quintile 3 Quintile 4 Quintile 5 (richest) 

Source: WHO Global Health Observatory (59).

Source: WHO Global Health Observatory (59).

Fig. 8.9. Adolescent fertility rate (births per 1000 girls aged 15–19 years), in selected countries in the Region, 
by maternal education, 2003–2017

Fig. 8.10. Adolescent fertility rate (births per 1000 girls aged 15–19 years) in selected countries in the Region, 
by wealth quintile, 2003–2017
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The Islamic Republic of Iran has made efforts to reduce adolescent fertility rates in the country and has had 
considerable success (Box 8.7). 

Box 8.7. Improving family planning and adolescent fertility rates in the Islamic Republic of Iran  

Initially launched in 1966 with limited success, the Iranian Family Planning Programme was restarted 
in 1988 and has become a global example for controlling fertility rates, especially for adolescent and 
older mothers. To reduce the total fertility rate, pregnancies in girls younger than 18 years and women 
older than over 35 years were discouraged, and birth spacing of 3–4 years was promoted as was 
limiting family size to no more than three children. The programme was a cross-sectoral programme that 
focused on improving human development indicators, such as standard of living, education, employment 
opportunities, female empowerment, access to public health services, and access to social security and 
retirement benefits (60).

A key driver of the programme’s success was the incorporation of family planning services into the 
primary care system, which dramatically increased access to family planning services in urban and rural 
areas. This change, combined with increases in contraceptive use and improvements in primary and 
secondary education, has been linked to the fall in the regional average for adolescent fertility in the 
Middle East and North Africa in 1997 (61). Fig. 8.11 shows the rapid reduction in the adolescent fertility 
rate in the Islamic Republic of Iran since the 1980s, although there has been increases again since 2009. 

Source: World Bank (62).

Fig. 8.11. Adolescent fertility rate (births per 1000 girls aged 15–19 years) in the Islamic Republic of Iran, 
Middle East and North Africa (average) and the world (average), 1960–2018

Births per 1000 girls aged 15–19 years



276

CHAPTER 8   |    EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

Eg
yp

t

W
or

ld

Ira
n 

(Is
la

m
ic

 R
ep

ub
lic

 o
f)

M
or

oc
co

Tu
ni

si
a

K
uw

ai
t

O
cc

up
ie

d 
P

al
es

tin
ia

n 
te

rr
ito

ry

Q
at

ar

S
yr

ia
n 

A
ra

b 
R

ep
ub

lic

Le
ba

no
n

U
ni

te
d 

A
ra

b 
Em

ira
te

s

B
ah

ra
in

Ira
q

Jo
rd

an

P
ak

is
ta

n

D
jib

ou
ti

Ye
m

en

A
fg

ha
ni

st
an

S
au

di
 A

ra
bi

a

O
m

an

Li
by

a

S
ud

an

S
om

al
ia

ACCESS TO MODERN CONTRACEPTION 

Family planning and control of fertility allow spacing 
of pregnancies and prevent unintended pregnancies. 
Closely spaced and ill-timed pregnancies and births 
increase the risk of death and poor health for infants 
and their mothers, particularly for adolescent girls and 
older women who face increased risks associated 
with pregnancy. Leaving at least two years between 
births can reduce maternal mortality by 30% and child 
mortality by 10% (63). Evidence shows that women who 
have more than four children are at increased risk of 
maternal mortality (64). Furthermore, by reducing rates 
of unintended pregnancies, family planning reduces the 
chances of having unsafe abortions. Estimates show 
that in 2012, 5% of pregnancy-related maternal deaths 
in the Islamic Republic of Iran were due to complications 
following an abortion (65). Effective contraceptive 
methods are important in the Region because cultural 
and religious reasons make clinical termination of 
unwanted pregnancies difficult (65).

Education increases the likelihood of women having 
smaller families and higher education of women is 
closely associated with lower and later fertility, which 
benefits the health of mother and child and improves 
social and economic outcomes throughout life (49). 

Managing and reducing family size is an important 
health and health equity measure and in most countries 
across the world, smaller families are associated with 
higher levels of wealth and education.

Some cultural and religious factors in the Region make 
use of modern contraceptive methods unappealing 
or unavailable to women, although in some places, 
religious leaders have led programmes to increase use 
of contraception (discussed in Chapter 6). In many 
countries of the Region, natural methods are preferred. 
For example, lactational amenorrhoea is an important 
method for family planning in Egypt; almost 80% of 
Egyptian women breastfed their children for at least 
6 months and more than half of these mothers used 
no additional contraceptive methods (65). Analysis 
of data from 73 countries found that 26% of women 
using the lactational amenorrhea method (depending 
on breastfeeding as a form of birth control1) met the 
criteria for correct practice (66, 67). 

In all countries of the Region, the percentage of women 
who are using modern contraceptive methods among 
all women using any form of contraception is below the 
global average, except in Egypt. In eight countries, only 
half of the demand for modern contraceptive methods 
is met (Fig. 8.12).

1 This method indicates breastfeeding can be used for effective contraception if three criteria are met: the mother has not had a return of her menstrual 
period, the mother is fully or almost fully breastfeeding and the baby is less than 6 months old. If all these criteria are met, the method has a failure rate of 
about 2 per 100 users (66).

Notes: Modern contraception methods include: female sterilization, male sterilization, contraceptive pill, intrauterine device, injectable contraceptive, 
contraceptive implants, male condom, female condom, emergency contraception, vaginal methods, lactational amenorrhea, or other modern methods. 
Source: United Nations (2020) (68).

Fig. 8.12. Demand for family planning met by modern contraceptive methods in countries and territories in the 
Region, 2020
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The use of contraception in Saudi Arabia more than 
doubled between 2007 and 2015, but there are still 
high levels of unmet need and inequities. A study 
of 402 women of reproductive age with at least one 
child found that of 45% of women not using any 
contraceptives, only 6% wanted another pregnancy. 
Not knowing where to buy contraceptives (68%) and 
lacking knowledge about contraceptive methods (59%) 
were the mains reason the women gave for not using 
contraception (69). Unmet need was highest in women 
with low levels of education or living in rural areas. 
Indicating similar inequities, a systematic review of 
family planning in low- and middle-income countries, 
including Egypt and Pakistan, found contraceptive use 
was higher in women with more years of education and 
a higher socioeconomic position (70).

Demand for family planning with modern methods of 
contraception is associated with wealth; across the 
world, women with more wealth tend to prefer smaller 
family size and to control their fertility. In Pakistan, 
Sudan and Yemen, clear inequities exist in the levels 
of demand satisfied (Fig. 8.13). However, in other 
countries, such as Iraq, Jordan and Tunisia, inequities 
are not so pronounced and overall contraceptive 
use is higher. Provision of modern contraception to 
meet demand is an important equity intervention 
that benefits poorer women and children across a 
range of outcomes, including education and health. 
Countries with lower fertility rates have higher levels of 
development, better health and are able to make more 
sustained economic progress.

Notes: Demand for family planning satisfied, use of modern methods (%), refers to the percentage of women aged 15–49 years, married or in union, 
who are currently using any modern method of contraception, among those in need of contraception. Women in need of contraception include 
women who are fecund but report wanting to space their next birth or stop childbearing altogether as well as women with a mistimed or unwanted 
pregnancy.
Source: WHO Global Health Observatory (71).

Fig. 8.13. Demand for family planning met by modern contraceptive methods in selected countries in the 
Region, by wealth quintile, 2013–2017
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A survey of family planning in the Region in 2009 
found inequities in family planning were not being 
addressed (7). A review of services six years later 
in 2015 found 10 countries in the Region had 
special family planning programmes for poor and 
disadvantaged women (Egypt, Lebanon, Morocco, 
Oman, Qatar, Pakistan, occupied Palestinian territory, 
Somalia, Syrian Arab Republic and Tunisia). All 
Member States of the WHO Eastern Mediterranean 

Region except Egypt (Morocco, Oman and Saudi 
Arabia did not reply) stated that they offered special 
family planning programmes for displaced populations 
or refugees (72). Only half of the countries of the 
Region had special family planning programmes for 
adolescents and people with disabilities. Evidence from 
Jordan (Box 8.8) and Tunisia (Box 8.9) point to some 
approaches to enhancing sexual and reproductive 
health and reducing inequities. 

Box 8.8. Family planning services in rural Jordan

A study of the effect of family planning services in village health centres in rural Jordan found a number of 
interventions led to women being more likely to use modern contraceptive methods. These interventions 
were: obtaining contraceptives in the village health centre; education sessions; health activities in 
communities; and counselling. Overall, the project concluded that providing free family planning services 
(e.g. counselling, contraceptive pills and male condoms) and availability within walking distance were 
more appreciated than private facilities based further away or information provided through mass media. 
Women also valued the counselling provided by staff of the village health centres rather than by private 
doctors or through television (73). 

Box 8.9. Shifting attitudes to sexual and reproductive health in Tunisia 

The Danish Family Planning Association is working with the Association Tunisienne de la Santé de 
la Reproduction, UNFPA, UNICEF and the Arab Institute for Human Rights to improve the quality of 
sexual and reproductive health and rights, and access to comprehensive sex education in the school 
curriculum in Tunisia. The project is running from 2017 to 2022. Currently, sexual and reproductive 
health and rights are not discussed in the school curriculum. The five-year project has included 
meetings with young people in non-formal settings in schools to discuss comprehensive sex education. 
The project will also provide training on sexual and reproductive health and rights, comprehensive 
sexuality education and young people’s needs for members of the school programme curriculum 
revision committee, religious leaders and parents. The project leaders will meet with key personnel 
in the Ministry of Education and Ministry of Health, as well as with parliamentatarians, to discuss the 
importance of comprehensive sex education. The leaders will also work with staff of health centres to 
encourage the centres to provide services for comprehensive sex education without discrimination of 
young people and women (74).
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In the Eastern Mediterranean Region, male participation 
in family planning is low and, in some countries, men 
have negative and hostile attitudes to participating 
in discussions about contraception. Studies of men 
in the Islamic Republic of Iran and Jordan found low 
awareness of and participation in family planning. 
In Jordan, men with more years in education had a 
significantly higher rate of contraceptive use (75, 76).

In summary, a range of inequities exist in maternal 
health risk factors related to maternal wealth and 
education. These risks are cumulative and poorer

IMPACT OF COVID-19 ON MATERNAL AND 
REPRODUCTIVE HEALTH

Given the close relationships between maternal and 
child health outcomes and the education of women and 
their level of wealth, it is clear that the most effective 
programmes and policies to improve maternal and 
child health outcomes are related to improvements in 
female education and employment as well as improving 
maternal and child health services and reducing 
inequities in access to services. Encouraging progress 
has been made, although this progress is stalling and 
reversing in many countries as a result of conflicts that 

and less educated women will experience multiple, 
simultaneous risks. Fig. 8.14 summarizes the 
inequities in several reproductive health risk factors by 
wealth quintile in Jordan in 2017. In each of the risk 
factors outlined, clear wealth gradients are evident. 
Cumulatively, these risk factors lead to pronounced 
inequities in reproductive health risks for poorer women 
and for ongoing limitations in life chances. Reducing 
multiple inequitable risk factors is essential to reduce 
inequities in opportunities for health and education and 
other lifelong inequities. 

affect the Region. COVID-19 containment measures 
are likely to further undermine progress and will harm 
the health of mothers and children across the Region, 
particularly those with less education and wealth. 

Chapter 3 on the effects of COVID-19 in the Region 
highlighted the disruption to primary and secondary 
care caused by the pandemic and lockdown 
restrictions. Children and mothers have missed out 
on preventive interventions including immunization, 
treatment of neonatal infections and childhood 
diseases, care during pregnancy and childbirth, 
services to prevent an increase in wasting, and sexual 
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Fig. 8.14. Prevalence of social reproductive health risk factors in Jordan, by wealth quintile, 2017
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and reproductive services (78). In Tunisia, a survey 
of midwives found that about 50% of sexual and 
reproductive health services have either been reduced 
or suspended since the beginning of the pandemic (79).

In Somalia, COVID-19 has strained the already fragile 
health system further, affecting capacity to provide 
sufficient maternal and child health services. Health 
care workers have raised concerns about being 
able to provide routine essential health care, such 
as immunization for children, care of pregnant and 
lactating women and care for malnourished children. 
The number of people visiting health centres dropped 
as a result of a lack of public transport and other 
means to access facilities (80). 

The large increases in food insecurity are likely to 
affect women more than men, including women of 
childbearing age and young girls in particular. In times 
of crisis and in humanitarian settings, women and girls 
and, more specifically, households headed by women, 
are more likely to reduce the quality and quantity of 
food consumption, and food and nutrition distribution 
within households may not always be equitable. This is 
likely to have significant negative effects on pregnant 
women and their children in the years to come (81, 82).

Based on modelling by Johns Hopkins University, WHO 
and UNICEF warned that an additional 51 000 children 

under the age of 5 might die in the Region by the end 
of 2020 if the current disruption of essential health and 
nutrition services is protracted and malnutrition among 
children increases. This would be an increase of nearly 
40% compared with pre-COVID-19 figures, reversing 
progress made in child survival in the Region by nearly 
two decades (78). 

CHILD HEALTH

CHILD HEALTH OUTCOMES

The most frequent causes of death in children under 
5 years of age continue to be infectious diseases – 
influenza and pneumonia and intestinal infections – and 
malnutrition and nutritional anaemia; all of these are 
largely preventable (83, 84). Welcome improvements 
have been made in infant and under-5 mortality, but 
wide differences within countries persist, related to 
education and wealth (Fig. 8.15). In each country, the 
richest 20% have the lowest under-5 mortality rates 
and rates increase through each of the lower quintiles, 
although Yemen (data from 2013) shows the second 
lowest quintile has slightly higher rates of under-5 
mortality than the lowest quintile. This could be due 
to incomplete data collection or the presence of 
supportive programmes for the poorest populations.

Source: WHO Global Health Observatory (85).

Fig. 8.15. Under-5 mortality rate (deaths per 1000 live births) in selected countries in the Region, by wealth 
quintile, 2014–2018
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Within countries, under-5 mortality rates are still high 
related to level of education, income and area of 
residence. Fig. 8.16 shows under-5 mortality rates by 
state in Sudan in 2014, indicating wide inequities by 
area of residence. Darfur had an under-5 mortality rate 
of 114 deaths per 1000 live births, while two states 

had rates of less than 40 deaths per 1000 live births – 
better than the global average in 2018 (38.8 deaths per 
1000 live births). These wide within-country differences 
indicate that inequities in under-5 mortality relate to 
policies and distribution of resources in key social 
determinants of health.

Source: Sudan MICS (2016) (86).

Fig. 8.16. Under-5 mortality rate (deaths per 1000 live births) in Sudan, by state, 2014
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Note: Neonatal mortality refers to the number of deaths in the first 28 days of life per 1000 live births in a given year. 
Source: Khadr et al. (2019) (77).

Fig. 8.17. Neonatal, infant and under-5 mortality (deaths per 1000 live births) in Jordan, by nationality, 2017 

NUTRITION: INFANTS AND EARLY YEARS 

Lack of adequate nutrition is a leading cause of 
maternal, infant and under-5 mortality as well as 
an important cause of much ill health in the Region 
throughout life. Poor nutrition for mothers increases 
the rates of anaemia, underweight and stunting in their 

children. These factors have been associated with 
an increased risk of death as a result of diarrhoea, 
pneumonia and measles. Undernutrition was an 
underlying cause in 45% of deaths in children aged 
under 5 years in 2015 and nearly 20% of babies born in 
the Region are low birth weight (< 2.5 kg). Low weight 
at birth is associated with infant and under-5 mortality. 

Data from Jordan also indicate inequities in neonatal 
(number of deaths in the first 28 days of life per 
1000 live births in a given year), infant and under-5 
mortality associated with country of birth and refugee 
status (Fig. 8.17) (77, 87). Syrians living in Jordan 

have particularly high rates of under-5 mortality. 
Approximately 1.3 million Syrians live in Jordan, about 
half of which are refugees. The majority of Syrians in 
Jordan live below the poverty line and are residing in 
the most-deprived areas (88).
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provided by World Bank. No data available for Afghanistan, Somalia or Yemen.
Source: WHO Regional Office for the Eastern Mediterranean (2020) (58). 

Fig. 8.18. Prevalence of low-birth-weight newborns in countries and territories in the Region, 2014–2018

Analysis of nearly 1000 live births in Jordan found 
risk factors associated with low birth weight included: 
mother’s age (< 30 and ≥ 35 years); lower levels of 
education; short birth interval (< 24 months); unplanned 
pregnancy; low household wealth; residence (Central 
and South regions of Jordan); birth order (1 and ≥ 6);
and maternal smoking during pregnancy (91).

Inequities in the prevalence of low-birth-weight 
newborns associated with levels of maternal education 
are evident in countries of the Region (Fig. 8.19). In 
each country, the most educated women have the 
lowest prevalence of low-birth-weight newborns and 
in Afghanistan, Egypt and Jordan there is a clear 
education gradient. 

It is also associated with lower levels of cognitive 
development and other negative health and social 
determinant outcomes during early childhood and 
later stages of life as well as educational attainment 

(89, 90). Fig. 8.18 shows the prevalence of low birth 
weight in countries of the Region, three of which have 
a prevalence of low birth weight in newborns of higher 
than 20%.
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Note: Low birth weight is birth weight < 2.5 kg.
Source: Demographic and health surveys, compiled by STATcompiler (92).

Fig. 8.19. Prevalence of low-birth-weight newborns (< 2.5 kg) in selected countries in the Region, by maternal 
education, 2013–2017

Programmes to improve maternal and early years nutrition are needed to reduce the high levels of maternal, infant 
and under-5 mortality in poorer families in some countries of the Region. More data are needed in every country, 
including those with good nutrition overall but with continuing inequities, to understand which families are most at 
risk of malnutrition and to target programmes effectively at such families to prevent malnutrition and its associated 
negative consequences. 
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Fig. 8.20. Prevalence of exclusive breastfeeding among children under 6 months in countries and territories in 
the Region, 2014–2019

This Commission recommends further extensive programmes to increase rates of breastfeeding in all countries, 
particularly targeted at food-insecure households and those with lower education and wealth. Access to skilled 
birth assistance and support from family were shown to be important in increasing breastfeeding rates in Sudan 
(Box 8.10) (93). 

Exclusive breastfeeding for the first 6 months of a baby’s life is recommended by WHO because it supports maternal 
and child health, reduces stunting, reduces poverty by avoiding expenditure on formula milk and reduces fertility 
rates. In many countries in the Region, the rates of exclusive breastfeeding are very low (Fig. 8.20). 
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Most countries of the Region have enacted legislation to protect breastfeeding in line with the International Code of 
Marketing of Breast-milk Substitutes (98), but only six have passed comprehensive legislation fulfilling each section 
of the Code (Box 8.11).

Box 8.10. Breastfeeding in Sudan: educating staff, mothers and families    

Sudan has the one of the highest breastfeeding rates in the Region, although rates vary within the 
country, e.g. rates are higher in Khartoum than in Kassala in eastern Sudan. Research found that higher 
education level, having a healthy birth and healthy child (no hospitalizations), having a female child and 
having a birth assisted by a skilled attendant were associated with a greater likelihood of breastfeeding. 
However, only 48% of women in the lowest wealth quintile are assisted by a skilled attendant compared 
with 100% in the highest wealth quintile (93–95). The role of education in encouraging breastfeeding 
is unclear. One study found that education was not associated with initiation of breastfeeding and 
the authors suggest this is because family members had more a powerful influence on mothers than 
health workers. They recommend involving family members in discussions about breastfeeding (94). 
However, another study in two hospitals in Sudan, one with an education and training intervention, the 
other (control) without, found education and training from health care providers resulted in significant 
improvement in knowledge and attitudes towards breastfeeding. The study also found significant 
differences in the proportion of mothers exclusively breastfeeding at discharge, and at one, two, three 
and six months later in the intervention hospital compared with the control hospital (96).

Box 8.11. International Code of Marketing of Breast-milk Substitutes    

Optimal breastfeeding and appropriate supplementary feeding are key determinants of early 
childhood survival and development. The 1981 International Code of Marketing of Breast-milk 
Substitutes (97) stipulates that: 

• there should be absolutely no promotion of breast-milk substitutes, bottles and teats to the 
general public;

• neither health facilities nor health professionals should have a role in promoting breast-milk 
substitutes;

• free samples should not be provided to pregnant women, new mothers or families.

As of 2018, 17 of the 22 countries and territories of the Region had enacted legislation to protect 
breastfeeding, but only six – Afghanistan, Bahrain, Kuwait, Lebanon, Pakistan and Yemen – have 
passed comprehensive legislation fulfilling each section of the Code (98). In Lebanon, the Code is 
strongly enforced. In 2015, baby bottle manufacturers were prosecuted for marketing “infant and 
young child feeding products and tools” (99). However, there is variation across the Region in the 
way the Code and resulting legislation are interpreted. Pakistan has implemented a national infant 
feeding board to monitor implementation of the Code which has the authority to fine companies 
in breach of the regulations (100). However, the inclusion of companies producing breast-milk 
substitutes as members of the board has caused controversy (101). 
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Improvements have been made in child malnutrition 
rates in the Region: rates of stunting in children under 
5 years of age halved between 1990 and 2019, from 
28.6% of children to 14.3% (102), although rates are 
still high. The prevalence of underweight in children 
under 5 has also more than halved in the past 30 years, 
from 11.7% of children in 1990 to 4.9% in 2019 (103). 
However, across the Region, large numbers of children 
are still too short for their age (stunted) because they 
are chronically undernourished, or are too thin for 
their age (wasted) because of acute malnutrition. In 
2018, 20.2 million children, nearly one in four (24.7%), 
were stunted in the Region. The average prevalence 
of stunting was 10% in high-income countries of the 

Region, 23% in middle-income countries and 46% in 
low-income countries (104), indicating that even the 
richest countries need to take urgent action to eliminate 
stunting. Fig. 8.21 shows the prevalence of children 
with stunting in countries and territories of the Region; 
on average these levels are higher than the global 
average. 

Stunting affects physical and cognitive development. 
For children to thrive and develop well at later 
stages in life, cognitive skills are crucial (105). Such 
cognitive skills are influenced by children’s nutritional 
environment (106, 107). 
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Fig. 8.21. Prevalence of stunting in children in countries and territories in the Region, 2014–2019
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Prevalence of stunting in children (%)

Note: No data reported for the European Region.
Source: WHO Global Health Observatory (109).

Fig. 8.22. Global and regional trends and projections for prevalence of stunting, by WHO region, 1990–2030

In 2017, several countries in the Region also had a 
high prevalence of children who were wasted (among 
children aged under 5), which limits their ability to 
thrive and leads to long-term health problems and 
the risk of poor outcomes in social determinants of 
health. In the Region, 6.4 million children (7.8%) were 
moderately or severely wasted; of these, 2.7 million 

were severely wasted. For countries on which data are 
available, the level of wasting in children aged under 5 
is closely associated with wealth, although even in the 
wealthiest quintile the prevalence of childhood wasting 
is high in Egypt, Morocco, Sudan, Syrian Arab Republic 
and Yemen and is present in the wealthiest quintiles in all 
countries shown in Fig. 8.23.

Rates of stunting are associated with parental education 
(89). Children born to mothers with no education have 
as much as a 39% greater probability of being stunted 
than those born to mothers with higher education (108). 
In addition, levels of stunting are closely associated 
with wealth quintile, although stunting is also prevalent 
among children in the richest quintile.

Despite the persistence of relatively high levels of 
stunting in many countries of the Region, progress 
was made in reducing levels of stunting between 
1990 and 2020, in line with average global declines 
(Fig. 8.22). While further declines are projected by 
2030, these may be undermined by the impact of the 
COVID-19 pandemic. 
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While we have described inequities in early childhood health separately, in reality these inequities are cumulative. 
Analysis from Jordan points to the multiple risks for child malnutrition (Fig. 8.24). The risks are particularly high for 
children of mothers with no education. 
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Fig. 8.23. Prevalence of wasting in children aged under 5 in selected countries in the Region, by wealth 
quintile, 2003–2018

Fig. 8.24. Prevalence of child malnutrition risk factors in Jordan, by mother’s education, 2017
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Progress is needed to achieve the global nutrition 
target of a 40% reduction in the number of children 
affected by stunting between 2012 and 2025 (111). 
Expanding and improving actions to tackle stunting is 
one of the most effective investments countries can 
make to support health and development (112).
WHO recommends a multisectoral approach to tackling 
malnutrition and strengthening efforts to ensure 
universal access to healthy and sustainable diets: four 
sectors have a particularly key role to play in this effort: 
health, agriculture, education, and water and sanitation.  

Transforming agricultural systems to provide healthy 
diets involves supporting local food producers and small 
family farms, and incentivizing greater production of 
nutrient-rich foods. Improving access to sanitation and 
safe drinking-water and improving hygiene practices 
also contribute to improving nutritional outcomes (113). 

Research shows access to antenatal and postnatal 
care in health facilities is essential to improving nutrition 
outcomes. Regulations and legislation on marketing 
of breast-milk substitutes, ending inappropriate 
promotion of foods for infants and young children, paid 
maternity leave and enforceable food safety standards 
all improve nutrition (113). Having skilled health staff 
during birth has also been shown to reduce child 
stunting and wasting (114). Interventions targeted at the 
most low-income households are essential and should 
include food and micronutrient supplementation as 
well as intersectoral initiatives to address poverty and 
women’s education and empowerment (115). 

Some progress has been made in the Region to tackle 
malnutrition, for example in Morocco (Box 8.12), the 
Syrian Arab Republic (Box 8.13) and Somalia 
(Box 8.14).

Box 8.12. Reducing malnutrition in Morocco    

Morocco has had success in reducing malnutrition. Between 2009 and 2019, GDP increased, the 
agricultural sector expanded and rates of extreme poverty decreased. Between 2008 and 2015, about 
550 small-scale projects were supported by the country’s Plan Maroc Vert, a project that also sought 
to reduce Morocco’s greenhouse gas emissions and to reduce poverty. The plan helped farmers to 
diversify their businesses, increase yields and try new seed varieties. Rates of malnourishment in rural 
areas dropped, as well as rates of extreme poverty (116). More recently, the Government has been 
working with WFP to review the national school meals programme; their aims include improving school 
meals and school enrolment and attendance, particularly of girls (117).

Box 8.13. Improving incomes and nutrition in the Syrian Arab Republic    

Malnutrition among Syrian children is extremely high – half a million children are chronically 
malnourished and 137 000 children under 5 years of age are suffering from acute malnutrition (118). The 
Qatar Red Crescent Society has been providing malnutrition screening in the Syrian Arab Republic for 
children aged under 5, pregnant women and breastfeeding mothers. It has also supported provision 
of: nutritional supplements for critically malnourished cases; community awareness sessions on the 
risks of low temperature and how to deal with it; and guidance on breastfeeding and good nutrition for 
women and children including one-on-one consultations. The Red Crescent Society has also supported 
activities for children on personal and public hygiene, and local businesses by purchasing wheat 
directly from farmers. The project has benefitted 56 farming families as well as thousands of people 
from the direct nutritional support (119). FAO has also created jobs in its efforts to reduce malnutrition 
in the Syrian Arab Republic. Eight food processing units in Dara’a, Hama, Homs and rural Damascus 
governorates started by FAO have created job opportunities for 100 rural women (120).
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HEALTH PROTECTION MEASURES
FOR INFANTS AND CHILDREN

The previous sections described inequities in childhood 
mortality and nutrition within countries associated 
with socioeconomic conditions, including maternal 
education and wealth. However, inequities also exist 
in environmental conditions in which children are born 
and live, such as access to modern sanitation and 
clean water and decent housing, which profoundly 
affect their health and a range of other important 
outcomes (discussed in Chapter 11). Inequities in these 

key social determinants are compounded by inequities 
in access to critical health prevention measures, 
including access to maternal health services, childhood 
immunizations and postnatal checks. Efforts to improve 
infant and child health must have at the core improving 
the social determinants of health, which requires 
whole-of-government action. As part of such efforts, 
there are opportunities for health systems to reduce 
inequities in their performance. Fig. 8.25 describes the 
performance of infant health services for postnatal care 
in Jordan according to maternal education and shows 
clear trends associated with maternal education. 

Box 8.14. Nutrition and health in Somalia     

Somalia has some of the world’s worst nutrition indicators and its health infrastructure has yet to 
recover from years of civil war and conflict. Declines in external funding have slowed Somalia’s 
capacity to respond and interventions that have contributed to improving nutrition outcomes have 
stopped, such as cholera treatment, supplementary feeding programmes, food vouchers and 
management. The dependence on external funders and the nature of humanitarian funding and 
emergency response leads to short term solutions and a lack of sustainable longer term programmes. 
Despite recent funding shortages, there have been successes. Critical infrastructure, drinking-water 
supplies and sanitation have improved since 2009 in all areas. 

Somalia’s health system requires investment, as well as increasing capacity of national and regional 
governments and local community leaders to better address the long-term actions needed to 
improve nutrition, such as improving the transport of goods throughout the country (121).

Source: Khadr et al. (2019) (77).

Fig. 8.25. Performance of infant health services in providing postnatal care in Jordan, by maternal education, 2017
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Fig. 8.26 shows levels of full immunization coverage in 1-year-old children in selected countries of the Region. 
Some countries fall far below the rates of immunization needed for herd immunity for each disease. In all 
countries, except Tunisia, coverage is closely associated with maternal education, leaving children of less 
educated women more vulnerable to infectious diseases. 

The COVID-19 pandemic has greatly disrupted childhood immunization programmes and millions of children have 
missed vaccinations against polio, measles and cholera. Vaccination programmes will again have to be substantially 
scaled up as soon as the pandemic subsides.

Summary indicators developed in 2017 for Jordan show multiple inequities in health system performance for child 
health measures by maternal education (Fig. 8.27). 

Note: Full immunization coverage means: one dose of Bacille Calmette-Guérin vaccine, three doses of polio vaccine, three doses of the combined 
diphtheria, tetanus toxoid and pertussis vaccine and one dose of measles vaccine.
Source: WHO (122).

Fig. 8.26. Full immunization coverage of 1-year-old children in selected countries in the Region, by maternal 
education, 2003–2015
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Box 8.15 outlines the Integrated Management of Childhood Illness approach, which Egypt used to equitably 
improve the health of young children through partnerships between the health care sector, external partners and 
national and local government.
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Fig. 8.27. Performance of child health services in providing vaccination and health care in Jordan, by maternal 
education, 2017 

Box 8.15. Integrated Management of Childhood Illness     

WHO and UNICEF have endorsed the Integrated Management of Childhood Illness (IMCI) approach 
to improve growth and development among children under 5 years of age. IMCI includes: improving 
case management skills of health care staff so they are better able to identify children in need; 
strengthening health systems; and improving family and community health practices (123). Egypt 
used the IMCI approach to reduce child mortality and obtained political commitment and a dedicated 
budget from the Government and support from staff at national, governorate and district levels, as well 
as coordinated support from external partners. The Government systematically planned its approach, 
first focusing on districts with high under-5 mortality rates. Three quarters of districts were covered in 
7 years, resulting in rapid declines in mortality and inequities (124).

Reducing inequities in diarrhoea treatment would substantially reduce child mortality. In 1978, the Lancet stated 
that oral rehydration therapy “was potentially the most important medical advance this century” (125). Despite its 
known effectiveness in reducing mortality in children with infectious gastroenteritis and diarrhoea, many children 
are not offered oral rehydration therapy. Improving coverage of oral rehydration therapy includes improving 
coordination of supply chains, working with and training health care providers to explain its importance and 
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increasing prescription of the medicines (126). Free 
distribution of oral rehydration therapy in high-burden, 
low-resource areas (such as informal settlements) is 
also necessary; use of oral rehydration therapy has 
been shown to double if the medicine is free and 
easily available (127). Research has also found that 
replacement of indoor solid fuel with cleaner fuel or 
presence of more airy conditions and improvement 
in water, sanitation and hygiene can help reduce the 
prevalence of childhood diarrhoea. All strategies to 
reduce childhood diarrhoea should include increasing 
women’s education, as childhood illnesses decrease 
as women’s education increases (127–129).

THE EARLY YEARS AND 
EDUCATION 

EARLY CHILDHOOD DEVELOPMENT 

In preceding sections, we outlined socioeconomic 
inequities in maternal and child health, but the quality 
of experiences in the early years are also vital for 

health and will affect the social determinants of health 
throughout the life course. Research has shown 
that children’s health, well-being and achievements 
later in life relate to their experience before, during 
and immediately after birth and during their first 
years of life (2). Intervening to support good-quality 
experiences in the early years, particularly for the 
most disadvantaged children, is vital for equity. 
Evidence shows that well-designed programmes to 
provide good-quality support for very young children 
and their families can disrupt trajectories of inequities 
and provide life-long benefits (130). As noted in this 
chapter, evidence shows such interventions are also 
cost-effective and support positive progress in the 
development prospects for countries.

In every country, childhood development is closely 
associated with socioeconomic and environmental 
conditions and levels of support provided. Fig. 8.28 
shows rates of child development for countries of 
the Region where data are available (131). For each 
country, significant proportions of children are not 
developmentally on track. In four of the five countries, 
outcomes for girls are better than for boys.

Note: Developmentally on track in at least three of the four domains: literacy/numeracy, physical development, social–emotional development and learning.
Source: UNICEF (131).

Fig. 8.28. Percentage of children (aged 36–59 months) developmentally on track in selected countries in the 
Region, by sex, 2012–2018
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Parental input is crucial, but not all parents, particularly 
those who are working long hours and are lowly paid, 
are able to support their children’s development (132). 
Early childhood development programmes enable 
governments to offset some of the consequences 
associated with inequities of being raised in non-
stimulating environments and early years settings can 
compensate for some of the difficulties parents may 

Note: Early stimulation and responsive care is any adult household member engaging in four or more activities with the child in the past 3 days.
Source: UNICEF (131).

Fig. 8.29. Percentage of children (aged 36–59 months) provided early stimulation and responsive care in 
selected countries in the Region, by sex, 2009–2018

have in being able to support their children’s cognitive 
development (133, 134). By providing a positive start 
across the social gradient, children will benefit from 
improved developmental outcomes in later childhood 
and throughout the life course, supporting better 
health and greater health equity (135). Countries of the 
Region have different proportions of children receiving 
stimulation and responsive care (Fig. 8.29).
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Within countries, the proportion of young children receiving early stimulation and responsive care varies by wealth 
(Fig. 8.30).

Note: Developmental activities were: 1) read books or look at picture books with child; 2) tell stories to the child; 3) sing songs with the child; 4) take the 
child outside the home, compound, yard or enclosure; 5) play with the child; 6) spend time with the child, naming, counting and/or drawing things.
Source: El-Kogali et al. (2015) (136).

Fig. 8.30. Percentage of children (aged 0–4 years) experiencing at least four developmental activities in 
selected countries and territories in the Region, by wealth quintile, 2006–2012 

As recognition of the value of early years education and development has grown in recent years, there are numerous 
evidence-based actions which countries have introduced, including programmes aimed at vulnerable children and 
their families (Box 8.16). 

Box 8.16. Supporting refugee parents in Lebanon and Jordan      

The Mother−Child Education Programme is a 25-session, group-based programme that has been 
implemented in 11 countries globally. The interventions involve home visits by trainers to promote 
positive parenting practices and early childhood development. A 2015 randomized control trial 
evaluated the programme in three refugee communities in Beirut, Lebanon. Mothers who had 
attended at least 50% of sessions had reductions in harsh parenting and parental stress and 
reported higher levels of perceived social support and feelings of empowerment compared with 
the control mothers who had not attended any sessions.
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Note: The regional average is not available; world average provided by the World Bank.
Source: World Bank (146, 147).

Fig. 8.31. Enrolment in pre-primary education in selected countries and territories in the Region, by sex, 2017–2019

The effect on children was limited, with researchers concluding it was difficult to isolate effects 
of a single intervention as most of children had already attended early childhood development 
and education programmes (137). A similar project in two refugee camps in Lebanon and one in 
Jordan was evaluated in 2017–2018. In the project, 125 parents were expected to attend 16 early 
childhood development sessions and five mental health and psychosocial support sessions. After 
the intervention, parents had improved well-being and reduced distress, defensive responding 
and dysfunctional interaction with their children. The parents reported their children’s conduct 
problems and hyperactivity improved (138). 

Fathers can make unique and direct contributions 
to their children’s literacy outcomes through their 
engagement in reading and writing activities and the 
use of complex language and responsive parenting 
behaviour (139). A study of the father’s role in their 
children’s education in the Middle East and North Africa 
region found fathers from non-GCC countries tended 
to be more involved in helping their children, both 
sons and daughters (140). Two studies examined the 
effect of education sessions for fathers in the Islamic 
Republic of Iran. Both studies found that fathers were 
more likely to be involved with their infant children and 
that mothers were more likely to exclusively breastfeed 
after paternal training courses (141, 142).

EARLY CHILD EDUCATION 

It is well documented that good-quality early education 
plays an important role in a child’s cognitive, social and 
emotional development, and is particularly beneficial 
for more disadvantaged children (3, 143–145). 

In some countries of the Region, enrolment in pre-
primary education is particularly low. Some gender 
inequities exist with greater enrolment of boys, but 
gender inequities are generally low (Fig. 8.31). 
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The quality of early childhood education varies in the 
Region. In some countries, even though early childhood 
education is available for many children, weak 
teaching training in early childhood education and 
lack of resources limit the effectiveness, and quality 
is important in order for children to benefit from early 
childhood education (148, 149). Children are more likely 
to have language, social and developmental problems 
if receiving low-quality early childhood education than 
good-quality education.

Furthermore, the effect of poor-quality education is 
strongest for children living in poverty and with parents 
with little or no education (150). Specialized education, 
training of staff and minimum standards (in the 
curriculum, staff–child ratios and staff qualifications) 
have been shown to create the conditions for better 
childhood development (151, 152). In most countries 
of the Region, enrolment in pre-primary education 
increased between 2010 and 2018 (Fig. 8.32).

Source: World Bank (153).

Fig. 8.32. Pre-primary school enrolment in selected countries and territories in the Region, 2010–2018
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UNICEF reports that, as with every country in the world, there are inequities in enrolment in early childhood 
education (ages 36–59 months) associated with wealth in countries of the Region. For all countries reporting, except 
Egypt, significant inequities are evident between the richest and poorest quintiles. In several countries and territories, 
where data are available, early childhood education is only affordable by the wealthiest quintile, reinforcing existing 
inequities (Fig. 8.33).
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Fig. 8.33. Enrolment in early care and education in selected countries and territories in the Region, by 
wealth quintile, 2006–2012 
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A mother’s education level is associated with numerous 
child and maternal outcomes and indicators, such 
as child attendance at early education centres, 
malnutrition and child mortality, as described earlier 
(155, 156). Fig. 8.34 shows a clear association between 

Source: Jordan Population and Family Health Survey, 2017–2018 (2019) (157).

Fig. 8.34. Enrolment in early childhood education (ages 3–5 years) in Jordan, by maternal education, 2017

enrolment in early childhood education and maternal 
education in Jordan – although overall levels remain 
low, the most educated fifth of women have higher 
access to early childhood education for their young 
children. 
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Box 8.17. Early education in rural Pakistan       

A partnership between the National Commission for Human Development and the Early Childhood 
Peace Consortium trained female community youth leaders to deliver early childhood care and 
education to children aged 3–6 years in Pakistan. Two classes were run each day, the morning 
class for younger children and the afternoon class for older children. A new curriculum was 
developed, aligned with government curriculum, and the community youth leaders held quarterly 
meetings with parents, and monthly meetings with village community health workers and the 
local primary-school teacher. Community youth leaders received one month’s training, which 
emphasized positive attitudes, respect for children and skill building, and continuous mentoring 
throughout the project. A cluster randomized control trial in 10 villages found that the children in 
the intervention group (who received care and education from trained female community youth 
leaders) had significantly higher scores for school readiness and better knowledge and practices 
about health, hygiene and nutrition, compared with children in the control group (who had access 
to usual educational services provided by the Pakistan government) (159).

EDUCATION 

Inequities during pregnancy, early years and childhood 
often become amplified over time (3, 155, 160). 
Universal access to good-quality education can help 
mitigate this trajectory as education is an important 
equalizer (161, 162). Educational attainment (level of 
education) is important as it can help children to avoid 
poverty in adulthood, to achieve better living conditions, 
improve physical and mental health throughout life, 
and increase life expectancy (163, 164). Obtaining 
at least a high-school or secondary education is an 
important way to reduce a range of inequities, including 
in health over the life course, and prevent inequities 
being passed on to future generations (3). Whether 
or not a young person completes tertiary education 
again affects their prospects for the rest of their life, 
and plays a role in the transmission of poverty and 

inequity (161). The higher the educational attainment of 
a population, the more benefits there are for health and 
overall development.

In the Middle East and North Africa region, one in five 
children is not in school due to conflict, protracted 
crises and high poverty levels (165). In 2021, almost 3 
million school-aged Syrian children in the country and 
in five host countries (Egypt, Iraq, Jordan, Lebanon 
and Turkey) have been left without an education 
following years of conflict (9). In Yemen in 2019, of 7 
million school-aged children, more than 2 million were 
not in school. One in five schools in Yemen has been 
damaged or can no longer be used as a school as they 
are sheltering displaced families. Without a regular 
salary and due to the conflict and ongoing economic 
crisis, teachers have had to find other means of 
employment (9).

The quality of early years education can have a 
substantial impact on children’s outcomes later in 
life, including educational attainment, employment 
opportunities and health (158). Investing in improving 

quality through the professional development of 
teachers can be achieved in a short time and can have 
substantial positive effects on children’s educational 
outcomes (Box 8.17).
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PARTICIPATION IN PRIMARY SCHOOL 

Access to a good-quality education and greater equity in educational experience and attaiment are important 
ways to move towards greater health equity and enable children to reach their full potential later in life and into 
adulthood (2, 166). Completion of primary education and access to secondary not only affects later stages in 
a child’s life and prospects for the rest of their life, but also plays an important role in reducing the likelihood of 
poverty and inequity being passed on to future generations (1). In most countries of the Region, children living in 
urban areas have higher rates of completion of primary school than children in rural areas; but in some countries, 
completion rates for primary school are less than 70–80% (Fig. 8.35). 

Source: UNICEF (167).

Fig. 8.35. Primary school completion rates in selected countries and territories in the Region, by geographical 
residence, 2011–2018
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As with many of the other inequities in early childhood development and education, inequities associated with family 
wealth are evident in most countries of the Region. Some countries and territories of the Region have managed 
to achieve near universal primary school completion rates with high levels of equity, particularly Jordan and the 
occupied Palestinian territory. Achieving universal primary school education will lead to reduced inequities in a range 
of other outcomes, such as maternal and child health, educational attainment and employment prospects, as well as 
long-term better health and longer life expectancy in these countries (Fig. 8.36, Box 8.18 and Box 8.19).

Children completing primary school (%)

Source: UNICEF (167).

Fig. 8.36. Primary school completion rates in selected countries and territories in the Region, by wealth 
quintile, 2011–2018 
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Box 8.18. Primary schools in the occupied Palestinian territory        

The occupied Palestinian territory achieves close to 100% enrolment rates at primary school. The 
United Nations Relief and Works Agency for Palestine Refugees in the Near East (UNRWA) provides 
free education at 709 schools in the West Bank and Gaza Strip, Jordan, Lebanon and Syrian Arab 
Republic. A number of UNRWA schools have been hit directly by shelling, leaving children dead 
and injured (168). Despite the risks, and the threat of school demolitions and a blockade that 
affects access to construction materials as well as books, textbooks and pencils, enrolment in 
primary school remains high (169, 170). UNRWA’s programme on education in emergencies ensures 
Palestinian children can continue to access education during times of crisis and conflict by adopting 
three approaches: providing psychosocial support and safety and security training to children 
and staff (including safe learning and play spaces); providing self-learning for children unable to 
attend school; and engaging with parents and the wider community to encourage learning during 
emergencies (171). 

Box 8.19. Educating refugee children in Jordan and Lebanon        

Refugee children are five times more likely to be out of school than other children, and girls 
are disproportionately affected. A study of refugee camps in Jordan in 2017/2018 found boys 
outnumbered girls in every class level (172). Globally, on average, 63% of registered refugees enrol 
in primary school, but this number drops substantially in high school, in which only 24% of refugee 
children enrol. The older the refugee children are, the less likely they are to return to school (173). 
Once children leave or are forced to drop out of school (e.g. from lack of funds), very few return to 
formal education. In 2018 in Turkey, 27% of Syrian children reached upper-secondary school, in 
Jordan, 18% did and in Lebanon, only 4% did (174–176). In 2019, Lebanon’s Ministry of Education 
introduced accelerated education programmes to help children not currently in school to catch 
up with the curriculum. Nongovernmental organizations, such as Borderless in Lebanon, offer free 
education and training, literacy classes and psychosocial support to adolescents (173, 177).  

In many families, extreme poverty forces children into work to provide additional income, or girl 
children are forced into marriage to decrease the number of dependents needing support (178). 
Interviews with Syrian refugee children working in Lebanon found that some children were as young 
as 4 years old, most commonly working in agriculture. Girls were more likely to work slightly longer 
hours each day (6.7 hours versus 6.4 hours for boys). Only 18% of working children were in school; 
the number is slightly lower for girls. This compares with the pre-crisis situation in the Syrian Arab 
Republic where 84.5% of children attended school (179).

Large funding bodies, such as the European Union and USAID only support basic education for 
refugee children and not secondary education (180).
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SECONDARY SCHOOL COMPLETION

Having at least a secondary-school education can also be crucial for participation in social, cultural and political 
life. In addition, higher levels of education, particularly for women, are associated with better educational and health 
outcomes for the next generation (49). 

While significant achievements have been made in many countries of the Region in increasing participation in 
and completion of primary school, attendance at and completion of secondary school remains highly unequal. In 
all countries and territories described in Fig. 8.37, inequities in completion of secondary school associated with 
wealth are apparent, with the wealthiest 20% of children more likely to complete secondary education than the 
next wealthiest 20%. In addition, these differences persist through all wealth quintiles. Overall, secondary-school 
completion rates are low. 

Note: Lower secondary is usually the first three years of secondary education; upper secondary is a further three years. Lower secondary is usually 
provided for free, as with primary education. 
Source: UNICEF (167).

Fig. 8.37. Completion of lower secondary school in selected countries and territories in the Region, by wealth 
quintile, 2013–2018
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For countries and territories in the Region for which there are data, girls are more likely to complete secondary 
school education than boys in Egypt, Iraq, Jordan and the occupied Palestinian territory. (Fig. 8.38). In some 
countries, completion rates are low for both sexes. Often, there is not a single event that leads to children leaving 
school; instead children’s attendance declines because of the need to earn income or to help with domestic chores, 
illness, caring for family members or temporary migration, and the longer a child is absent, the harder it is to get 
them back to school. (178). 

0 10 20 30 40 50 60 70 80 90 100

Source: UNICEF (167).

Fig. 8.38. Completion of secondary school in selected countries and territories in the Region, by sex, 2013–2018
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Source: UNICEF (167).

Fig. 8.39. Completion of secondary school in selected countries and territories in the Region, by geographical 
residence 2013–2018

In most of the countries and territories of the Region where data are available, children in urban areas are more likely 
to complete secondary school, with Jordan and the occupied Palestinian territory having achieved greater parity 
between rural and urban areas (Fig. 8.39). 
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Participation in both primary and secondary school has been severely affected by school closures in response 
to COVID-19. In response, governments of the Region have taken actions to limit the effects of the containment 
measures on school attendance and educational outcomes. As an example, Yemen has developed a COVID-19 
education plan (Box 8.20). 

Box 8.20. Continuing education during COVID-19 in Yemen        

In Yemen, UNICEF has worked with the Ministry of Education on the National COVID-19 Education 
Response Plan. The plan will be implemented in phases and includes remedial classes, dissemination 
of education messages and awareness-raising, and support of reopening of schools and distance 
and alternative learning as part of a larger back to learning package. Schools returned in September 
and October 2020. UNICEF helped to secure support for distance learning in grades 9 and 12 through 
television, radio and social media (181). Despite these additional efforts to provide education during 
COVID-19, many teachers are still not receiving regular salary payments, and UNICEF estimated that 
160 000 teachers and staff have not received regular payments since 2016 (182, 183).

Nonetheless, inequities in educational attainment in 
the Region will have deepened as a result of COVID-19 
and school closures. Furthermore, it is estimated that 
these inequities in education will last into adulthood, 
with particular risks to girls and young women as a 
result of increased risk of child marriage, domestic 
violence and female genital mutilation. The United 
Nations has warned that access to computers, which 
is essential to study and work remotely, could be very 
difficult for girls and women because they are more 
likely to be expected to carry out unpaid caring tasks 
(cleaning, cooking and caring for family members) and 
because of discriminatory attitudes prioritizing men’s 
access to family computers. Close to half of women in 
the Arab region are not connected to the internet (98% 
of men have access compared to 51% of women) 
nor do they have access to mobile telephones (184). 
However, there were examples that young girls were 
being given opportunities to continue learning. A survey 
of adolescents in Jordan found 64% of older girls had 
their household chores reduced to give them time to 
study (184).

NATIONAL EDUCATION POLICIES 
TO REDUCE INEQUITIES

National education policies are essential to achieve more 
equitable educational access and outcomes (186, 187). 
These policies affect a wide range of areas such as cost, 
curriculum, access and participation, organization and 
governance, evaluation and quality assessment, teacher 
development and learning resources (186). 

National education policies differ between countries 
given the different contexts and priority areas that 
exist. Information on the education policy environment 
across the Region is limited. However, specific 
examples by countries and territories are available. 
For example, the occupied Palestinian territory has an 
inclusive education policy which seeks to ensure that 
all children, particularly those who are marginalized, 
have access to education (Box 8.21) (188). 
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Box 8.21. Inclusive and equitable education in occupied Palestinian territory        

Various strategies have been implemented in the occupied Palestinian territory to improve education 
services and for the early detection and prevention of school drop-out or exclusion (189). These 
strategies include strengthening school counselling services, supporting inclusive education in 
line with the Palestine Inclusive Education Policy (2015), providing free or subsidized bus transport 
services and providing remedial education programmes (188, 189). In addition, concentrated efforts 
have been made to monitor school attendance, follow up absenteeism and intervene in cases of 
truancy (189). Other strategies which may serve to indirectly help children at risk of dropping out 
of school include curriculum reforms, a referral system for children who are at risk through the 
child protection network, and education-related social assistance through the national transfer 
programme which exempts poorer families with children attending school from paying school fees 
(189, 190). 

Remedial education plans are an example of a specific intervention implemented by the Ministry 
of Education and Higher Education (189). In this programme teachers outline a remedial learning 
plan at the beginning of each year for those children with low academic achievement (189). These 
learning plans may involve providing alternative learning materials, offering additional classes before, 
during or after school and organizing peer learning activities. 

UNICEF also provides remedial education opportunities in the Gaza Strip to help children to keep up 
with their education and to prevent them from dropping out of school (191). A programme funded by 
the Canadian International Development Agency and supported by UNICEF was introduced in 2000 
and trained parents and teachers to help children continue to study at home despite school closures 
and disruptions through the use of remedial worksheets (192). Since the programme was introduced, 
more than 750 000 students have used the remedial worksheets (192). 

Pakistan outlined four policy action areas as part of 
their 2018 National Education Policy Framework with 
the aim of providing all children with equal access to 
good-quality education and increasing participation 
in education (193). These four priority areas include: 
decreasing the number of out-of-school children and 
increasing school completion; ensuring uniformity in 
education standards; improving the quality of education; 
and enhancing access to skills training, including 
establishing credible certification systems and improving 
the quality and relevance of courses offered. 

While national education policies and strategies are in 
place across the countries of the Region, challenging 
contexts can pose barriers to implementation in many 
areas. These contexts include poverty, rural residence, 
gender culture, lack of family priority to education, and 
the effects of conflict and resulting migration –
all of which rapidly undermine access to good-
quality education for children. In such circumstances, 
education policies are needed that primarily focus on 
reducing inequities. Another aspect to ensuring children 
receive an education is knowing which children are not 
attending school and why, which is being addressed 
through the out-of-school children initiative (Box 8.22). 
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Box 8.22. Monitoring school attendance: Out-of-School Children Initiative  

The Out-of-School Children Initiative is part of a global programme launched by UNICEF and 
UNESCO’s Institute for Statistics in 2010 to improve statistical information and analysis on out-
of-school children. The initiative aims to understand not just how many children are out of school, 
but who they are and where, and what the barriers are that exclude them from education, and 
to analyse existing policies and strategies and what policies are needed to enhance school 
participation (194). The goal is to support interventions that address the issue of out-of-school 
children through more effective and equitable targeted action (194).

Eleven countries of the Middle East and North Africa region have already undertaken analysis on 
out-of-school children within the framework of the initiative (Algeria, Djibouti, Egypt, Iraq, Jordan, 
Morocco, occupied Palestinian territory, Sudan, Syrian Arab Republic, Tunisia and Yemen). Since its 
launch in 2010, the Out-of-School Children Initiative has expanded to the Islamic Republic of Iran, 
Lebanon and Libya. Efforts are also ongoing in all countries of the Middle East and North Africa 
region to strengthen tracking systems and improve the response (194). 

Access to early years, primary and lower secondary 
education increased across the Region between 2005 
and 2012. However, the armed conflicts in Afghanistan, 
Iraq, Syrian Arab Republic and Yemen have increased 
the number of out-of-school children in these countries, 
while the number in the rest of the Region has 
continued to fall (178, 195). More than half of 5-year-old 
children are still excluded from education in the Middle 
East and North African region (178). Before the crisis in 
the Syrian Arab Republic started in 2011, the number 
of out-of-school children had dropped by about 30% 
between 2005 and 2011. By the end of 2017, the 
armed conflicts in Iraq, Syrian Arab Republic and 
Yemen had brought back the number of out-of-school 
children in the region to its 2007 level of more than 15 
million. For these children to return to school, crisis-
related problems linked to protection and livelihood 
concerns need to be solved for the children, their 
families and teachers (178).

YOUNG PEOPLE NOT IN EDUCATION, 
EMPLOYMENT OR TRAINING 

Periods spent outside education, training and 
employment can have long-lasting effects on later 
life outcomes, including health. The Region has 
differing levels of young people (aged 15–24 years) 
outside education, employment and training (Fig. 
8.40). In several countries for which data are available, 
substantial gender differences are apparent. Girls and 
young women leaving education and training and not 
starting employment is likely to be related to gender 
norms, with expectations that girls will undertake 
domestic rather than paid labour and have children at 
young ages. 
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Fig. 8.40. Young people (aged 15–24 years) outside education, training or employment in selected countries 
and territories in the Region, by sex, 2014–2017
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Overall, young people’s participation in vocational education programmes is low in the Region, and more men 
participate than women (Fig. 8.41).
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Fig. 8.41. Young people (aged 15–24 years) enrolled in vocational education in selected countries and 
territories in the Region, by sex, 2012–2019
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TERTIARY EDUCATION  

UNESCO defines tertiary education as building on 
secondary education. It includes both academic 
education and advanced vocational or professional 
education (198). In 2019 globally, 39% of the 

population in the five-year age group following on 
from leaving secondary school were enrolled in tertiary 
education. In the Eastern Mediterranean Region, rates 
of enrolment in tertiary education differ substantially 
across countries and territories (Fig. 8.42) (199). 
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Fig. 8.42. Enrolment in tertiary education in countries and territories in the Region, 2011–2019 

A study of university students in Egypt, Jordan and 
Tunisia found wide inequities in students likely to attend 
university (200). Attending university was more likely 
for students in urban areas, if their father worked in the 
public sector and if they had fewer siblings.

However, the main driver of inequity was parental 
education; the higher the number of years of education 
the mothers and fathers had, the more likely their 
children were to attend university (Fig. 8.43 and Fig. 
8.44)
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Source: Krafft & Alawode (2018) (200).

Source: Krafft & Alawode (2018) (200).

Fig. 8.43. Proportion of adults (aged 25–59 years) receiving a higher education in Egypt, Jordan and Tunisia by 
maternal education, 2010–2014

Fig. 8.44. Proportion of adults (aged 25–59 years) receiving a higher education in Egypt, Jordan and Tunisia, 
by paternal education, 2010–2014
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Each country and territory of the Region offers a range of tertiary education opportunities. It is estimated there are 
more than 2200 universities in the Region (Fig. 8.45). This figure does not include vocational or professional higher 
education schools. 
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Fig. 8.45. Estimated number of universities in countries and territories in the Region, 2020
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While more women than men are not in employment, education or training in the Region, in many countries and 
territories, more women are in tertiary education than men (Fig. 8.46).
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Fig. 8.46. Gross enrolment ratio for tertiary education in countries and territories in the Region by sex, 
2011–2019
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Fig. 8.47. Tertiary education gross attendance ratio for women in selected countries and territories in the 
Region, by wealth quintile, 2004–2018

There are clear inequities in participation in tertiary education by wealth. For both women and men, those in the 
wealthiest quintile are much more likely to participate in tertiary education (Fig. 8.47 and Fig. 8.48). Father’s and 
mother’s education are also important determinants of access to tertiary education in the Region (200).
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Fig. 8.48. Tertiary education gross attendance ratio for men in selected countries and territories in the Region, 
by wealth quintile, 2004–2018 

In the Region, the lack of jobs for those with higher education and the low rate of participation of women in the 
labour market have created a large pool of highly-skilled people without job opportunities. Active labour market 
programmes aimed at young people in the Region have focused on four areas: training and skills development; 
promotion of entrepreneurship; employment services; and subsidized employment (202). Active labour market 
programmes funded by the Government in Egypt are described in Box 8.23.
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Box 8.23. Active labour market programmes for young people in Egypt        

A 2016 review of youth-focused active labour market programmes in Egypt found that 66% provide 
skills training. Only a few interventions (9%) explicitly targeted women and 5% addressed young 
people with disabilities. While more than 1400 state-sponsored technical and vocational training 
centres exist in Egypt, their programmes are considered weak because they fail to reflect market 
demand for skills. Government departments employing trainees are either minimally funded or not 
funded at all (203). An assessment of Egyptian apprenticeship schemes by ILO concluded that 
incentives are needed to encourage more employers to become involved in such schemes. In 
addition, apprentices should have contracts to protect their rights and to prohibit child labour, and the 
minimum age for apprentices should be raised to 14 years and the maximum age to 29 years (204).

Box 8.24. Universities helping start-ups         

In Iraq, an ILO-supported project is promoting decent work opportunities in micro-, small- and 
medium-sized enterprises in the Kurdistan region of Iraq. Trainees are offered support to “start and 
improve your business” and the project funds businesses to provide financial training to potential and 
existing Iraqi Kurdish entrepreneurs (205).

In Lebanon, Berytech was created in 2001 by Saint Joseph University in Beirut and runs three 
business development centres that provide business counsellors and mentors to support young 
people throughout the first phase of their business. Since its establishment, Berytech has supported 
more than 3000 entrepreneurs, created more than 1600 job opportunities, granted more than US$ 
600 000 to start-ups and invested more than US$ 70 million in Lebanese technology companies. 
Berytech has recently sought to increase the number of women in its projects, as most of the young 
people they have supported to date have been men (206).

In addition to state-funded active labour market programmes, the private sector, universities, civil society 
organizations and faith-based organizations can provide training opportunities and work experience for young 
people. There are numerous examples around the world and in the Region, such as in Iraq and Lebanon (Box 8.24).

Only a few countries of the Eastern Mediterranean Region have life-long learning articulated in national objectives 
and strategies. A UNESCO analysis of informal and non-formal learning and frameworks in Arab countries indicates 
that the term adult education is used interchangeably with literacy, and there is little intersectoral and interministerial 
cooperation. This means that adult education is generally considered remedial education, which makes its remit very 
narrow. Furthermore, no attempt has been made to link adult learning to other parts of the education and training 
systems (207).
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ATTAINMENT INEQUITIES ACROSS THE REGION 

Progress has been made in the Eastern Mediterranean 
Region on increasing access to education, even in the 
face of rising levels of conflict which have damaged 
education access in some countries. However, quality 
of education remains a problem in the Region and, 
overall, the quality compares poorly with international 
benchmarks (208). Expanding access to education has 
not led to improvements in student learning, acquisition 
of skills or higher incomes (209). 

In Egypt, 42% of grade 8 students (age 13 years) 
have a basic understanding of science and in 
Morocco 36% of grade 4 students (9 years old) 
reach a minimum level of reading literacy (Fig. 8.49). 
The deficits in learning start early; by grade 4, gaps 
between Middle East and North African countries and 
international averages are seen (212). In many of the 
high-income countries, with some of the highest per 
capita spending on education in the world, proficiency 
in mathematics is low (Fig. 8.50). The proportion of 
students achieving minimum proficiency in reading 
and mathematics demonstrates the need to improve 
the quality of education in the Region. 

Note: Data from Tunisia are for 2015.
Source: UNESCO (210).

Fig. 8.49. Achievement of at least a minimum proficiency in reading among students completing lower 
secondary education in selected countries in the Region, 2018
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Fig. 8.50. Achievement of at least a minimum proficiency in mathematics among students completing lower 
secondary education in selected countries and territories in the Region, 2015
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Source: OECD (2019) (2011).

Fig. 8.51. Reading performance scores at age 15 years in selected countries in the Region, by wealth quartile, 2018

Data from the Programme for International Student Assessment, a global scale measuring what children at the age of 
15 should be able to do, shows clear differences in reading performance associated with wealth quartile (Fig. 8.51). 
In all countries of the Region for which there are data, children from the wealthiest 25% have the highest reading 
scores and there is a downward trend by quartile with the lowest quartile having the lowest scores.
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Fig. 8.52. Government expenditure on education as a percentage of total government expenditure in countries 
in the Region, 2006–2019

GOVERNMENT EXPENDITURE ON EDUCATION

The proportion of GDP allocated to education in a country is an indicator of the priority accorded to it by 
governments. Government expenditure on education varies considerably in the Eastern Mediterranean Region 
(Fig. 8.52). Several countries spend more on education as a proportion of government expenditure than the world 
average, but others have relatively low expenditure (less than 10%). Countries of the Region have a relatively high 
expenditure on education compared with health care.  
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Fig. 8.53. Total government expenditure on education as a percentage of GDP in countries and territories in 
the Region, 2006–2019

Globally in 2017, governments on average spent 4.5% of their GDP on education (213). In the Eastern Mediterranean 
Region, the figure ranged from about 6.5% to just over 2%. Before the conflicts, the Syrian Arab Republic and 
Yemen’s education expenditure was higher than the world average (Fig. 8.53).
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SUMMARY AND 
RECOMMENDATIONS 

Of all the stages of life, the early years and the period 
until the end of school are the most critical for health 
inequities. Experiences in the early years and during 
childhood lay the foundations for the rest of life. 
Inequities at this stage of life translate into inequities 
in the social determinants of health such as poor 
outcomes in education, low income, unemployment 
and poor living conditions which, in turn, lead to health 
inequities. It is also the period when interventions can 
be most effective in improving outcomes and reducing 
inequities to yield life-long benefits. The Eastern 
Mediterranean Region has made considerable progress 
in improving outcomes at this stage of life, and there 
have been sizeable reductions in maternal, infant and 
under-5 mortality. 

Analysis by the Commission based on robust 
disaggregated data leads to recommendations to 
continue to prioritize maternal and child health in 
the Region, but with a stronger focus on reducing 
socioeconomic inequities in outcomes. This requires 
programmes and actions tailored to those populations 
experiencing the worst outcomes and that have higher 
needs. There are countries still experiencing high 
rates of adolescent fertility, particularly among those 
with less education and income. In many countries 
there is insufficient nutrition for mothers, babies and 
young children. Across the Region there is inadequate 
access to modern contraceptives and maternal and 
postnatal health care. There are persistently high 
rates of anaemia among pregnant women and high 
rates of wasting and stunting among children in many 
countries, mostly among less wealthy families but also 
present to a lesser degree among wealthier families. 
The Region still has high rates of child marriage and 
this Commission recommends that the legal age of 
marriage is increased to 18, that this law is enforced, 
and that cultural and gender norms around child 
marriage are rapidly shifted.

There has been progress in access to primary and 
secondary education for children in the Region. 
Both boys and girls have reasonably high levels 
of participation in primary education, although 
socioeconomic and geographic inequities in both 
access and levels of attainment persist. In many 
countries a high proportion of poorer and rural children 
do not complete primary education, and in secondary 
school the inequities in participation and attainment 
become even starker. In the Middle East and North 
Africa region one in five children are not in school, and 
in fragile and conflicted-affected countries millions of 
children are out of school. The pandemic has increased 
inequities in participation and attainment still further as 
children drop out of school to work due to increasing 
poverty, and many children, particularly girls, are 
unable to access online schooling during containment 
measures. 

A higher priority and additional resources must be 
directed to ensuring all children in the Region complete 
good quality primary and secondary education. There 
are great challenges, not least high levels of conflict 
and large numbers of refugee children, but the benefits 
of good-quality education to life-long health as well 
as to countries’ future development are immense. In 
many countries, government expenditure on education 
is very low, and resources must be redirected from 
other spending priorities to invest in children and young 
people’s futures.

Although there is greater equity between boys and 
girls participating in education, there are enormous 
differences in training and employment rates related 
to gender once schooling is complete. Young women 
largely do not participate in employment post school, 
and to support better health and social and economic 
progress in the Region there must be a focus on 
increasing female employment, including support from 
employees in the form of training and apprentices as 
well as jobs, and a focus on this priority within schools 
and communities.    
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Recommendations  

1. Ensure equitable maternal and child health
• Expand access to modern contraceptive methods and reduce inequities in access.
• Reduce inequities in access to maternal and post-natal health care.  
• Reduce the adolescent fertility rate, increase the legal age of marriage to 18 and 

apply effective measures to prevent child marriages.
• Increase access to nutrition support for mothers and babies and increase 

breastfeeding rates in countries and communities with low rates. 
• Ensure that all children are registered at birth without financial cost to the household. 

2. Ensure all young people in the Region complete good-quality primary and 
    secondary education and increase equity in access to tertiary education
• Increase primary and secondary school completion to 100% in all countries and 

focus on the poorest communities and rural areas to reduce numbers of children 
under 18 who are out of school. 

• Increase government expenditure on education as a percentage of total government 
expenditure.

• Reduce the quality gap between private and state education.

3. Build on progress in gender equity in education and increase post-school 
    training and employment of women

Relevant SDG targets

1.3, 1.4

2.1, 2.2

3.7, 3.8

4.1, 4.2, 4.3, 4.5

5.1, 5.2, 5.3, 5.6, 5c

10.2, 10.3, 10.4

16.2, 16.9, 16b

17.14
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WORKING 
LIVES 
AND HEALTH 
EQUITY

INTRODUCTION

Employment is a critically important determinant of 
a person’s health and well-being and that of their 
family. Having “good work” can be defined as having 
a secure job with good working hours, fair pay, safe 
working conditions, and opportunities for training and 
progression (1). Such work and employment conditions 
serve to support and promote good health for individuals, 
families and communities. Conversely, poor quality work 
is characterized by punitive working environments, poor 
physical or psychological working conditions, long working 
hours, low pay and precarious forms of employment such 
as informal employment. All these features have adverse 
impacts on mental and physical health. 

Across the WHO Eastern Mediterranean Region, except 
in GCC countries, there are high levels of unemployment, 
particularly for young people and women (2–4). There are 
also low levels of unemployment protection measures to 
provide financial assistance to those who are unemployed 
and to support them back into work. Unemployment, 
particularly long-term unemployment, results in higher 
rates of morbidity and mortality at all levels of employment 
from professional to the lowest status employment, 
although rates are higher for those in lower status 
employment. Unemployment is directly associated with 
increased levels of distress, anxiety and depression as 
well as with increasing adverse health behaviours such 
as smoking and drug misuse (5). The financial impacts 
of unemployment include increased risks of poverty, 
food insecurity, loss of housing and stress, in addition to 
reduced status, social integration and self-esteem (5), all 
of which are harmful to physical and mental health. 

There are high and increasing rates of informal work in the 
Region. Informal work includes people who earn very low 
wages outside the formal economy, with no guaranteed 
employment or protections for ill health or unemployment, 
and who are not subject to national income tax (6, 7). 
Economies with high levels of informal labour are typically 
characterized by severe deficits in decent work and high 

levels of poverty, and informal labour has multiple risks 
for poor health (8, 9). These include direct risks as a 
result of undertaking work in unregulated and dangerous 
settings, poverty and the stress associated with highly 
irregular income and lack of social protection and savings 
to ride out economic shocks. The COVID-19 pandemic 
and associated containment measures have severely 
impacted informal workers who have found themselves 
unable to access work, leaving many workers and their 
families vulnerable to extreme poverty, starvation and 
homelessness. 

There are large numbers of economic migrants in the 
Region, many of whom experience poor living and 
working conditions and are vulnerable to economic and 
social shocks and to discrimination and exclusion, and 
consequently are at high risk of health harm. Economic 
migrants are often engaged in dangerous, unsafe working 
conditions and experience high rates of mortality and 
harm as a result. Protection from these conditions is weak 
and economic migrants do not generally have access to 
the host countries’ social protection systems and public 
services. For refugees, employment opportunities are 
extremely limited and most labour is undertaken to ensure 
survival. Countries with large numbers of refugees struggle 
to provide support for refugee and displaced populations 
who face unemployment, extreme poverty and poor 
working and employment conditions. The cumulative 
challenges faced by refugees in the Region have been 
compounded by COVID-19 containment measures in 
host countries (10). Furthermore, government policies and 
support packages often neglect refugees and displaced 
populations and individuals (10). 

Economic growth can be instrumental in creating 
employment opportunities and reducing poverty, but it 
requires effective policies (11). For parts of the Eastern 
Mediterranean Region, economic growth has been 
relatively high over the past four decades but this growth 
has not translated into the creation of decent jobs and 
reductions in poverty as might have been expected 
(12, 13). The reasons for this include high levels of 
conflict in the Region, large numbers of refugees and 
migrants, high concentrations of wealth in the top 10% 
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and particularly the top 1%, the high prevalence of 
informal work, the historic reliance on public sector 
and agricultural employment which are declining in the 
Region, and low levels of pay and social protection. 
Prevailing gender norms also mean a low level of 
participation of women in the labour force (14, 15). 
Conflict, political instability and global disruptions to 
the oil market, magnified by the COVID-19 pandemic, 
have kept the Region’s focus away from concerns 
about employment, pay and quality of work. However, 
improvements in employment rates, quality of work 
and pay are essential for health and for social and 
economic development. 

OVERVIEW OF EMPLOYMENT IN 
THE REGION

UNEMPLOYMENT

There is comprehensive global evidence to show the 
damage unemployment causes to health both directly and 
indirectly (16), including the increased risk of mental health 

disorders (such as anxiety and depression), cardiovascular 
diseases and engaging in risky health behaviours (17). 
Evidence from the United Kingdom shows increased 
mortality for all who become unemployed for a long 
period, but with greater mortality for those in lower grade 
occupations (5). In the Eastern Mediterranean Region, 
a study in 2016 investigated the impacts of economic 
crisis on health indicators in countries (18). It found that 
an increase of 1% in the unemployment rate led to a 
decrease in life expectancy of 0.17 years (18). A 2021 
article on the unemployment crisis in Iraq and the Islamic 
Republic of Iran highlighted that a lack of employment 
opportunities can contribute to mental illness, drug abuse 
and other unhealthy behaviours (19). Unemployment also 
negatively affects the social determinants of health, and 
lower incomes and increased risk of poverty damage the 
capacity to lead a healthy life. 

Unemployment as a percentage of the total labour force 
(the sum of the number of employed persons and number 
of unemployed persons) was higher in the Eastern 
Mediterranean Region, at 9%, than in other regions in the 
world in 2019 (Fig. 9.1). 

Fig. 9.1. Total unemployment as a percentage of total labour force (modelled ILO estimate), by region, 2000–2019

Note: Unemployment refers to the proportion of the labour force who are without work but are available for work and seeking employment (20). ILO 
modelled estimates are estimates of labour market indicators for the years for which country-reported data are unavailable for a country (21).
Source: World Bank data, ILOSTAT database (2020) (2).
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Fig. 9.2. Employment to population ratio (age 15 years and older) total (%) (modelled ILO estimate) in countries 
and territories in the Region, 2000–2019 

Notes: The employment to population ratio refers to “the proportion of a country’s population that is employed. Employment is defined as persons of 
working age who, during a short reference period, were engaged in any activity to produce goods or provide services for pay or profit, whether at work 
during the reference period (i.e. who worked in a job for at least one hour) or not at work due to temporary absence from a job, or to working-time 
arrangements. Ages 15 and older are generally considered the working-age population” (22). ILO modelled estimates are estimates of labour market 
indicators for the years for which country-reported data is unavailable for a country (21).
Source: World Bank, from the ILOSTAT database (2020) (23).
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There are marked differences in unemployment rates 
among countries and territories in the Region. Fig. 9.2 
shows that Yemen and Jordan have the lowest rates 
of employment in the Region and both countries have 
experienced declines in recent years. Morocco has 
also experienced declining employment since 2011. 
Some GCC countries have full employment (over 
70%) and attract large numbers of migrants to fill 
labour shortages. Other countries in the Region have 
low levels of employment (below 50%), partly driven 

by the impact of conflict, declines in agricultural 
and public sector employment, low levels of female 
participation in the labour market and high levels of 
informal employment. These employment patterns 
are critical issues for health and health equity in 
the Region, as unemployment is one of the major 
risks to health and undermines efforts to improve 
health as well as outcomes in a range of other social 
determinants of health. 
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SOCIAL PROTECTIONS FOR UNEMPLOYMENT

In many countries of the Eastern Mediterranean Region, unemployment is threatening people’s survival. Many 
countries have no guarantees of benefits paid to individuals who are unemployed, although data from 2012 
show that the Islamic Republic of Iran guaranteed US$ 10 per day, Jordan and Tunisia US$ 4–10 per day and 
Egypt US$ 2–4 per day (Table 9.1) (24). 

There is a lack of data on the proportion of the population covered by social protection in the Region. Available data 
from ILO show that the proportion of unemployed persons covered by unemployment benefits in Bahrain, Islamic 
Republic of Iran and Tunisia is exceptionally low, and lower for females than males in the Islamic Republic of Iran 
(Table 9.2). 

Table 9.1. Level of government-provided financial assistance that a minimum wage worker would likely be 
entitled to during unemployment in countries in the Region, 2012

Level of financial assistance Country

No government assistance 
Afghanistan, Djibouti, Kuwait, Lebanon, Libya, Morocco, Oman, 
Pakistan, Qatar, Saudi Arabia, Somalia, Sudan, Syrian Arab 
Republic, Yemen

US$ 2.01–4.00 PPP Egypt

US$ 4.01–10.00 PPP Jordan, Tunisia

More than US$ 10.00 PPP Bahrain, Iran (Islamic Republic of)

Note: Data based on policies and laws in place as of March 2012. No available data for Iraq, occupied Palestinian territory or United Arab Emirates.
Source: World Policy Analysis Center (2020) (24).

Table 9.2. Proportion of unemployed receiving unemployment benefits in Bahrain, Islamic Republic of Iran 
and Tunisia

Country Year Sex
Unemployed receiving 

unemployment benefits (%)

Bahrain 2010 Total 9.8

Iran (Islamic Republic of) 2017
Male

Female
12.0
0.8

Tunisia 2008 Total 3.0

Source: ILO (2021) (25).
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EMPLOYMENT BY SECTOR

It is notable that across the Region there has been a 
decline in agricultural employment, from accounting 
for nearly a quarter of all employment in 2004–2005 
to under 16% in 2019, while employment in services 
has increased. The reduction in agriculture is having 
a significant impact on the viability of rural areas to 
sustain communities and coincides with high rural 
to urban migration, discussed further in Chapter 11. 
Declines in employment in the agricultural sector are 
more likely to impact poorer groups who are often 
disproportionately employed in this sector and/or live 
in rural communities that are dependent on agriculture. 
However, agricultural development has often been 
overlooked in policies for socioeconomic development 
in the Region (26, 27). Supporting and regularizing 
employment in the agricultural sector should be seen 
as an important health equity intervention given its 
overall importance to the employment of low-skilled, 
low-paid rural workers and its importance in stabilizing 
food production and enhancing food security and 
nutrition in the Region (28, 29).

In addition to declining agricultural employment in 
the Region, there have been substantial declines in 
public sector employment. Public sector employment 
was considered stable and protected work, providing 
sufficient income, and has been one of the preferred 
sources of employment in the Region (30). However, 
as private sector service provision (and private 
wealth) has increased, the amount and stability 
of public sector employment in the Region has 
decreased (31). Fig. 9.3 shows that the proportion of 
public sector jobs obtained by educated new entrants 
to the labour force in selected countries in the Middle 
East and North Africa has been steadily decreasing 
since 1975 (31). For example, in Egypt, the share in 
public sector employment fell from around 75% in 
the 1970s to around 25% in the 2010s (31). Structural 
adjustment programmes for economic liberalization 
and stabilization were introduced as a result of 
interventions from the IMF and the World Bank in a 
number of the Arab countries from the mid-1980s (32). 
Egypt, Jordan and Morocco began their reforms under 
these IMF stabilization programmes with a period of 
austerity, which included the freezing of public sector 
employment, wages and salaries (32). These reforms 
are likely to have contributed to declines in public 
sector employment (32). 

The erosion of secure employment providing 
sufficient and stable income for healthy living will 
have negatively impacted health in the Region. Public 
sector employment has historically had a relatively high 
proportion of female employment and the loss of these 
jobs has disproportionately affected women (31).

INFORMAL EMPLOYMENT 

The informal economy was defined at the International 
Labour Conference (2002) as “all economic activities 
by workers and economic units that are—in law or 
in practice—not covered or insufficiently covered by 
formal arrangements” (34). Informal employment is 
the only option for survival for many people in the 
Eastern Mediterranean Region and is common for 
day labourers, artisans, agriculture or construction 
workers, domestic workers, home-based workers and 
smallholder farmers (35). Rates of informal work are 
higher for young people (36) and among the working 
poor (37). Informal employment is also particularly high 
among women in the Region (37, 38). Being in informal 
employment often means having no recourse to social 
protection and benefits, or to safety regulations (31, 39) 
and many informal workers undertake dangerous work 
with low rates of pay and are vulnerable to economic 
shocks, all of which damage health. While informal 
work is frequently harmful to health and is a driver of 
health inequity in the Region, it is also a barrier to wider 
economic development and the sustainability of social 
protection and tax systems, discussed in Chapter 5. 

There are a number of studies from outside the 
Region that point to the adverse health effects of 
“precarious employment”. Precarious employment 
includes dimensions of employment insecurity, and 
limited workplace rights and social protections, all of 
which are common to informal work (40). The studies 
set out that temporary employment is associated with 
increased psychiatric morbidity when compared to 
permanent employment, as well as a higher risk of 
occupational injuries. There are strong associations 
between temporary employment and poor health, 
especially poor mental health, due to the instability of 
temporary employment (41). Factors linking precarious 
employment to health and health equity include that 
“workers under situations of precarious employment 
may face greater demands or have lower control 
of the work process, two factors that have been 
associated with higher levels of stress, higher levels 
of dissatisfaction, and more adverse health outcomes 
as compared with workers in more secure work 
environments” (40). 
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Fig. 9.3. Share of public sector employment among educated new entrants to the labour force in Egypt, 
Jordan and Tunisia, 1975–2015

Source. Calculations by Assaad et al. (2018) (33), based on data from Egypt’s Central Agency for Public Mobilization and Statistics, Jordan’s 
Employment and Unemployment Survey, and Tunisia’s National Institute of Statistics, as presented in Assaad et al. (2019) (31).

Despite the literature which points to the potential 
adverse health impacts of informal work, evidence 
from the Region specifically is lacking, despite the 
high levels of job informality. There is however a study 
conducted in Egypt by Samy (2019) which investigated 
the impacts that employment transitions had on the 
health of young people in Egypt, including those related 

to job formality (42). From the results, it was concluded 
that formal and more stable jobs were linked with better 
mental health and that transitioning to an informal job 
can have the same impact on psychological health as 
an individual staying unemployed (42). 

Egypt Jordan Tunisia

80

70

60

50

40

30

20

10

0

1975 1980 1985 1990 1995 2000 2015 2010 2015

Percentage of employment (%)

Year of entry into first job



336

CHAPTER 9   |    WORKING LIVES AND HEALTH EQUITY

Globally in 2016, based on ILO calculations from household survey micro datasets, informal work (including 
agriculture) represented 61.2% of employment (43). There is a shortage of reliable data on informal employment in 
the Eastern Mediterranean Region, but several estimates and surveys point to high rates. Rates of informal labour are 
higher still in Africa and in Asia and the Pacific (Fig. 9.4). 

Between 2000 and 2007, there was growth in the rates of informality across all global regions according to the 
Schneider Index (which estimates the share of a country’s production not declared to tax or regulatory authorities, 
using a broad set of country correlates) (Fig. 9.5) (37). While the highest growth rate of informality was seen in Latin 
America and the Caribbean, the Middle East and North Africa also had a high annual growth rate of 0.69.

Fig. 9.4. Informal employment, including agriculture, as a percentage of total employment, by region, 2016

Note: There were limited data for countries in the Eastern Mediterranean Region; the regional average is based on data from nine countries/territories in 
the Region. 
Source: Based on ILO calculations from data from national labour force or similar household survey data (43). Data based on latest survey year by country. 
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Note: The Schneider Index is a multiple indicator, multiple cause model developed by Schneider (2004) and used to quantify the size of the informal 
economy as a percentage of GDP (37). 
Source: Gatti et al. (2014), based on data processed from Loayza et al. (2010) (37).

Fig. 9.5. Annual growth rates of informality according to the Schneider Index, by region, 2000–2007
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In the Eastern Mediterranean Region, informal workers make up over half of all workers in many countries and 
territories, shown in Fig. 9.6.

Fig. 9.6. Informal employment as a percentage of total employment in selected countries and territories in the 
Region, 2011–2019

Source: ILO (2014, 2018 & 2020) (43–45). 
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Among non-GCC countries in the Middle East and North Africa with available data, Yemen had the highest 
proportion of the labour force not contributing to social security (which indicates informal labour) between 2000 and 
2007, as shown in Fig. 9.7 (37). However, these data are not current and the proportions are likely to have further 
increased, particularly in countries affected by conflict. 

The levels of informal work are higher in fragile and conflict-affected settings and in countries with high numbers 
of refugees and migrants, such as Jordan. COVID-19 has severely impacted many informal workers, who have 
had to either continue working in high-risk environments or stop working entirely, threatening their survival. In 
many countries, informal workers will have lost all prospect of work as unemployment rates increase as a result of 
containment measures, as set out in more detail in Chapter 3 (Box 9.1). 

Fig. 9.7. Proportion of the labour force (%) not contributing to social security in selected countries in the 
Middle East and North Africa, 2000–2007

Source: Gatti et al. (2014), based on data processed from Loayza et al. (2010) (37).
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Box 9.1. COVID-19 and vulnerable workers

A rapid assessment of the impact of the pandemic on vulnerable workers and Syrian refugees in 
Lebanon was conducted by ILO and the Fafo Institute for Labour and Social Research (46). In the 
sample of survey respondents (numbering 1987), half had been in seasonal, temporary or irregular 
employment before the pandemic, and only 14% of Lebanese workers and 2% of Syrian respondents 
reported having social security through their work, and just under two thirds of respondents did not have 
health insurance cover. The survey also found that 84% of respondents had lost their job permanently 
or had been temporarily laid-off. There was a higher rate of lay-off among those workers who did not 
have written contracts and for those who were independent and self-employed. Additionally, only 2% 
of workers reported receiving paid leave during the lockdown restrictions. It has also been reported 
by ILO that many employers in Lebanon are terminating the employment of migrant workers without 
notice or have stopped paying salaries to these workers on account of business closures as a result of 
the pandemic (47). Furthermore, the pandemic in combination with the economic crisis has meant that 
many families on lower incomes are no longer able to afford the salaries or cover the living expenses of 
migrant domestic workers who they employ, increasing the risk of forced labour (47). 

A report by the Arab NGO Network for Development 
shows that economic growth does not on its own 
reduce the informal economy, and that technology has 
allowed for higher rates of informal workers who work 
on their own account. The report finds that high rates 
of informality mostly take place in countries with strict 
laws and high rates of bureaucracy (48). In Bahrain, 
37% of Bahraini workers are informal, even in the 
public sector, and in 2016, 73% of migrant workers in 
the country worked informally (48).

In Egypt, informal labour accounts for almost 50% of 
all non-agricultural employment and the formal sector 
often depends on informal labour for subcontracting 
and goods and services delivery. These workers 
frequently work long hours with low pay and are 
extremely vulnerable to external shocks and are at 
risk of destitution if employment ends. The lockdown 
policies put in place to reduce the spread of COVID-19 
reduced the demand for the services of informal market 
workers, who mostly have no earnings as a result and 
no form of insurance or savings to fall back on. 

This has immediately impacted their ability to pay rent, 
and many of the poorest workers in impoverished 
areas rent from owners who are also in a precarious 
and economically vulnerable situations, creating a 
downward trajectory of lost income, hunger and poor 
nutrition, and therefore much higher risks of death, 
disease and disability (10, 49–51).

Vulnerable employment is informal employment, 
but specifically describes work for the lowest-paid 
persons working in the most dangerous and precarious 
conditions and most at risk of poor health and mortality 
as a result (52, 53). Encouraging formal employment is 
included in the targets of SDG 8 to “Promote sustained, 
inclusive and sustainable economic growth, full and 
productive employment and decent work for all” (54). 
Since 2005, vulnerable employment in the Middle 
East and North Africa has decreased somewhat, and 
is lower than the global average; however, women 
have higher rates of vulnerable employment than men, 
although the gap has closed slightly (Fig. 9.8) (55).
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Some countries in the Region have made efforts to regularize informal labour and improve conditions for 
those working in some of the most precarious and vulnerable situations. Examples of this for Morocco and Tunisia 
are described in Box 9.2. However, despite these efforts clearly there is much more that the Region needs to do, 
particularly for migrants and agricultural workers. 

Note: Vulnerable employment refers to the sum of the employment status groups of own-account workers and contributing family workers (52).
Source: Based on data from World Development Indicators, as reported by Nazier (2019) (55).

Fig. 9.8. Vulnerable employment in the Middle East and North Africa and the world, by gender, 1990–2018 
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Box 9.2. Efforts to regularize informal employment in Morocco and Tunisia 

In Morocco, in 2015, a collective bargaining agreement was established for the agricultural sector (56). 
A large proportion of the sector is based on informal work, meaning that workers are often not covered 
by national labour laws and regulations and therefore can be subject to long working hours, poor 
wages and a lack of benefits (56). The collective bargaining agreement was instrumental in addressing 
some of these workplace challenges in the sector and supporting workers by improving the conditions 
of employment within the sector. The agreement created new wage rates and salaries, and aimed to 
improve health and safety compliance, create training opportunities, enable women to take on roles that 
they had previously not held, including in production and processing, and provide them with greater 
opportunities for advancement and higher pay (56). Some of the key outcomes of this agreement, 
include improvements to overall wages and working conditions; for example, both women and men are 
now paid for a full day’s work, irrespective of the hours worked, whereas before, workers were often 
only paid a portion of their wage if factors such as bad weather impacted their work. Additionally, there 
were key gains in reducing discrimination against women in the workplace. For the first time, women 
were paid equally to men for doing the same work and the agreement guaranteed access to maternity 
leave and health care. 

The Tunisia Inclusive Labor Initiative was launched in 2012. This was a two-year project which sought 
to establish a more inclusive legal and economic structure for informal workers, to allow them to access 
decent work and government mandated work protections (57). In doing so, the programme also sought 
to support the transition of the informal sector in Tunisia into the formal economy. The programme 
was implemented through a multi-stakeholder approach and a three-phase process. The first phase 
involved gathering information and a stakeholder base to improve understanding of the characteristics 
of informal employment in Tunisia. The second stage involved engaging stakeholders, including 
representatives from the government, informal population, private sector and unions, in order to identify 
potential measures for dealing with informality in Tunisia. A total of 17 consensus recommendations 
were formulated from the stakeholder roundtable discussions (58). Building on these first two stages, 
the final phase of the project involved creating a national formalization strategy. Two pilot programmes 
were then initiated in line with the strategy. These sought to train workers in the informal sector on 
formalization, social security, their labour rights, access to finance and business development (57).

FEMALE PARTICIPATION IN THE 
LABOUR FORCE 

Most women and girls in the Eastern Mediterranean 
Region work in the home and in informal labour, caring 
for children and family rather than participating in 
formal employment. The Middle East and North Africa 
has the lowest female labour participation globally (59). 
The OECD, in 2016, assessed that gender parity in the 
workforce could improve a country’s economic growth 

by making it more competitive and inclusive and 
increasing its productive capacity (60). Greater female 
participation in the formal workforce confers significant 
health benefits and benefits in key social determinants 
of health. While there are longstanding cultural reasons 
for the low participation, as set out in Chapter 6, it 
does point to risks to health for women and impacts 
on key social determinants of health, such as income. 
It has been estimated that closing the gender gap in 
employment would increase GDP in Egypt by over 34% 
and by over 12% in the United Arab Emirates (30). 
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Saudi Arabia has made some efforts to improve female participation in the labour force through national policies, as 
described in Box 9.3.

Fig. 9.9. Employment to population ratio (ages 15 years and older) (%) (modelled ILO estimate) in the 
Region and the world by gender, 2000–2020

Note: The employment to population ratio refers to “the proportion of a country’s population that is employed. Employment is defined as persons of 
working age who, during a short reference period, were engaged in any activity to produce goods or provide services for pay or profit, whether at work 
during the reference period (i.e. who worked in a job for at least one hour) or not at work due to temporary absence from a job, or to working-time 
arrangements. Ages 15 and older are generally considered the working-age population” (22).
Source: World Bank, from the ILOSTAT database (2020) (61, 62).

80

70

60

50

40

30

20

10

0

Employment ratio (%)

Fig. 9.9 shows the difference between male and female employment rates for the Region, which have barely changed 
since 2010. In 2020, the female employment rate in the Region was very low at 24.6%, compared with a global 
average of 44.3%. 

Box 9.3. Female participation in the labour force in Saudi Arabia 

In Saudi Arabia, the Nitaqat policy to increase the number of Saudi nationals employed in the private 
sector was implemented in 2011, following which the number of Saudi women employed in the private 
sector more than doubled by 2012 (63). This was partly attributable to the fact that the policy largely 
targeted women and the Government provided employers with financial incentives for hiring women 
and enacted legislation to support women in undertaking certain economic activities (63). There was 
a drive for the feminization of certain sectors frequented by women within the policy, for example the 
retail sector (64). General increases in the female labour force participation rate, based on modelled ILO 
estimates, were also seen between 2011 and 2020, with the exception of a slight decline in 2016–2018, 
as can been seen in Fig. 9.10.
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Fig. 9.10. Female labour force participation (percentage of female population aged 15 years or 
older) (modelled ILO estimate) in Saudi Arabia, 2011–2020

Note: The labour force participation rate refers to the proportion of the population aged over 15 years that is economically active (64).
Source: World Bank, from the ILOSTAT database (2020) (65).

Despite the increase in females in the job labour market since the initiation of the Nitaqat policy, the female 
labour force participation rate in Saudi Arabia in 2020 (22.26%) is still roughly half the world average and 
lower than the regional average. A number of additional government and private programmes have been 
launched in addition to the Nitaqat policy to support women to join the workforce. Moreover, a national 
transformation programme was launched to support the country’s 2030 Vision, which includes the aim of 
increasing women’s participation in the workforce to 30% by 2020 (67–69).
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Following the 2011 Arab Spring, as part of the priority 
for building an inclusive society, governments in 
some countries, including Egypt, Libya, Morocco and 
Tunisia, ratified key international agreements which 
promote female rights and equality including the United 
Nations Convention on the Elimination of All Forms of 
Discrimination Against Women, and either amended 
or adopted new constitutions that incorporated 
principles of gender equality and were directed towards 
strengthening women’s opportunities, including 

their economic opportunities and participation in 
the workforce (70). However, an OECD (2017) report 
states that data suggest that these reforms have 
not yet translated into closing the gap in women’s 
economic participation (70). Women in the Region 
still face discrimination, which can stem from deeply 
rooted structural and institutional norms, as outlined in 
Chapter 6. As such, challenges to ensuring the success 
of these reforms remain in countries of the Region. 
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Many GCC countries and Djibouti have experienced 
increasing levels of female employment, and Djibouti, 
Kuwait, Qatar and United Arab Emirates are now above 
the world average which has declined since 2006 (see 
Fig. 9.11). Other countries in the Region have much 
lower rates of female employment than the global 
average and some have experienced declines in recent 

years, including Iraq, Morocco and Yemen. In Iraq and 
Yemen, these declining rates may relate to the impact 
of conflict and declining overall employment and are 
key concerns for overall health and health equity, as 
well as equity in key social determinants of health in 
these countries. 

Fig. 9.11 Employment to population ratio (ages 15 years and older), female (%) (modelled ILO estimate) in 
countries and territories in the Region, 2000–2019

Notes: The employment to population ratio refers to “the proportion of a country’s population that is employed. Employment is defined as persons of 
working age who, during a short reference period, were engaged in any activity to produce goods or provide services for pay or profit, whether at work 
during the reference period (i.e. who worked in a job for at least one hour) or not at work due to temporary absence from a job, or to working-time 
arrangements. Ages 15 and older are generally considered the working-age population” (22). ILO modelled estimates are estimates of labour market 
indicators for the years for which country-reported data is unavailable for a country (21).
Source: World Bank, from the ILOSTAT database (2020) (61).
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Across the Region, a number of countries, including Pakistan and Saudi Arabia, do not have legislation to prohibit 
sex-based discrimination in hiring or recruitment on the basis of sex nor legislation to protect equal pay (see Table 
9.3). 

The strengthening and enforcement of legislation to support equity in access to jobs for women, equal pay and 
ending discrimination in the workplace, along with childcare provision and greater support for older people, would 
enable more women in the Region to undertake paid roles. Box 9.4 outlines support for greater female employment 
in Egypt.

Table 9.3. Legislation to prohibit sex-based discrimination in hiring and recruitment at work in countries in 
the Region

Legislation Country

No prohibition 
Jordan, Kuwait, Pakistan, Qatar, Saudi Arabia, Sudan, United 
Arab Emirates

General prohibition of discrimination in hiring or 
recruitment

Afghanistan

Broad prohibition of workplace discrimination 
based on sex

Bahrain, Egypt, Iran (Islamic Republic of), Oman, Somalia, 
Tunisia, Yemen

Yes, sex-specific prohibition Djibouti, Iraq, Lebanon, Libya, Morocco, Syrian Arab Republic

Note: No available data for occupied Palestinian territory. 
Source: World Policy Analysis Center (2020) (71).

Box 9.4. Legislation and strategies for economic empowerment of women in Egypt 

The Egyptian Constitution, which was adopted in 2014, outlines several provisions that promote equal 
opportunities for women and prevents any discrimination against them. However, despite this, progress 
in terms of female employment and economic participation has been limited and there are persisting 
low rates of female participation in the labour force. In response to these inequities, as well as the 
notion that the progress of the nation can only be achieved through female participation, the National 
Strategy for the Empowerment of Egyptian Women 2030 was established. 

Economic empowerment of women is one of the four pillars of the strategy. The overall aim of the 
strategy is to enhance women’s employment opportunities, expand their participation in all sectors of 
the labour market and support their entrepreneurship (72). Particular recommendations as part of this 
pillar include developing policies to ensure that the private sector is committed to the representation of 
women on boards of directors, enforcing laws which protect the rights of women with regards to equal 
wages, working hours and maternity leave, and protecting the rights of domestic workers (72). Targets 
for the strategy for female employment are shown in Table 9.4. 
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Table 9.4. Impact indicators of the economic empowerment pillar of the National Strategy for the 
Empowerment of Egyptian Women 2030

Source: National Council for Women 2017 (72).

The Gender Equity Model is an intervention that aims to promote the economic empowerment of 
women and prevent gender-based violence in Egypt (73). The Model is administered at various levels, 
including within the private employment sector, and serves to “strengthen their approach to gender 
equity in their employment practices, and to develop a women-friendly working environment that is both 
productive and respectful” (73). The Egyptian Ministry of Manpower has adopted this model and has 
also implemented the Gender Equity Seal, which is a certification process to ensure that both women 
and men have equal opportunities for recruitment, training and career development in public and private 
firms (73). As part of this, the Ministry assesses the gender equity measures in place in private firms and 
provides a Gender Equity Seal if the firms pass a minimum standard. In 2015, 400 civil servants from the 
Ministry were engaged in 26 training courses as part of the programme that focused on incorporating 
gender equality into management systems and adopting the Gender Equity Seal (73). 

Impact indicators Year Current value Target value by 2030

Percentage of breadwinning women below poverty line 2015 26.3% 9%

Percentage of female participation in the workforce 2016 24.2% 35%

Unemployment rate among women 2015 24% 16%

Percentage of women in administrative jobs 2016 6% 12%

Percentage of women in professional jobs 2016 38% 48%

Ratio of female estimated earned income to males 
estimated earned income

2016 29% 58%

Percentage of small enterprises managed/owned by 
women

2015 22.5% 50%

Percentage of microfinance targeting women 2015 45% 53%

Percentage of women with bank accounts 2015 9% 18%

There is limited information on the availability of legal 
channels for women to contest discrimination in the 
Region. However, on the information available, there 
appears to be a lack of such channels. For example, 
in the Syrian Arab Republic, it was reported in 2010 
that “women lack channels through which they may 
challenge discriminatory laws and practices” (74) 
and in the United Arab Emirates, it was reported in 
2010 that women have a “limited ability to access 
justice through the courts and combat discrimination” 
(75). There is clearly a great deal of scope to enact 
legislation to enhance social protections for women 
and enable supportive mechanisms for them to contest 
discriminatory practices.

YOUTH EMPLOYMENT  

Youth unemployment rates are very high across the 
Eastern Mediterranean Region. Evidence shows that 
periods of unemployment and inactivity when young 
have lifelong impacts on income, quality of work 
undertaken and on short and long-term health and 
well-being outcomes (76, 77). The direct impacts of 
youth unemployment on health show associations 
between unemployment and premature mortality 
and that unemployed individuals tend to have poorer 
physical health. There are several studies indicating 
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that unemployed young people experience significantly 
more depression compared to those who are employed 
and that unemployment may be associated with the 
risk of adopting unhealthy behaviours (78). A study 
on the long-term impacts of youth unemployment 
on mental health in Sweden concluded that it is 
associated with an increased risk of mental health 
problems requiring inpatient care (79). However, in 
the Eastern Mediterranean Region, evidence of the 
health impacts of youth unemployment is very limited, 
despite the high levels of unemployment among young 
people. A case-study to investigate the psychosocial 
impacts of unemployment on educated young people 
in Lahore in Pakistan outlined a number of issues such 
as low self-esteem, the hindrance of personal growth, 

anxiety, unhappiness and mental health problems (80). 
Specifically, from the results it was concluded that 
unemployment duration is significantly associated with 
a number of socio-psychological impacts, including a 
contraction in social circle, inferiority complex, social 
stigmatization, unhappiness and loss of confidence (80). 
Indirectly, youth unemployment damages people’s 
income and employment prospects throughout life, 
which affects mental and physical health.

Fig. 9.12 shows that compared with other regions, the 
Eastern Mediterranean Region has, by a considerable 
margin, the highest youth unemployment rates, as well 
as the highest overall unemployment rates.

Note: Unemployment refers to the proportion of the labour force who are without work but are available for work and seeking employment. Youth 
unemployment refers to the proportion of the labour force aged 15–24 years who are without work but are available for work and seeking employment.
Source: World Bank, from the ILOSTAT database (2020) (2,3).

Fig. 9.12. Unemployment, total and youth (15–24 years) (% of total labour force) (modelled ILO estimate), by 
region, 2019
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Notes: Youth unemployment refers to the “share of the labour force aged between 15 and 24 years who are without work but are available for work or 
seeking employment” (3). No available data for occupied Palestinian territory.
Source: World Bank, from the ILOSTAT database (2020) (3).

Fig. 9.13. Youth unemployment, total (15–24 years) (% of total labour force) (modelled ILO estimate) in 
countries in the Region, 2000–2020

Between 2000 and 2020, many countries in the Region had youth unemployment rates that were consistently over 
20%, as shown in Fig. 9.13, and youth unemployment was higher than the world average, with the exception of 
Bahrain, Pakistan, Qatar and United Arab Emirates. Libya had the highest youth unemployment rate for all years 
between 2000 and 2020, with youth unemployment at just over 50% in 2020. Rates have risen in most countries in 
the Region (81). 
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High and increasing youth unemployment in the Region has been driven by a series of crises that have occurred over 
this period, including the 2008 financial crisis, the 2011 uprisings, conflicts, sanctions and the COVID-19 pandemic. 
Based on ILOSTAT data (retrieved 21 June 2020), the youth unemployment rate for the Region has risen slightly to 
21.72% from 21.69% in 2019 (82). The rate is likely to continue to rise as the pandemic continues to go on. Other 
contributing factors include population increases and high fertility rates, which have led to an increase in labour 
supply, and educational systems that do not prepare young people adequately for work (81). It is notable that female 
youth unemployment is considerably higher than male youth unemployment, as described in Fig. 9.14 for selected 
countries and territories in the Region. 

Several national youth strategies or policies have been developed and implemented in countries in the Region 
between 2000 and 2015, as shown in Table 9.5. However, some countries and territories did not have any strategies 
in place as of 2015 (81, 84). 

Note: Reference periods of data by country/territory: Egypt (November–December 2012, November–December 2014), Jordan (December 2012–
January 2013, March–April 2015), Lebanon (November 2014–January 2015), occupied Palestinian territory (August–September 2013, June–July 2015), 
Tunisia (February–March 2013).
Source: Data from ILO School-to-Work Transition Survey, as reported in Dimova et al. (2016) (83).

Fig. 9.14. Youth unemployment rates in selected countries and territories in the Region, by sex, 2012–2015
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Table 9.5. National youth policies/strategies and public institutions focused on youth in countries and 
territories in the Region, 2000–2015

Country National policy or strategy Public institution

Afghanistan National youth policy (2014–present) Office of the Deputy Ministry of Youth Affairs

Bahrain

National youth strategy (2011–2015); 

unclear whether there is a current 

national youth policy

General Organization for Youth and Sports

Djibouti 

National youth policy (2001–2005); 

unclear if there is currently a national 

youth policy

Secretariat of State for Youth and Sports

Egypt
A policy was drafted in 2009, but 

there is no national youth policy yet 
Ministry of State for Youth Affairs

Iran (Islamic Republic of) No Ministry of Youth Affairs and Sports

Iraq Currently a draft national youth policy Ministry of Youth and Sports

Jordan 
National youth strategy (2005–2009); 

strategy is to be renewed
Higher Council for Youth 

Kuwait 
Currently a draft national youth policy; 

a youth project concluded in 2013 
Ministry of State for Youth Affairs

Lebanon National youth policy (2012–present) Ministry of Youth and Sports

Libya No Ministry of Youth and Sports

Morocco National youth policy (2003–present) Ministry of Youth and Sports

Oman No National Youth Commission

Occupied Palestinian territory No The Higher Council for Youth and Sports

Pakistan 

A national youth policy was approved 

in 2008, but in 2010 the responsibility 

shifted to the regions 

In 2010, the Ministry of Youth Affairs was dissolved 

and the responsibility for youth sits with the provinces

Qatar No Ministry of Youth and Sports

Sudan

No current national youth policy; a 

youth employment briefing (2012) is 

available 

Ministry of Youth and Sports

Saudi Arabia 
No current national youth policy, but a 

policy is being developed
General Presidency for Youth Welfare

Somalia No

The January 2014 Cabinet of Ministers included a 

Minister of Sports and Youth; however, there is limited 

information of functions and responsibility of the 

Ministry

Syrian Arab Republic No, but development is underway Commission for Family Affairs

Tunisia No Ministry of Youth and Sports

United Arab Emirates No General Authority of Youth and Sports Welfare

Yemen National youth strategy (2006–2015) Ministry of Youth and Sports

Source: Updated and based on Kabbani (2019) and the National Youth Policy database (81, 84).
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Most of the strategies covered multiple elements of 
youth policy (including employment). However, only 
Yemen adopted a national action plan that specifically 
included employment, the Youth Employment Action 
Plan (2014–2016). The overarching aims of this plan 
were to ensure that youth employment was at the 
centre of economic policies and to support the private 
sector in helping to increase youth employment 
and create sustainable job opportunities (85). Youth 
unemployment in Yemen did decrease slightly between 
2016 and 2020, from 24.62% to 23.94%. 

Box 9.5. Youth employment programmes in Egypt and Tunisia

In Egypt, there were over 180 projects associated with youth employment between 2007 and 
2014 (81). One example is Egypt@Work, a four-year initiative launched in 2011 to increase youth 
employment by preparing 10 000 vulnerable young people with the skills and knowledge to obtain 
and excel in jobs (86, 87). As part of this programme, 12 681 disadvantaged young people received 
targeted training (87). Of those who received the training, 78% found salaried employment or created 
their own business (87). 

In Tunisia, more than four active labour market programmes have been implemented to support youth 
employment. There are two types of programme: one is directed towards training and supporting 
jobseekers to obtain employment, and the other type provides funding for self-employment and small 
business development (88). The Higher Education Graduates’ Insertion Contract allows graduates to 
obtain professional qualifications by alternating their training between a private company and a training 
institution (88). The Voluntary Public Service programme is designed to allow university graduates and 
first-time jobseekers to develop practical skills and professional attitudes through voluntary and part-
time community service work (88). As part of this programme, trainees also receive support in facilitating 
their integration into the workforce.

While there have been policies and programmes 
in countries of the Region to address youth 
unemployment (see Box 9.5), overall, these have 
been largely ineffective in reducing the high levels of 
youth unemployment, which has largely risen over 
the period. Factors that have been cited for the failure 
to reduce youth unemployment include the political 
economy, insufficient use of evidence in the design and 
implementation of policies or programmes, and weak 
implementation mechanisms (81). Lack of economic 
opportunity for young people, as well as rising inequity 
and increasing poverty, have been cited as some of the 
main motivations behind the Arab Spring uprisings.
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Box 9.6. The impact of sanctions on employment

The imposition of economic sanctions increases unemployment and facilitates labour exploitation. In 
the Islamic Republic of Iran, the decrease in revenues triggered by an intensification of sanctions in 
2012 reduced the Government’s ability to pay employee salaries and private manufacturers could not 
pay wages on time. Many workers were fired and the effective minimum wage decreased by more than 
50% from 2010 to 2012 (93). In Iraq, according to a study by Alnasrawi (2001), the economic sanctions 
imposed on the country (in August 1990) led to increased unemployment and the mass emigration of 
skilled workers (94). 

EMPLOYMENT IN FRAGILE AND 
CONFLICT-AFFECTED STATES 

While there are low employment rates across the 
Region as a whole, there are much lower rates in fragile 
and conflict-affected countries, particularly for women, 
young people and refugees. Conflicts have significant 
negative economic effects, which can adversely impact 
the job labour market. While data on the direct impacts 
of conflict on employment are often scare within the 
Region, macro-changes in the economy as a result of 
conflict can be indicative of the effects that are likely 
to follow in employment (89). For example, where 
GDP is adversely affected by conflict, formal sector 
employment is likely to fall, which can consequently 
lead to rises in informal sector employment and in 
unemployment (89). 

Based on modelled estimates by ILO, fragile and 
conflict-affected countries in the Eastern Mediterranean 
Region have consistently higher rates of unemployment 
when compared to the world average. ILO estimates 

RATES OF PAY

While unemployment and poor-quality employment are 
risk factors for health independently of income, low 
pay is one of the most health damaging components of 
poor-quality work. As discussed in Chapter 5, across 
the Region there are high levels of wealth and income 
inequity and increasing rates of poverty. According 
to ILO, mean real monthly earnings of employees in 

there was a rise in unemployment in Iraq from 7.97% in 
2012 to 10.59% in 2014 and then 13.02% in 2017 (90), 
covering the period from July 2013 during which the 
country was described as being in a sectarian war (91). 

The World Bank (2017) has outlined that, on average, 
around 538 000 jobs were destroyed each year 
between 2010 and 2016 during the conflict in the 
Syrian Arab Republic, with more than three in four 
Syrians of working age not being involved in any 
economic activity, 2.9 million being unemployed 
and 6.1 million being economically inactive (92). The 
unemployment rate among young people reached 78% 
in 2015 (92). 

Poverty in the populations of conflict-affected countries 
rises as job opportunities decline and people flee 
violence. Humanitarian and reconstruction efforts need 
to include measures to strengthen employment and the 
quality of employment as a primary health measure, 
and health equity considerations should be taken into 
account in macroeconomic reconstruction approaches. 
The impact of sanctions on employment is outlined in 
Box 9.6, and in more detail in Chapter 4.

Northern Africa declined by more than 5% between 
2013 and 2017, and in the Arab States earnings did not 
grow between 2000 and 2009, and since then growth 
has been modest (95).

The working poverty rate is defined as the percentage 
of employed persons living in poverty in spite of being 
employed. Poverty is defined using the international 
poverty line of US$ 1.90 per day in purchasing power 
parity (PPP). 
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Fig. 9.15 shows extremely high rates of working poverty for male and female workers in Somalia, Yemen, Afghanistan 
and Syrian Arab Republic. Other countries from the Region were not included in this graph because their working 
poverty rate (below US$ 1.90) was less than 1% (96).

Source: ILOSTAT. Working poverty rate, 2020 (96).

Fig. 9.15. Working poverty rate (percentage of employed living below US$ 1.90 PPP) in selected countries in 
the Region
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Women have lower pay than men across the Eastern Mediterranean Region. For countries with data described in 
Fig. 9.16, none had equal pay between men and women for the same work, and in Egypt, Tunisia and Yemen the 
gender pay gap increased between 2014 and 2018.

Minimum wages refer to the “minimum amount of remuneration that an employer is required to pay wage earners 
for the work performed during a given period, which cannot be reduced by collective agreement or an individual 
contract” (99). Minimum wages exist for the purpose of protecting employees from excessively low pay (99) and 
have been shown to be important in securing adequate wages for low-paid workers, and therefore for reducing 
health inequities, although some minimum wages are not set at adequate levels. Minimum wage workers tend to 
be women, young people, those with fewer years of education, rural workers and workers with dependent children 
(100). Informal workers are often not covered by minimum wage requirements (100). Comparing the level of minimum 
wage by region, based on the most recent data described by ILO in 2020, the Arab States had the highest proportion 
of workers in the world not covered by minimum wage legislation (52.1%), shown in Fig. 9.17 (100).

Note: Wage equality for similar work is scored from 0 to 1 scale, where 1 stands for equal pay between women and men working in a similar position.
Source: World Economic Forum (2014 & 2018) (97, 98).

Fig. 9.16. Wage equality for similar work (female to male ratio) in selected countries of the Region, 2014 and 2018 
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Source: ILO (2020) (100).

Fig. 9.17. Proportion of wage earners (%) residing in countries where no minimum wage exists, by region and 
the world, 2020 

Countries in the Region without minimum wage legislation are: Bahrain, Djibouti, Saudi Arabia, Somalia, United Arab 
Emirates and Yemen. Even where national minimum wage policies are in place, an ILO report outlines that this may 
not be applicable for all workers in the country, particularly those in the informal sector and refugees and economic 
migrants (also see Chapter 5). Of the Arab countries, only in Qatar does the national minimum wage apply for all 
workers (101). In Oman, the minimum wage only applies to nationals (101). In Bahrain and Kuwait, the minimum 
wage only applies to the private sector (101). In Jordan, there is a different minimum wage for national and migrant 
workers (101). Table 9.6 outlines the countries in the Region that exclude domestic and agricultural workers from 
minimum wage policies.

Source: ILO (2020) (100).

Table 9.6. Domestic and/or agricultural workers excluded from minimum wage policies in the Region, 2020

Country

Coverage for both domestic 
and agricultural workers

Afghanistan, Iran (Islamic Republic of), Iraq, Kuwait, Libya, Morocco, Qatar

Exclusion of both domestic 
and agricultural workers

Jordan, Lebanon, Pakistan, Sudan, Syrian Arab Republic

Exclusion of domestic 
workers only

Oman, Tunisia

No information
Bahrain, Djibouti, Egypt, occupied Palestinian territory, Saudi Arabia, Somalia, 
United Arab Emirates, Yemen
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Box 9.7. Minimum wage in the Egyptian Constitution 

A stipulation for a minimum wage is included in the 2014 Egyptian Constitution. Specifically, it states 
that the “economic system is socially committed to ensuring equal opportunities and a fair distribution 
of development returns, to reducing the gaps between incomes by setting a minimum wage and 
pension to ensure decent life, and setting a maximum wage in state agencies for whoever works for a 
wage as per the law” (102). In 2019, the minimum wage was raised from 1200 Egyptian pounds  
(US$ 77) per month to 2000 Egyptian pounds per month (US$ 125) (103). 

There have been some positive developments in the formation of legislation relating to the minimum wage and wage 
inequities, for example in Egypt, as outlined in Box 9.7. 

In Chapter 5, we recommended that minimum incomes 
for healthy living standards are developed for every 
country and used as a basis for setting minimum wage 
levels, with minimum wage policies established in law. 
It is possible to significantly reduce income inequities 
with minimum wages, but only if all workers are 
covered and there is universal compliance and when 
the minimum wage is set at an adequate level. 

WORKING CONDITIONS AND 
OCCUPATIONAL SAFETY

Working in unsafe conditions harms health and causes 
fatalities. Disability and poor health as a result of 
dangerous and unhealthy working conditions mean 
that people are unable to continue employment and 

fall into poverty and destitution. Poor-quality work is a 
major driver of health inequities in all regions. In 2016, 
it was estimated 328,035 people (aged 15–69 years) 
died from unintentional occupational injuries, and over 
92% of these deaths were in lower-middle income 
countries (104). Additionally, it has been reported 
that the global incidence rate of fatal occupational 
injuries is 71 per 100 000 workers, and while this rate 
is progressively decreasing in many countries, the 
rates are rising among migrant workers in several 
countries including in the Middle East (105) (discussed 
in subsection below). Overall, there is very little data 
on working conditions and work-related injuries and 
fatalities available for the Region compared with other 
global regions (106). 
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Based on available data, the fatal occupational injury rate in the Region is high, particularly in the occupied 
Palestinian territory (see Fig. 9.18).

Source: ILOSTAT (107).

Fig. 9.18. Fatal occupational injury rate (per 100 000 workers) in selected countries and territories in the Region, 
latest available year

Fig. 9.19 shows large inequities in non-fatal occupational injury rates between countries and territories of the Region 
with available data, ranging from 2313 injuries per 100 000 workers in Jordan to 27 per 100 000 in Qatar (108).
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Fig. 9.19. Non-fatal occupational injury rate (per 100 000 workers) in selected countries and territories in the Region
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A study in 2014 that investigated workplace-related injuries in Qatar found that the frequency of work-related injuries 
was highest among labourers (43%) followed by transport workers (18%), and the highest mortality rate was among 
those in housekeeping work (10.3%), as shown in Fig. 9.20 (109). These are all sectors with high levels of migrant 
workers. 

Source: Al-Thani et al. (2014) (109).

Source: ILO (2017) (111).

Fig. 9.20. Distribution (%) of work-related injuries and case fatalities according to type of work in Qatar 2010–2012

Table 9.7. Employed covered by employment injury insurance and social protection (%) in the event of work 
injury in selected countries in the Region, 2017

Less than 40% of the global workforce is protected in case of accidents and illnesses at work (110). Regulations 
about occupational safety in the Eastern Mediterranean Region are weak, particularly for migrants and those in 
the informal sector. For countries with data, shown in Table 9.7, it is apparent that only half of the workforce in the 
Region is covered by social protection in the event of a work injury, and in Pakistan social protection was extended 
to only 28.6% of employees in 2017.
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MIGRANTS AND REFUGEES

As described in Chapter 4, the Eastern Mediterranean 
Region has the highest proportions of migrant workers 
of any region. Migrant workers often experience 
poor-quality working and living environments, with 
consequent damaging impacts on health. Refugees 
in the Region are often confined to particular jobs and 
have to work in the informal sector, exposed to unsafe 
conditions such as extreme temperatures, operating 
heavy machinery and other occupational hazards (112). 
Migrants usually have lower wages, worse working 
conditions and work for longer hours compared to 
local workers and many have multiple jobs to earn 
sufficient income (113, 114). In many host countries, 
migrant workers do not have employment rights, are 
not organized in unions and have limited job market 
access. Despite some positive legal reforms in Saudi 

Arabia and United Arab Emirates, migrant workers 
in GCC countries continue to frequently experience 
hazardous, sometimes deadly, working conditions, long 
hours, unpaid wages, and cramped and unsanitary 
housing (115). Migrant workers also face xenophobia, 
disdain and discriminatory attitudes, as outlined in 
Chapter 6. 

Migrant workers in GCC countries also face barriers 
accessing health care. For example, in Qatar, although 
workers are entitled to subsidized health care, employers 
often abuse the sponsorship system, leaving workers 
with no official identification or rights, and health care 
quality is also a concern. Other barriers include the 
cost of medical care, fines for taking days off and the 
unavailability of nearby health facilities (116). Conditions 
for migrant workers in the United Arab Emirates are 
outlined in Box 9.8.

A study of Nepalese workers in Qatar, Saudi Arabia 
and the United Arab Emirates found that only one third 
of the respondents were provided with insurance for 
health services by their employer. The study also found 
that lack of leave for illness, cost and fear of losing their 
job were among the primary barriers cited by migrant 
workers to accessing health care services (116).

A review of migrant workers in 16 countries in 2011, 
found that the percentage of occupational injuries 
among migrant workers was double that of native 
workers (118). A study investigating workplace 
accidents and perceived workplace health risks 

Box 9.8. The rights of migrant workers in United Arab Emirates (117)

Migrant workers, the majority from South Asia and South-East Asia, make up around 88.5% of the 
population in the United Arab Emirates. While some of these migrant workers are included under the 
country’s 1980s labour law, which set out the basic rights of workers, low-skilled migrant workers 
often fall under the kafala system, which excludes migrant workers from these protections. Migrant 
workers under this system are vulnerable to exploitation and abuse from employers and to passport 
confiscation, the withholding of wages and extortionate recruitment fees. A report by the International 
Campaign for Freedom in the United Arab Emirates in 2019 showed that while there have been recent 
amendments to the labour law to further protect migrant workers’ rights, many still face exploitation, 
forced labour and underpayment. Trade unions and strikes are banned in the United Arab Emirates, 
which further hinders the demand for change. 

among Nepalese migrant workers in Malaysia, Qatar 
and Saudi Arabia (2017), found that one in six migrant 
workers had experienced a workplace accident in 
their host country (119). Additionally, it was found that 
migrant workers in Qatar and Saudi Arabia had a 3.6 
times higher likelihood of experiencing a work-related 
accident, compared to migrants in Malaysia (119). 
Furthermore, migrant workers are less likely to be 
aware of their occupational rights and have knowledge 
of workplace safety (120). As such, they can be 
particularly vulnerable to adverse health outcomes 
related to work (121), as outlined in Box 9.9. 
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Box 9.9. Health issues of Nepalese female migrant workers in the Middle East (122)

A study to investigate health problems faced by Nepalese female migrant workers in the Middle East 
and Malaysia, including analysis of data from a sample of 1010 returnee workers registered with 
an emergency shelter in Nepal, all of whom had been engaged in domestic work in host countries, 
found that over half had worked in Kuwait, a quarter in Saudi Arabia and the rest in other Middle 
Eastern countries. Close to a quarter of the migrant workers had experienced a health issue in their 
host country, 40.9% had reported experiencing workplace abuse and 1.2% had suffered a work-
related injury (see Fig. 9.21). Additionally, 3.1% reported falling pregnant in the workplace, 50% as a 
consequence of rape/sexual abuse. 

Source: Simkhada et al. (2018) (122).

Fig. 9.21. Health problems experienced by Nepalese female migrant workers in the Middle East 
and Malaysia, 2009–2014
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Box 9.10. Occupational injuries and diseases among Saudi and non-Saudi insured workers

A study investigating trends in occupational injuries and diseases among Saudi and non-Saudi insured 
workers in Saudi Arabia between 2004 and 2014 (120), found that since 2013 there had been a general 
decrease in occupational injuries. However, it also found that the incidence of occupational injuries and 
diseases was 14 times higher among non-Saudi insured workers compared to Saudi insured workers 
and that occupational injuries/diseases were more likely to increase among non-Saudi workers. This 
was particularly so for those working in construction, trade, financing, real estate and engineering, and 
for service workers (120). 

Source: ILOSTAT (123).

Table 9.8. Non-fatal occupational injuries (per 100 000 workers) by migrant status in Qatar and Pakistan, 
2016 and 2018

There are very few countries in the Region with data on occupational injuries by migrant status. Data is particularly 
scarce in lower income countries in the Middle East and North Africa, despite high levels of migration. Qatar and 
Pakistan have data on non-fatal injuries by migrant status, as shown in Table 9.8. In all cases, rates were higher for 
migrant workers (123). 

Box 9.10 presents a case-study of trends in occupational injuries among Saudi and non-Saudi insured workers in 
Saudi Arabia.

Domestic workers often face exceptionally hazardous and exploitative conditions that impact their health, linked to 
the kafala system (124, 125). Reports have documented that Ethiopian female domestic workers in GCC countries 
are commonly subject to widespread violence, rape, beating, starvation and slavery-like practices, including sexual 
enslavement, excessive domestic work, debt bondage and servitude (126).

Country Migrant status of workers with non-fatal injuries Rate (per 100 000 workers)

Qatar (2016) Migrant 27.58

Qatar (2016) Non-migrant 10.85

Pakistan (2018) Migrant 591.00

Pakistan (2018) Non-migrant 545.00
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Table 9.9. ILO female migrant domestic worker surveys in Bahrain, Kuwait, Lebanon and United Arab 
Emirates, 2001–2002

N/A = not available 
Source: ILO (127).

There have been numerous reports of fatalities among migrant construction workers in GCC countries due to 
working in excessive heat. A study of levels of heat stress and fatalities among Nepali migrant workers in Qatar is 
summarized in Box 9.11. 

Box 9.11. The impact of heat stress on cardiac mortality in Nepali migrant workers in Qatar (129)

Qatar is a major destination for migrant workers from Nepal who work in construction. These migrant 
workers are often exposed to a number of occupational hazards including exposure to excessive heat. 
A study in 2019 investigated whether such heat exposure was associated with the deaths of migrant 
workers. Interviews were carried out with Nepali migrant workers, heat exposure data was collected 

Bahrain 
(2001)

Kuwait 
(2002)

Lebanon 
(2001)

United Arab 
Emirates (2002)

Average working hours per week 108 101 102 105

Overtime paid No No No No

Average days off per month 2 1.1 1 0

Health fees or social security coverage N/A 57% N/A N/A

Above 5 household residents per domestic worker N/A 41% N/A N/A

Physical, verbal or sexual abuse case out of total 47% 51% 37% 50%

Wages per month in US$ N/A N/A 100–300 150–200

Non-payment of wages 20.5% N/A 19% N/A

No. of domestic workers interviewed 34 301 78 51

% of female domestic workers out of total 
interviewed

100% 69% 100% 100%

Freedom of movement Controlled Controlled Controlled Controlled 

Coverage by labour laws No No No No

Withholding of passport by sponsor or employer Common  Common  Common  All the time

Studies conducted by ILO to investigate issues experienced by migrant female workers in the domestic sector in 
Bahrain, Kuwait, Lebanon and the United Arab Emirates identified issues relating to working hours, pay, workload 
and freedom of movement, as shown in Table 9.9 (127). The average number of working hours for these migrant 
domestic workers was high in all four countries (102–108 hours per week), particularly when compared to an 
international general standard of 48 regular hours of work per week (127, 128). However, despite the long working 
hours, none of the female migrant workers received overtime pay and they had only occasional days off.
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Note: Low education refers to primary and preparatory education level; intermediate refers to secondary education level (general or vocational); and 
high refers to above intermediate/university education level. Data for Saudi Arabia are from the 2002 population census. 
Source: IOM (2010) (130), based on national data from the Regional Report on Arab Labour Migration 2006, Population Policies and Migration 
Department, League of Arab States.

As well as being characterized by poor-quality working conditions, migrant labour is mostly provided by the lowest 
socioeconomic groups who are already at risk of poor health and low life expectancy. ILO has reported that the 
highest numbers of migrant workers in the Arab States are in those sectors where workers are more likely to be lower 
skilled and at risk of abuse, and to experience unjust working conditions, fraudulent practices and exclusion from 
labour laws (130). In five of the six GCC countries, primary education is the highest level of educational attainment 
among foreign workers (see Fig. 9.22) (131). 

and data on deaths and cause of death were collected from the records of Nepal’s Foreign Employment 
Promotion Board. The study found that the yearly death rate among Nepali migrant workers in Qatar 
averaged 150 deaths per 100 000 workers with cardiovascular problems cited as the major cause of 
death. The majority of individuals included in the study were working during the hottest months and 
there was a strong correlation between average monthly afternoon heat levels and mortality from 
cardiovascular disease. The results suggested that cardiovascular deaths were a significant issue 
and the study concluded that as many as 200 of the 571 deaths between 2009 and 2017 could have 
been prevented if effective heat protection had been implemented as part of occupation and safety 
programmes.

Fig. 9.22. Distribution of foreign labour in selected GCC countries, by education level, 2006
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Better quality employment and economic opportunities 
need to be made available to refugees and migrants. 
As stated in an ILO publication: “decent and stable 
jobs offer crisis-affected people not only income, but 
also freedom, security, dignity, self-esteem, hope, 
and a stake in the reconciliation and reconstruction 
of their communities” (132). Migrant workers who are 
forced to work informally can weaken the overall labour 
system; for example, they can drive wages down. 
Employees outside the formal/legal labour force are 
paid less than others for the same services and tasks 
which makes migrant workers, working for less money, 
more attractive to employers. Employees outside the 
legal labour force are paid less than others for the 
same services and tasks, which makes finding jobs in 
the formal system much more difficult. For example, 
refugees working illegally in Lebanon earned about 
40% less than the national minimum wage (112). 
This surplus of demand for unskilled labour provides 
financial incentives for employers to operate in the 
informal sector and competition for jobs is a major 
source of friction between non-migrants and migrants.

All countries in the Eastern Mediterranean Region need 
systems for the legal employment of non-citizens, 
refugees and immigrants and stronger enforcement of 
the rights of migrants to safe conditions at work and 
freedom of movement. Establishing a Region-wide 
set of labour laws, monitored and enforced by the 
ILO, specifically related to the safety and well-being of 
refugees and migrants would ensure the protection of 
their human rights and directly and indirectly improve 
their health and well-being. Enacting such policies 
will benefit host countries by expanding the tax base 
and encouraging economic growth and development. 
Regularizing labour markets for migrants and displaced 
people will have enormous health benefits for those 
at high risk of poor health and would make a major 
contribution to reducing health inequities. Some 
steps undertaken to build capacity for improving work 
conditions for migrants and refugees are outlined in 
Box 9.12.

Box 9.12. ILO’s project to improve conditions for migrant domestic workers in the Middle East 
(133) December 2012–May 2015 

In many Arab countries, labour laws do not cover migrant domestic workers. A regional project, Decent 
Work for Domestic Workers: Advocating Institutional Reform in the Middle East (2012–2015), was 
launched by the ILO to improve governance and protection of migrant domestic workers by providing 
options for national policy reform and institutions for protecting the rights of migrant domestic workers 
in Arab countries. The specific objectives of the project were to support the establishment of plans at a 
national level, which would improve the legal framework for the domestic work sector, and to support 
line ministries to enforce the labour rights of domestic workers. The main activities included organizing 
a regional conference on decent work for domestic workers, training key partners on ILO’s international 
legal standards for domestic work, and convening national workshops to promote the establishment 
of national strategies to support domestic workers. Key outcomes of the programme included an 
increased awareness of the normative framework for domestic workers and the drafting and submission 
to the relevant authorities of national strategies and action plans for decent work for domestic workers. 

TRAFFICKING AND SLAVERY 

According to the United Nations modern slavery is 
not defined in law, but is used as an umbrella term 
which essentially covers “situations of exploitation that 
a person cannot refuse or leave because of threats, 
violence, coercion, deception, and/or abuse of power” 
and violates basic human rights (134). Practices 

considered as modern slavery include forced labour, 
forced marriage, debt bondage and other slavery-like 
practices, including human trafficking (134). In terms 
of direct impacts on health, those who are subject 
to slavery are at high risk of physical injury, violence, 
serious mental health problems, exposure to infectious 
diseases and limited access to health care (135). 
Indirectly, trafficking and slavery damage all social 
determinants of health.
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A study by ILO and the Walk Free Foundation in the 
Arab States in 2016, estimated that there were 520 000 
people living in modern slavery, a prevalence of 3.3 
people per 1000 (137). Victims of forced labour made up 
the largest share of this, with a prevalence of 2.2 victims 
per 1000 (137). Forced labour, as defined by ILO, refers 
to “all work which is exacted from any person under the 
menace of any penalty and for which the said person 
has not offered himself voluntarily” (138). 

According to data from the Walk Free Foundation’s 
Global Slavery Index (2018), the Eastern Mediterranean 
Region had the second highest estimated prevalence of 

Source: Walk Free Foundation (2018) (136).

Fig. 9.23. Estimated prevalence of modern slavery (per 1000 population) by region, 2018

ILO have highlighted limitations in the data, especially 
in the Arab States, and that very few surveys have 
been conducted to investigate modern slavery, 
despite a number of reports of the occurrence of 
forced labour in this region (137). It is likely that 
estimates of the prevalence are likely to be much 
lower than the actual figures. 
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modern slavery (per 1000 population) when compared 
to other regions and just lower than Africa, as shown in 
Fig. 9.23.
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The highest estimated prevalence of modern slavery in the Eastern Mediterranean Region reported in 2018 was in 
Afghanistan, with a rate of 22.2 victims per 1000 (139). Rates of modern slavery were over 10 victims per 1000 in 
Afghanistan, Pakistan, Islamic Republic of Iran, Somalia and Sudan as shown in Fig. 9.24.

Notes: There are “substantial gaps in the evidence for the Arab States and Gulf Countries in particular. These gaps point to a significant underestimate 
of the extent of modern slavery in this region” (139). Modern slavery in these data includes both slavery due to force labour and slavery due to forced 
marriage.
No available data for occupied Palestinian territory.
Source: Walk Free Foundation (2018) (139).

Fig. 9.24. Estimated prevalence (victims per 1000) of modern slavery in countries in the Region, 2018
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A publication by IOM in 2015 outlined a strong statistical association between levels of instability in a country and 
modern slavery (140). Conflict within countries can lead to weakening of the rule of law, which enables traffickers and 
makes people, particularly refuges and migrants, vulnerable to human trafficking (135, 140). Conflict also reduces 
the ability of countries to respond to trafficking. Box 9.13 describes a programme that aims to support victims of 
trafficking in the Middle East and North Africa. 

Fig. 9.25 shows the percentage of victims of forced labour exploitation who are hold in debt bondage across ILO 
regions. The Arab States have a high percentage of forced labour victims who are held in debt, and the rate for 
women is the highest in the world.

Note: The ILO definition of Arab States includes: Bahrain, Iraq, Jordan, Kuwait, Lebanon, occupied Palestinian territory, Oman, Qatar, Saudi Arabia, 
Syrian Arab Republic, United Arab Emirates, Yemen.
Source: ILO (2017) (137).

Fig. 9.25. Percentage of victims of forced labour exploitation who are held in debt bondage, by sex and ILO region 
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Box 9.13. Action to protect and support victims of trafficking in the Middle East and North 
Africa (140)

A counter-trafficking workshop was held by IOM in 2011 for the Middle East and North Africa 
region, and was attended by government officials from 10 countries. In response to this, a 36-month 
programme, the Action to Protect and Assist Exploited and Vulnerable Migrant Workers in Middle 
East and North Africa project was developed by IOM. The main aims were to: improve the abilities 
of governments to apply international human rights to protect migrant workers; support the most 
vulnerable migrant workers; and reduce the occurrence of exclusion and discrimination towards migrant 
workers. A total of 243 victims of trafficking in the region were assisted through the programme. 
IOM also conducted a study with 162 of the cases supported by the project to better understand 
their experiences of trafficking. Data from the study indicated their experiences of exploitation and 
coercion during the trafficking activity, as shown in Fig. 9.26. For example, over half reported working 
excessive hours, 48% reported food and drink deprivation, 61% experienced physical abuse and 73% 
experienced psychological abuse. Most of the victims supported by the project came from outside the 
region, particularly from the Philippines.

Fig. 9.26. Means of coercion and exploitation (%) experienced by victims of trafficking

Source: McCormack et al. (2015) (140).
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Fig. 9.27. Percentage of children (aged 5–17 years) engaged in child labour (economic activities) in selected 
countries in the Region, 2012–2018

Source: UNICEF (2020) (145).

CHILD LABOUR 

Child labour is defined as “work that deprives children 
of their childhood, their potential and their dignity 
and that is harmful to their physical and mental 
development” (141). Child labour has been recognized 
as a significant global health problem and it increases 
short-term and long-term health risks and negatively 
impacts the social determinants of health (142). There 
are immediate health risks from hazardous working 
conditions, which are often associated with the nature 
of the work that is common in child labour. Some of the 
tasks undertaken by children are extremely hazardous 
and there are high levels of exposure to pollutants and 
harm from agricultural machinery and chemicals (143). 
Child labour also usually involves loss of education and 

lower levels of educational attainment, which relate 
to poorer health outcomes in later life. Engagement 
in child labour is closely associated with levels of 
poverty and conflict in the Region, and the COVID-19 
pandemic has likely increased child labour as a result 
of increasing poverty and school closures.

While ILO estimates for child labour suggest that 
levels in the Arab States are the lowest compared with 
other regions (144), this is likely to be a significant 
underestimate as data are unreliable. There are 
significant differences between countries in the Eastern 
Mediterranean Region. Afghanistan, Pakistan and 
Sudan have high levels of child labour, especially for 
boys (see Fig. 9.27) (145).

While accurate figures are hard to establish, countries affected by armed conflict have higher rates of child labour 
than others as education, income and employment opportunities vanish. Levels in Syrian Arab Republic and among 
Syrian refugees in Lebanon have increased significantly due to the impact of conflict (see Box 9.14) (146). 
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Box 9.14. Child labour and the interruption of schooling among Syrian refugees in Lebanon

A study in 2018, which investigated the working and living conditions of Syrian children in Lebanon, 
revealed the extent and impact of child labour among Syrian refugees and highlighted harsh and 
hazardous working conditions (146). The average age of starting work was 10.9 years, with the majority 
of work being in agriculture. Working conditions were also found to be particularly harsh for girls, 
with girls earning less than boys, working longer hours and being more likely to report working under 
pressure, with sharp or heavy objects, and having a health symptom at work. Furthermore, 79 of the 
survey participants reported knowing another child who had died as a result of a work accident. This 
study indicated that there are Syrian children as young as four who are forced to work and that many of 
these working children forgo education.

Despite the high rates of child labour in some countries in the Region, there are some legal protections for younger 
children (see Fig. 9.29). It is important that such legislation is enforced and child labour reduced through the 
provision of support to families and that, as in other countries in the world, incentives are available for families who 
send children to school to compensate for the loss of the income the children earn.

Fig. 9.28. Minimum age for light work (% of countries), by region, 2016

Notes: Data reflect the laws which were in place in each country as of October 2016. Light work refers to work which is “not likely to be harmful to 
their health or development and not such as to prejudice their attendance at school, their participation in vocational orientation or training programmes 
approved by the competent authority or their capacity to benefit from the instruction received” (147). No data available for Pakistan.
Source: World Policy Analysis Center (2020) (147).
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Pakistan is the only country in the Eastern Mediterranean Region which has no national minimum age for 
employment, as shown in Table 9.10, and children in Pakistan frequently work alongside their families. 

Box 9.15 outlines the National Framework to Combat Child Labour introduced in Jordan in 2011.

Table. 9.10. Minimum age for admission to employment in countries in the Region, 2016

Notes: Data reflect the laws which were in place in each country as of October 2016. Employment refers to any work which is not specified as 
hazardous or light work (148). No available data for occupied Palestinian territory. 
Source: World Policy Analysis Center (2020) (148).

Minimum age Country

14 years old Lebanon, Sudan

15 years old 
Bahrain, Egypt, Iran (Islamic Republic of), Iraq, Kuwait, Morocco, Oman, 
Saudi Arabia, Somalia, Syrian Arab Republic, United Arab Emirates, Yemen

16 years or older Afghanistan, Djibouti, Jordan, Libya, Qatar, Tunisia

No national minimum age Pakistan

Box 9.15 Efforts to combat child labour in Jordan, 2011 (149)

Jordan’s National Framework to Combat Child Labour was adopted in 2011 to support the systematic 
monitoring of child labour and collective action by key stakeholders, including the ministries of Labour, 
Education and Social Development. ILO implemented a programme to support the Framework from 
January 2011 to August 2016. The key objectives of the programme were to: raise awareness and 
strengthen the knowledge base on child labour; support the capacity of ILO constituents to implement 
the policy; and support the mainstreaming of child labour elimination in the national development 
policy framewor. The programme’s outcomes included the formation of a national committee to help 
coordinate and implement the Framework, the design and implementation of a web-based database on 
child labour, and enhanced capacity of social partners to tackle child labour. The Framework became 
operational in 12 governorates in Jordan. 
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COVID-19 AND EMPLOYMENT 

The COVID-19 pandemic has had significant adverse 
impacts on national economies worldwide, which 
has in turn impacted the labour supply. Those 
working in the informal economy are particularly 
vulnerable to the adverse impacts associated with 
this, given that they are often not covered by labour 
laws and regulations, including access to sick pay. 
Additionally, those in informal employment are often 
unable to work from home, such as agricultural and 
labour workers. As such, lockdowns can inhibit their 
ability to work and thus lead to loss of wages or to 
workers continuing to work without the appropriate 
preventive measures in the absence of alternative 
livelihood strategies, which puts their own health and 
that of their families at risk (150). 

The high prevalence of informal work in the Eastern 
Mediterranean Region means that a high proportion of 
the population is vulnerable to these adverse impacts. 
Governments in the Region have recognized the need 
for support for the informal economy during this period 
and there have been some targeted measures instigated 
to do this, mainly through cash transfers (151). For 
example, in Tunisia, a cash transfer programme was 
introduced to pay a designated amount (US$ 70) to 
over half a million households not affiliated with a social 
security scheme (151). Additionally, in Egypt, a one-off 
payment of 500 Egyptian pounds (US$ 31.87) was made 
to informal workers (151). However, cash transfers are 
typically temporary measures and are therefore unlikely 
to support workers in the long term, given the ongoing 
nature of the crisis. Unemployment and informal work 
are increasing across the Region as a result of COVID-19 
and containment measures, as outlined in Chapter 3.

SUMMARY AND 
RECOMMENDATIONS

Throughout this chapter we have stressed that being in 
good-quality employment is highly protective of good 
health. Work matters because it provides an income, 
which should be sufficient to support good health, 
but work is also important to health in other ways. 
It confers status, a sense of purpose and facilitates 
social connections and other psychosocial benefits. 
Across the Region, however, the potential positive 
contributions of employment to health are not being 
realised and work often damages, rather than supports, 
good health. 

The Region is experiencing high and increasing 
unemployment – the highest level among all global 
regions – which is highly damaging for health. 
Young people are particularly badly affected by 
unemployment, harming their long-term prospects and 
their health. Most of the countries in the Region do not 
provide unemployment support and unemployment 
carries a risk of destitution for individuals and 
households. We propose rapid introduction or 
extension of active labour market programmes to 
support people, especially young people, into work 
and the introduction or strengthening of unemployment 
benefit to provide some form of protection to those 
unable to find work. We also call for greater advocacy 
and awareness about the positive health impacts of 
good work, and conversely negative health impacts of 
poor-quality work and unemployment. While support 
for good employment is a vital health intervention, 
it is rarely framed as such and the health benefits 
of employment are not widely understood. For this 
reason, ministers of health should be involved in labour 
market programmes and other measures to support 
employment and good-quality work.

In Chapter 5, we made the case for establishing a 
minimum income for healthy living, which should be 
the basis for minimum wage policies – at present, 
much of the work available in the Region is so low 
paid it offers little protection from poverty and there 
are high rates of informal employment which lacks 
regulation, protection, regular income or hours. In line 
with United Nations recommendations, we suggest 
that measures are undertaken to regularize informal 
labour. Economic migrants seeking work are often 
employed in dangerous sectors, or subjected to abuse 
or even slavery. There is much more to be done to 
ensure safety at work for migrants, and to enforce 
legislation and protections for refugee and migrant 
labour. COVID-19 has harmed, and will continue 
to harm, employment prospects in the Region – 
unemployment will increase and the quality of work 
may well deteriorate further. These are urgent matters 
for governments and regional organizations including 
WHO, which must endeavour to prioritize work and 
unemployment as vital health measures.
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Recommendations  

1. To improve health equity, reduce unemployment with a focus on young people, 
    women and the long-term unemployed. 
• Introduce quality active labour market programmes, with a particular focus on providing 

formal employment for young people. 
• Introduce or strengthen unemployment benefit. 
• Conduct strong advocacy to recognize employment and unemployment as key health 

equity issues. 

2. Improve the quality of work to benefit health equity. 
• Make fair employment and decent quality work a central part of national policy agendas 

and development strategies, with strengthened representation of workers. Establish 
work safety standards, including for migrant workers.

• Introduce minimum wage legislation in all countries in the Region based on 
assessments of minimum income for healthy living.  

• Regulate systems of sponsorship to protect migrant workers from abuse and introduce 
formal protections for domestic workers.

3. Regularize informal employment and eliminate child labour, slavery and trafficking.
• Adopt ILO recommendations for transition from the informal to the formal economy.
• Introduce legislation and enforce the elimination of all child labour, slavery and 

trafficking. 

Relevant SDG targets

1.3, 1.4

3c

4.4, 4a

5.1, 5a, 5c

8.3, 8.5, 8.6, 8.7, 8.8, 
8b

10.2, 10.3, 10.4, 10.7

16.2, 16.3, 16.10, 16b
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HEALTHY AGEING

INTRODUCTION

While many older people in the WHO Eastern 
Mediterranean Region are able to live with relatively 
good health and well-being, the Region is marked by 
wide inequities in health and length of life between and 
within countries. These inequities relate to conditions 
experienced earlier in life, as we have described in 
previous chapters, and to conditions experienced in 
later life, which we assess in this chapter. The Eastern 
Mediterranean Region has insufficient levels of care 
and social protection, notably pensions, for older 
people, which makes protecting health in later life 
challenging. Family traditions and religious practices 
in the Region provide much support to older people, 
and many older people are still financially supported 
and intrinsic to family and community life, but the 
continuation of these practices at sufficient levels 
is unsustainable as the age structure in the Region 
changes.

Although the Region has a relatively young population 
by global standards, the proportion of older people is 
projected to increase substantially over the next 50 
years as the birth rate declines and life expectancy 
increases. This will lead to significant challenges in the 
Region as the traditional forms of support (from family, 
civil society, humanitarian and religious organizations) 
will not be able to bolster the relatively weak state 
support currently provided in most countries.

While older people’s health is profoundly shaped by 
conditions earlier in life, conditions in later life also 
have a great effect on their health. Income, levels 

of poverty and social protection, social interaction 
and social isolation, and access to health and social 
care for older populations are all key drivers of health 
and health inequities among older people. Local 
governments, cities, regions, faith-based organizations 
and voluntary and community groups can, and often 
do, take practical measures to facilitate physical and 
mental active ageing and to reduce social isolation. 
The health system also has an important role to play in 
encouraging healthy and active ageing, beyond offering 
affordable and equitable health management measures 
(e.g. physiotherapy). Support for active ageing would 
help to maintain and improve the capacities and health 
of older people and reduce demands on health care 
and care facilities. 

There is a growing global consensus that the health 
and well-being of older populations deserves more 
attention. The United Nations declared 2021–2030 the 
Decade of Healthy Ageing and committed to adopt a 
system-wide approach to support healthy ageing (1). In 
addition, WHO supports a number of initiatives to meet 
the needs of older people, such as the Global Network 
for Age-friendly Cities and Communities and the Global 
Campaign to Combat Ageism (2, 3). Publications by 
WHO in 2015 and 2016, the World report on ageing and 
health, the World Health Assembly’s adoption of the 
Global strategy and action plan on ageing and health 
reflect a model of healthy ageing that is focused on the 
functional ability of older people, rather than exclusively 
on the absence of disease (4–6). SDG 3 outlines that 
“ensuring healthy lives and promoting well-being for all 
at all ages is essential to sustainable development” (7), 
and this Commission would add that it is essential to 
health equity, both at older ages and during earlier life.



377

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

Fig. 10.1. Percentage of total population aged 65 years and older, by region, 2000–2019

Source: World Bank (2019) (9).
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Population ageing is a global phenomenon and, as outlined by the United Nations, is set to become “one of the most 
significant social transformations of the 21st century” (8). High fertility rates and decreasing mortality in younger age 
groups explain the current relatively youthful population in the Region. Compared with other regions around the world, 
the Eastern Mediterranean Region had the second smallest proportion of the population older than 65 years between 
2000 and 2019, slightly higher than sub-Saharan Africa. In addition, the older population in the Eastern Mediterranean 
Region has a slower rate of increase than other regions, apart from sub-Saharan Africa (Fig. 10.1).
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Fig. 10.2. Percentage of total population aged 65 years and older in countries and territories in the Region, 
2000–2019

Note: Population includes all residents regardless of legal status or citizenship.
Source: World Bank (9). 
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There was a slight increase in the population aged 65 and above between 2000 and 2019 in most countries of the 
Region. Tunisia had the highest proportion of the population aged 65 and older in 2019. All countries of the Region 
were below the world average of 9% of the population over 65 years (Fig. 10.2). 
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Fig. 10.3. Past and projected distribution of the population (%) in the Region, by age group, 1950–2050

Source: WHO Regional Office for the Eastern Mediterranean (10) based on United Nations data (11).

The United Nations predicts that there will be continued and accelerated growth in the proportion of the 
population aged 60 years and above and by 2050, this age group will make up 15% of the population of the 
Region (Fig. 10.3) (10, 11).
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Fig. 10.4. Percentage point increase in the population aged 60 years and older in countries and territories in 
the Region,z between 2015–2030 and 2030–2050

Source: UNFPA (2017) (12). Data for Afghanistan, Islamic Republic of Iran and Pakistan are from HelpAge International’s Global AgeWatch Index 2015 (13).
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UNFPA has estimated some particularly rapid increases between 2030 and 2050 in several countries of the Region 
(Fig. 10.4). Notably, Islamic Republic of Iran, Oman, Bahrain, United Arab Emirates, Qatar, Lebanon and Kuwait are 
all predicted to have over a 10 percentage point increase in the proportion of the population aged 60 years or older 
from 2030 to 2050.

2015–2030 2030–2050
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Notes: Old-age dependency ratio is the ratio of older dependents – people older than 64 – to the working-age population – those aged 15-64. Data are 
shown as the proportion of dependents per 100 working-age population (15).
Source: World Bank (2019) (14).
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Fig. 10.5. Old-age dependency ratio in countries and territories in the Region, 2009–2019

The old-age dependency ratio is the ratio of those aged 65 years and older to the working-age population aged 
15–63 years. Old-age dependency ratios are important to understanding the level of support that a working-age 
population can provide to an older population through financial resources from taxation as well as available time and 
capacity to help house and care for older people, if needed. The ratio for most countries of the Region is increasing 
but it is currently below the world average in all countries and territories (Fig. 10.5) (14). GCC countries have relatively 
low old-age dependency ratios, because of the high proportion of young foreign workers in the countries, who leave 
when they stop working.
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HEALTH AND DISABILITY AMONG 
OLDER PEOPLE 

Ageing is associated with increases in ill health and 
disability. However, the current levels and projections of 
high levels of disability and poor health for older people 
in the Region are not inevitable. Much can be done 
to support healthy and active ageing. At present, the 
prevalence of NCDs is high among older adults in GCC 
countries, and it is expected that the number of older 
adults with a chronic disease will increase by 50% in 
2030 compared with the number in 2015 (16). As outlined 
in Chapter 2, some of the NCD burden experienced by 
older people is preventable by reducing inequities in the 

social determinants of health throughout life. 

ESCWA’s definition of people with disability includes 
“those with long-term physical, mental, intellectual or 
sensory impairments, which in interaction with various 
barriers may hinder their full and effective participation 
in society on an equal basis with others” (17). Disability 
levels in older people vary considerably between 
countries and by gender in the Eastern Mediterranean 
Region (18). The proportion of older adults with a 
disability ranges from 1% to 39% in selected countries 
and territories of the Region (Fig.10.6). In addition, as the 
population ages, a higher proportion of women than men 
have a disability in most countries in the Region (19). 

Fig. 10.6. Proportion of older adults with a disability in selected countries and territories in the Region, by age 
and sex, 2007–2020

Notes: Data are based on national data compiled and verified through national statistics offices (16). Disability is defined by the Washington Group 
Short Set (of questions of functioning) approach as those who “have a lot of difficulty doing at least one basic activity in a core functional domain, 
hearing, mobility, cognition, communication or self-care” (20) used in the census or household surveys for Egypt, Iraq, Jordan, Morocco, occupied 
Palestinian territory, Oman, Qatar, Saudi Arabia and Yemen. Bahrain did not use the Washington Group Short Set approach and aligned their response 
categories according to their national definition.
Source: ESCWA (2017) (20).

Countries have different levels of support available to 
older people with disabilities and ill health, affecting 
both their own future health and the circumstances of 
their families. The health care available is discussed 
later in this chapter and in Chapter 12, but a number 
of countries in the Region have established policies for 
the care of older adults with disabilities. For example, 
in Lebanon, disability cards are provided to disabled 
citizens to give them access to various benefits and 
services including health care services. This has been 
done through the efforts of the National Programme 

for the Rights of Persons with Disabilities and up to 
31 000 older individuals have been supported through 
the programme (21). In Tunisia, government subsidies 
to offset added costs associated with disability are 
provided to older adults with disabilities and to their 
families (21). Generally, countries whose ageing 
populations are growing at a moderate pace, such 
as Jordan and Oman, have not instituted as many 
policies and programmes to support older people as 
countries whose ageing populations are increasing 
more rapidly (21). 
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MENTAL HEALTH OF OLDER 
PEOPLE

Later life can bring with it specific stressors which 
can affect mental health, such as the increased risk 
of chronic disease, loss of income sources, loss of 
a spouse, limited social engagement, and reduced 
or loss of function or mobility which could affect 
social engagement (22). In 2017, a United Nations 
report stated that mental health in older ages was 
of increasing concern in countries of the Region. 
While data were limited, some studies suggested that 
depression and dementia were a growing concern, 
particularly in countries whose ageing populations are 
increasing fast, such as Lebanon and Tunisia (17). In 
Lebanon, the life-time prevalence of having a mental 
disorder was 22% for older women and 12% for 
older men and this was strongly correlated with lower 
household income (23). 

Social isolation among older people can lead directly 
to mental and physical ill health and reduced well-
being. It also reduces the likelihood of healthy and 
active ageing. Global evidence suggests that more 
deprived individuals suffer more with loneliness as a 
result of social isolation and women experience much 
higher levels of loneliness than men (24). Research on 
adults aged 60 years and above in Oman in 2017 found 
that the main factors associated with loneliness in older 
adults included being female, being unemployed, being 
80 years or older, and having low income and having 
low levels of education (25). Older adults with higher 
education had better mental health scores (17, 25). 

The mental health of older people is generally 
underrepresented in programmes and policies in 
countries of the Region. However, some countries, 
particularly those with rapidly growing older 
populations, have introduced initiatives to address the 
mental health needs of elderly people. For example, 
Morocco’s 2009 national strategy relating to older 

people prioritized mental health as a key component 
to older people’s health and well-being (21). In slower 
ageing countries, such as Iraq and Sudan, mental 
health services are provided to older people (for 
example in care homes and mental health facilities) but 
they have not yet been integrated into programmes 
within primary health care (21). 

SOCIOECONOMIC INEQUITIES 
IN HEALTH AMONG OLDER 
PEOPLE 

Socioeconomic position is central in shaping life 
expectancy, healthy life expectancy and quality 
of life for older people in the Region. As we have 
described throughout this report, inequities in structural 
conditions and in conditions of daily life lead to 
widespread inequities in health and these are often 
manifested later in life. While disaggregated data are 
lacking in the Region to show the association between 
older people’s health and socioeconomic position or 
education level, global evidence consistently finds 
that higher education levels are associated with better 
health and well-being in older individuals (26, 27). An 
assessment of the influence of education on health in 
member countries of the Organisation for Economic 
Co-operation and Development (OECD) from 1995 
to 2015 found that adults with higher educational 
attainment had better health lifespans than those with 
fewer years of education (28). Evidence also suggests 
that a longer length of compulsory schooling reduced 
the risk of mortality (29). 

In countries of the Arab region for which data 
are available, shown in Fig. 17.7 a) and b), a high 
proportion of older people have low levels of 
educational attainment, suggesting their health is 
likely to be poor (17). These low levels of education 
relate to lack of access to education when they were 
young; however, access to education has improved 
dramatically in the past 50 years.
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Fig. 10.7. a) Educational attainment of males aged 60 years and older in selected countries and territories in 
the Region, 2015 

Fig. 10.7 b) Educational attainment of females aged 60 years and older in selected countries and territories in 
the Region, 2015

Note: No available data for Afghanistan, Islamic Republic of Iran and Pakistan.
Source: ESCWA calculations based on data from Lutz et al. (2014) (30).
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Fig. 10.8. Attainment of a secondary-school education in adults aged 60 years and older in Egypt, Jordan and 
Tunisia, by sex and residence, 2010, 2012 and 2014 

Source: ESCWA (2017) (21).

Despite the large numbers of older people who are likely to be vulnerable to poor health as a result of their low 
education, little planning/action has been taken in the Region to provide for their needs or to address the effects on 
health and social care systems and on families who are caring for these older people.

Low level of education is particularly evident among 
women and those in rural areas (Fig. 10.8), and these 
groups are likely to be disproportionately affected 

by adverse health associated with poor educational 
attainment throughout life and into older age (17).
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Box 10.1. Human rights and older people 

A number of countries of the Region have developed policies and strategies to ensure the human rights 
of older people, including Egypt, Iraq, Kuwait, Oman, Sudan and Tunisia (17). In Sudan, the rights 
of elderly people are guaranteed in the 2005 Constitution, which states that “the State guarantees 
the right to respect and dignity of the elderly and provides them with necessary medical care and 
services as regulated by law” (31). The rights of elderly people are covered in Article 83 of the Egyptian 
Constitutional Charter 2014, which guarantees a wide range of rights that should support the health 
and well-being of older people. The article asserts that “the State shall guarantee the health, economic, 
social, cultural and entertainment right of elderly people, provide them with appropriate pensions 
which ensure a decent life for them, and enable them to participate in public life” (32). Four laws 
have been enacted in Kuwait which cover the legal rights of older individuals. These include laws on 
social insurance and pension, laws on the rights of persons with disabilities, laws on health insurance 
for people who are retired and laws ensuring social welfare for elderly people (33). While these legal 
approaches are helpful, they need to be fully met and enforced in order to achieve their objectives.

The WHO Regional Office for the Eastern Mediterranean has documented policies which support healthy ageing in 
countries and territories of the Region (Table 10.1). Some countries have very little in place, others have made sporadic 
efforts. Most policies focus on health care services, but as we set out in this chapter, healthy and active ageing requires 
a broad range of programmes and policies in many sectors – social protection, national and local planning mechanisms 
and housing, as well as health and care services which concentrate on protecting well-being and health. 

POLICIES TO SUPPORT THE 
HEALTH AND WELL-BEING OF 
OLDER PEOPLE

As the population of the Region ages, the political 
power and voice of older people is likely to increase 
and expectations for government support will 
rise, particularly as the working-age population is 
increasingly unable to continue offering high levels 

of family support to older people. Many countries 
of the Region face increasing challenges to provide 
appropriate social protection systems and age-friendly 
environments and health care systems that are aligned 
to meet the needs of the growing older population. 
Some countries have established policies on the 
human rights of elderly people (Box 10.1).
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Table 10.1. Key policies, national strategies and programmes for healthy ageing in countries and territories of 
the Region, 2015 

Country Strategies, policies and programmes Proposed/in process

Afghanistan 

There are no clear national policies, strategies or 
plans of action for ageing populations and since 2010 
there have been no identified activities to strengthen 
the health of elderly people. 

Options for future activities are currently 
being explored by the Ministry of Public 
Health.

Bahrain

The Ministry of Health endorsed a national plan 
for the older population for 2009–2014. Specific 
directions of this plan include decreasing the burden 
of disease and disability, involving older people in 
decision-making and strengthening coordination 
between government and nongovernmental 
organizations. 

There is a proposal for the city of 
Manama to join the WHO Global 
Network of Age-friendly Cities and 
Communities.

Egypt

There is a national strategy on the elderly (2009–
2015). The Ministry of Health and Population 
provides health services through geriatric centres and 
underprivileged individuals are offered free treatment 
from the Government or through health insurance. 

Iran (Islamic 
Republic of)

A national council for the elderly was established 
in 1979. A care programme for elderly people is 
integrated into primary health care. Healthy lifestyle 
promotion is an essential component of this 
programme and there is coordination with other 
related programmes. Tehran is member of the Global 
Network of Age-friendly Cities and Communities.

Iraq

There are several strategic initiatives to improve 
health, social and financial support for older 
individuals which have been endorsed by the 
Government. A national action plan was incorporated 
into the NCD prevention and control strategy, which 
was endorsed in 2013. 

Jordan

There is a national action plan for ageing which 
ensures government-subsidized health coverage 
and medication for people aged over 60 years who 
attend public hospitals and do not have a pension 
or insurance. There is a national public health law 
which delegates oversight of health services for 
older people to the Ministry of Health. There is also a 
welfare strategy for the welfare of elderly people. The 
city of Amman is a member of the WHO Age-friendly 
Cities network.

Kuwait

The Ministry of Health and Ministry of Social Affairs 
have undertaken a number of sporadic initiatives for 
the health care of older people. An agreement with 
McMaster University in Canada also exists to help 
build up national capacity in geriatrics. 

Steps are being taken by geriatric 
health service administration to enact a 
comprehensive strategy to improve the 
quality of life of elderly people.
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Country Strategies, policies and programmes Proposed/in process

Lebanon

The Ministry of Health has a hospitalization scheme 
which is under the chronic diseases and medicine 
programme to help low-income households in 
obtaining necessary medications. A comprehensive 
government policy and pension plans for older adults 
are lacking but the Centre for Studies on Ageing, 
which is supported by the Ministry of Health and 
WHO, provides research for policy support. 

Libya

In 2009, a national strategy for active and healthy 
ageing was developed by the Government. In 2012, 
a department on caring for the health of elderly 
people was established under the National Centre for 
Disease Control. 

There are plans to train physicians 
in geriatric medicine in cooperation 
with WHO. The city of Zawiya is also 
planning to join the Global Network of 
Age-friendly Cities and Communities.

Morocco

Some interventions that are part of the health 
sector strategy are specific to older people, which 
include improving access to good-quality health 
care for elderly people, strengthening the skills of 
health professionals in care of elderly people and 
strengthening collaborations with other stakeholders. 
An article in the 2011 Constitution outlines the 
development of policies for those with special needs, 
including elderly people. 

Oman

A national programme on care of elderly people 
was launched in 2010 in line with the WHO policy 
on age-friendly primary health care. Comprehensive 
assessment and management of older people in 
primary health care settings are provided as part 
of this programme; there is also a home-care 
component. 

Pakistan

A national policy for the health of elderly people was 
developed in 1999. This policy includes the training 
of primary health care doctors in care of elderly 
people and provision of a multi-tiered system of 
health care providers for elderly people. However, the 
policy has not yet been implemented. 

Occupied 
Palestinian 
territory

There is no national multisectoral programme on 
ageing and the specific needs of elderly people have 
not been incorporated into the health service delivery 
system. However, there are national interventions 
aimed at supporting the elderly population. There is a 
department on ageing in the Ministry of Social Affairs 
which provides a stipend for elderly individuals living 
in poverty. A law for elderly people was developed by 
the National Higher Council on Ageing, but this is yet 
to be implemented. 

An initial assessment of the health 
of elderly people in the country was 
initiated by the Ministry of Health and 
the findings will be used to help to 
develop a strategy directed at ensuring 
the necessary support for elderly 
people. 
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Country Strategies, policies and programmes Proposed/in process

Qatar

A national strategy and action plan on ageing has 
been developed. A national association for care of 
elderly people was established in 2003 and provides 
health and social care services for older citizens. 
Retirees can apply for assistance from the Ministry 
of Social Affairs and the Higher Council for Family 
Affairs.

A mechanism for the coordination of 
the national strategy and action plan is 
being set up. 

Saudi Arabia

A national strategy for the health of elderly 
people (2010–2015) was developed and is being 
implemented through a programme for elderly 
health. The main features of this strategy include 
ensuring that primary health care centres are age 
friendly and promoting active and healthy ageing. 
Capacity-building of health professionals in the area 
of geriatrics is also ongoing.

Multidisciplinary rehabilitation 
programmes for elderly people are 
being considered. 

Somalia
There is no policy framework for elderly people and 
information on elderly people is lacking.

Sudan

The 2005 Constitution guarantees the rights of elderly 
people. However, there are significant barriers to 
ensuring the implementation of these rights. Efforts 
have been made to develop a national policy for 
elderly people, but a clear plan of action is still lacking. 

Tunisia

The duty of the family, society and the State to 
provide for elderly people was highlighted in a 1994 
law. There is a national programme to provide elderly 
individuals with assistance within their families and 
multidisciplinary mobile units provide health and 
social care to elderly people in their homes. 

United Arab 
Emirates

A strategy for the health care of elderly people has 
been adopted by the Ministry of Health and a primary 
health care programme for the care of elderly people 
is in place. This programme began in Sharjah in 
2003 and was extended to other areas in 2008. The 
objectives of the programme are directed towards 
providing comprehensive and follow-up services at 
home for patients and health education for elderly 
patients and their families. 

An agreement to enact a law to regulate 
the input of relevant partners to protect 
the welfare of elderly people has been 
made.

Note: No available data for Djibouti and Yemen.
Source: WHO Regional Office for the Eastern Mediterranean, country health profiles (34). 



390

CHAPTER 10   |    HEALTHY AGEING

SOURCES OF SUPPORT FOR 
OLDER PEOPLE

In many countries of the Region, the state has generally 
played a secondary role in the care for older people, 
with the primary responsibility traditionally being with 
a person’s family, mainly women, or other informal 
caregivers including, in some countries, women who 
live with families (17). Live-in foreign carers often work 
in precarious conditions and are required to provide 
care 24 hours a day for low pay. This situation is “rife 
with the potential of abuse from both the care-giving 
and care-receiving parties” (35) (see Chapter 9 for more 
information). 

Households in Arab countries are generally still large 
compared with other regions of the world and, until 
recently, averaged 1.5–2 older relatives per household 
(36). The tradition of caring for older family members 
is based partly on religious and cultural norms which 
emphasize the responsibility that younger family 
members have to their elders (37). However, the lack 

of formal care alternatives is also a contributing factor 
to older people being cared for by younger relatives 
(37). However, these traditions are changing because 
couples are marrying later, having fewer children and 
moving more frequently (38). As a result, increasing 
numbers of older people are living on their own, usually 
women (39, 40). Regulation of care homes, found to 
be crucial during the COVID-19 pandemic, is largely 
absent in the Region. Lebanon has standards for 
nursing homes but no regulations, and 97% of these 
homes in the country are privately run (35). 

Household size can be a proxy indicator for assessing 
the living situation of older people, with decreases in 
household sizes often being cited as a signal for the 
need to plan other sources of support and care for 
older people (17). While households in countries of 
the Region are generally large, slight decreases in the 
size are apparent between 1990 and 2012, implying a 
decrease in the proportion of older people living with 
younger relatives (Fig. 10.9). 

Source: ESCWA (2018) (17). 

Fig. 10.9. Average household size in selected countries in the Region, 1990, 2000 and 2012
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While many older people prefer to live with their 
families, and doing so supports their health and well-
being, there are disadvantages. Younger household 
members, usually women, have an additional burden 
of care and supporting older people is a considerable 
drain on household finances and limits opportunities 
for employment. As the population of the Region 
ages, there will be significantly lower numbers of 
income-earners to provide for this older population. 
Furthermore, rates of youth unemployment are high in 
the Arab region placing enormous financial pressures 
on families (37). These sociodemographic changes and 
economic pressures may undermine traditional informal 
arrangements for providing care for older people in the 
Region and could leave more older people in poverty 
because the availability of adequate pensions for 
older people is very limited (41). The financial strain on 
younger family members is likely to push many more 
families into poverty (42). However, few empirical data 
are available on the extent of the financial costs of 
family caregiving in the Arab region as little research 
has been done (43). 

The 2002 Arab Plan of Action on Ageing endorsed 
intergenerational solidarity as an important component 
of social development and several countries and 
territories of the Region have legislation to support 
such solidarity. For example, in Bahrain, Jordan, 
Kuwait, Morocco, occupied Palestinian territory, 
Qatar and Yemen, laws and policies are in place that 
hold near relatives responsible for their older family 
members (44). However, these laws limit opportunities 
for younger people, usually women, to work and live a 
life outside domestic duties. 

Caring for a cohabiting frail or disabled older individual 
can place considerable emotional, physical and 
financial strain on the caregiver and can result in lost 
work opportunities and a reduction or loss of income. 
In addition, this situation can have adverse health 
outcomes for the caregivers themselves (44). Informal 
carers may not be equipped to provide for the type of 
care associated with ageing, particularly in the case 
of complex needs, for example for those with multiple 
morbidities or dementia (37). 

Some countries of the Region have implemented 
policies or programmes which provide social support 
to caregivers of older people: for example, Bahrain, 
Egypt and Lebanon have programmes that provide 
training to caregivers to help to build their capacities 
to look after older people living in their home or living 
with relatives (44). However, the difficulties associated 
with caring for older people are still under-investigated 
in the Region and require further research, particularly 
given the projected continued increase in the elderly 
population. In 2021, WHO will conduct a survey on 
the implementation of integrated care for older people 
(ICOPE). The WHO ICOPE package of tools offers an 
approach that helps key stakeholders in health and 
social care to understand, design and implement a 
person-centred and coordinated model of care. By 
providing evidence-based tools and guidance specific 
to every level of care, ICOPE aims to help health 
systems support healthy ageing and maximize older 
people’s intrinsic capacity and functional ability (45). 
Existing initiatives have also shown that supporting 
older people in communities can help to relieve the 
pressures on families and improve the health and well-
being of older people (Box 10.2).

Box 10.2. Initiatives to support “ageing in place” in Tunisia

State-funded care and support for active ageing and engagement has increased in some countries 
of the Arab region. In Tunisia, clubs have been created for older people to socialize and there is a 
national registry of older people and their skills so they can be given the opportunity to engage in 
development (21). A surrogate family programme was launched in 1995, which provides volunteer 
host families for older people in exchange for a monthly allowance of about 150 dinars (US$ 55) from 
the Government (21). This programme aims to support the psychological and emotional well-being of 
older people and strengthen intergenerational relations by providing older people with good-quality 
living conditions in a family environment. Evaluations by regional administrations of social affairs are 
carried out to ensure the family and the older individual meet the programme’s standards (21). 
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Changes in the traditional family structures in the 
Region have meant that care homes for older people 
have become increasingly important in supporting 
their health and well-being. The occupied Palestinian 
territory has the highest number of elderly care homes 
per 100 000 people aged 60 years and above 

(34 per 100 000), followed by Lebanon (18 per 100 000);
mostly these are provided by civil society 
organizations (21). However, in most countries of the 
Region, very few care homes are provided by the state 
for older people (Fig. 10.10). 

Source: ESCWA (2017) (21).

Figure 10.10. Number and type of elderly care homes (per 100 000 people aged 60 years and older) in selected 
countries and territories in the Region, 2017

POVERTY IN OLDER PEOPLE 

Older people tend to reduce their working hours or 
become unable to work because of physical limitations 
or reduced employment opportunities. If they do 
continue working, they often receive lower wages (46). 
Without sufficient social protections, older people 
have to rely on their own assets and savings or family 
support for financial security. For many, this support 
is unavailable or insufficient to ensure adequate 
financial security in older age. This situation, combined 
with health and care costs, means older people are 
particularly vulnerable to poverty (46). High youth 
unemployment and rates of informal work, and high 
rates of poverty in some countries of the Region, mean 
many families do not have enough income to provide 
adequate intergenerational support (39). This is likely 
to reduce the health and well-being of older people as 
the working poor are increasingly unlikely to be able to 
contribute to their well-being as they have done in the 
past (40).

The risk of poverty in later life is influenced by 
socioeconomic factors in earlier life, for example 

income, education, employment and the quality of 
employment. As such, inequities in experiencing 
poverty across income, education and employments 
groups in later life are partly driven by a lifetime 
of inequities in the social determinants of health. 
As stated in the Political Declaration and Madrid 
International Action on Ageing (2002): “where poverty 
is endemic, persons who survive a lifetime of poverty 
often face an old age of deepening poverty” (47). This 
situation can lead to people working far beyond the 
legal age of retirement in some countries of the Region; 
it is estimated that more than 80% of men beyond 
retirement age are in work (36).   

Little regular information is available on poverty among 
older adults in countries of the Region. However, 
some country-level data are available for certain 
years. Unpublished data from the World Bank show 
that in 2006, 4.6% of elderly people in Jordan were 
considered to be “poor” and in 2010, data from the 
Department of Statistics showed that poverty among 
older people in Jordan had increased to 6.6% (48). 
Some countries of the Region have policies and 
programmes in place to support the financial protection 
of older people (Box 10.3).
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Box 10.3. Policies and programmes to improve incomes for older people

Djibouti
In June 2019, two bills to accelerate poverty eradication were adopted by the National Assembly of the 
Republic of Djibouti. These bills included a law promoting the National Strategy for Social Protection 
(2018–2022) and a bill on the social and solidarity economy (49). One of the four strategic priorities as 
part of the National Strategy for Social Protection was specifically aimed at older people and it set out 
a priority to guarantee income protection for elderly people who had no family support (49). The overall 
objective of this priority is to allow people aged 65 or older who are not pensioners and people with 
disabilities to have an income that protects them from poverty (49). The objectives include providing an 
old-age allowance and preparing a law for the protection of elderly people (49).

Lebanon
In Lebanon, the Beit el Baraka nongovernmental organization was launched in December 2018 with 
the vision of “a Lebanon where families can live a secure, valued and respectable life with access 
to social security, education and retirement pensions for all” (50). As part of their work, a free 
supermarket, which depends on donations from food companies, has been provided where elderly 
people can shop for essential items for free (51). The programme has also served to provide financial 
assistance to retirees with poor financial security and who may be struggling to pay for electricity, 
water or municipal bills (52). 

Somalia
The Somali-Heal-Age Association is a local nongovernmental organization established in 2003. It aims 
to eradicate poverty among vulnerable Somali communities including elderly individuals by addressing 
their immediate needs and advocating for their basic social, cultural and economic rights through relief, 
recovery and development programmes (53). The recovery projects of this programme are directed 
towards establishing small income-generating activities and microfinance programmes for elderly and 
disabled individuals (53). The programme also supports older individuals in remote and rural areas 
and camps for IDPs through the provision of wheelchairs, donkey carts and walking sticks, as well as 
nutritious food and non-food items such as mattresses and blankets (53). It was reported that 60% 
of the needs of vulnerable elderly and disabled individuals living IDP camps were met through food 
vouchers and cash relief distributions (53). 
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INEQUITIES IN ACCESS TO 
SOCIAL PROTECTION FOR 
OLDER PEOPLE

Adequate social protection systems, which include 
pensions, are essential to reduce the risk of poverty 
and poor health in older age (17). Most countries of the 
Region provide some level of social protection in later 
life, but the coverage varies considerably (Fig. 10.11). 
Generally, public expenditure on social protection is low 
in countries of the Region, as explained in Chapter 5, 
and this is also the case with pensions and other related 
benefits (excluding health) for those above the statutory 
pension age (17). 

Social protection expenditure on pensions and other 
benefits for older people in some countries of the 
Region is less than 5% of GDP (Fig. 10.11). In 2017 
in Arab countries, 2.6% of GDP went towards social 
protection for pensions and other benefits, excluding 
health, for people above the statutory pensionable 
age (17). In comparison, in OECD countries, public 
spending on cash for old-age pensions and survivor 
benefits was, on average, 8% of GDP in 2015 and 
public pensions were the largest single government 
social expenditure, accounting for 18.4% of total 
government spending in 2015 (54). Data from ILO on 
public expenditure on pensions and other benefits, 
excluding health, show that the Arab States and 
Northern Africa have the lowest levels of such 
expenditure, after sub-Saharan Africa and South-
Eastern Asia (55).

Notes: Social protection is defined nationally, although the standard areas of social protection are: health care, sickness, old age, unemployment, 
employment injury, family and child support, maternity, disability and survivor benefits. Other benefits include, for example: agricultural input subsidies, 
youth employment programmes, school feeding programmes and subsidized transport (56). No available data for Afghanistan, Sudan, Somalia, 
occupied Palestinian territory, Qatar, Oman or the United Arab Emirates.
Source: ILO (2017) (57). 

Fig. 10.11. Expenditure on public social protection for pensions and other benefits, excluding health, for older 
adults in selected countries in the Region, 2004–2016
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With regard to pensions, the average proportion of people older than the statutory pensionable age who receive a 
pension in the Region is 24.2% (excluding Bahrain, Lebanon, Saudi Arabia, Somalia and United Arab Emirates for 
which data were not available), considerably lower than the world average of more than 60% for 2017–2019 (55). 
Coverage of old-age pensions varies substantially between countries of the Region, ranging from 5% to over 50% 
(Fig. 10.12).

Low rates of pension coverage in the Region are because of the predominance of contributory pensions in countries. 
The Eastern Mediterranean Region has the highest proportion of countries with only contributory pensions available 
compared with other regions in the world (Fig. 10.13). Contributory pensions are associated with an individual’s 
earnings during their working years, while non-contributory pensions do not require individual contributions but are 
paid according to age, residency or to those in need (58). Informal work is generally not covered by social security 
contributions by either the employer or the worker (59). Given the high prevalence of informal work in the Region, 
large numbers of people are not covered by pension schemes. The type of government pension scheme (% of all 
government schemes) by region are shown in Fig. 10.13.

Source: ILO (2019) (55).

Fig. 10.12. Proportion of the population above the statutory pension age who receive a pension in selected 
countries and territories in the Region, 2006–2015 
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Notes: Contributory pensions are a benefit that individuals are entitled to when they have paid into a retirement fund. Non-contributory pensions 
are benefits that individuals are entitled to without having paid into a retirement fund. No government pensions means that the government does 
not provide any kind of contributory or non-contributory old-age benefit. Contributory pensions only means that only individuals who have paid 
into the government retirement system are entitled to receive benefits. Non-contributory pensions only means that the government only provides a 
non-contributory benefit to elderly people. Both contributory and non-contributory means that the government provides a contributory and a non-
contributory old age benefit. 
Source: World Policy Analysis Center (2020) (60).

Fig. 10.13. Income protections for elderly people, by region and type of protection scheme, 2012

In every country and territory of the Region included in 
Table 10.2, military personnel are covered by a general 
pension or a separate pension scheme, or partially 
covered in the case of Afghanistan. In addition, in 
most countries, civil servants and employees in 
state enterprises and public administration are also 
entitled to pensions (Table 10.2). However, as shown 
in Chapter 5, employment in state enterprises and 
public administration is declining as the public sector 

is reduced in most countries. Temporary employees, 
agricultural workers, the self-employed and domestic 
workers and foreigners have the lowest pension 
coverage. Of note is the fact that the wealthiest 
countries have some of the lowest pension coverage 
while some of the poorer countries have made 
considerable strides in providing access to pensions 
– Egypt, Jordan, Libya and Tunisia have pension 
coverage of over 50% (61). 
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Table 10.2. Coverage of public pension schemes in countries and territories of the Region 
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Afghanistan +/– + – – – – – – – –

Bahrain x x + + +/–a – +/– (+) x +

Egypt x x + + + x + x x +

Iran (Islamic 
Republic of)

x x x + + + N/A (+) (+) +

Iraq x x x x + – + – – +

Jordan + + + + + – – (+) – +

Kuwait x + + + + + + N/A + –

Lebanon x x x x + – + – – –

Libya x + + + + + + + + +

Morocco x x x x + +/– +/– – + +

Oman x x x + + – + – – –

Pakistan + + + +/– +/– – – – – –

Occupied 
Palestinian 
territory

x + + – – – – – – –

Qatar + + + – – – – – – –

Saudi 
Arabia

x + + + + – – (+) – –

Sudan x + + + + – – – +/–

Syrian Arab 
Republic

x x x + + +/– + (+) (+) +

Tunisia x x x x + + x x x +

United Arab 
Emirates

x + + + + – – – – –

Yemen x x x x + – – – – +

a Only people employed by enterprises with at least five employees. 
Notes: + = covered by the general pension scheme; x = covered by a separate pension scheme; – = not covered; +/– = partially covered; (+) = may 
enrol on a voluntary basis in the general pension scheme but must pay the entire contribution (employer and employee share) except in the Islamic 
Republic of Iran where the employer share, is financed by the Government; N/A = no available information. Somalia published a social protection plan 
in 2019, the single mention of older people in this plan is that they are a vulnerable group (62). No available data for Djibouti. 
Source: Loewe (2009) (61), ILO (2019) (63), OCHA (2020) (64) and Bilo et al. (2020) (65).
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In addition to informal workers, economic migrants, 
refugees and women are less likely to be covered by 
contributory pensions (37). In 2017, research found 
that elderly women in the Middle East and North Africa, 
which includes a number of countries of the Region, 
had lower rates of pension coverage than men: 27% 
for women and 47% for men (57, 66). Lower rates of 
female pension coverage are largely due to women’s 
lower participation in formal work because of 

Migrants are largely excluded from social protection 
offered by pensions in the Region. GCC countries do 
not include foreign workers within their social security 
coverage (17). In Bahrain, non-nationals are excluded 
from pension scheme benefits (61) even though over 
half of the employees in Bahrain are migrant workers, 
meaning that half the working population is likely to 
be excluded from pension coverage (61). With the 
exception of Qatar and United Arab Emirates, based 
on certain conditions (Box 10.4), GCC countries do 

Source: ILO (2018) (69).

Fig. 10.14. Active contributors to a pension scheme in the working-age population (15–64 years) in selected 
countries in the Region, by sex, 2007–2015

child-rearing, domestic duties and caring for older 
relatives and other family members (67). In addition, 
for women who do work in the Region, periods of 
absence due to child care are not protected nor do 
women receive credits for taking career breaks to care 
for children (68). The proportion of women of working 
age who are contributing to a pension scheme is much 
lower than men in countries of the Region (Fig. 10.14). 

not permit migrant workers to remain in the country 
beyond retirement age, and they are therefore excluded 
from any benefits or pension coverage (17). Migrant 
workers have to return to their home countries on 
retirement, which is likely to result in considerable 
financial insecurity if their home countries do not have 
non-contributory pension schemes. Returning migrants 
will have to rely on other income sources, such as their 
own savings or family support. 
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Box 10.4. Older migrant workers in the United Arab Emirates

In 2018, the United Arab Emirates announced that it would allow migrants to stay on long-term visas 
following retirement provided that they owned their own property which was worth a minimum to 
2 million dirhams (just under US$ 550 000) or they had savings of 1 million dirhams or more (about 
US$ 270 000) or a monthly income of 20 000 dirhams or more (just under US$ 5500); this would 
come into effect in 2019 (70). Expatriate employees not eligible for national government pensions can 
benefit from a statutory end-of-service payment for their work during their term of employment (71). 
An employee needs to have worked for more than a year to be entitled to a gratuity payment (72). An 
employee who has worked for more than 1 year but less than 5 years is entitled to gratuity pay based 
on 21 days salary for each year of work. An employee who has worked for more than 5 years is entitled 
to 30 days salary for each year worked after 5 years (72). A survey in 2019 found that 43% of employees 
are relying on their end-of-service benefits for their post-retirement financial needs (73). Research 
in 2019 concluded the end-of-service gratuity is unlikely to be enough to support a comfortable 
retirement in the United Arab Emirates (74). 

Older people in conflict-affected countries of the 
Region are particularly vulnerable to the lack of social 
coverage as a result of the economic volatility, declines 
in GDP and other economic trends arising from conflict. 
These conditions can consequently affect pension 
funds and other programmes related to social security, 
such as health care (17). 

INEQUITIES IN ACCESS TO 
HEALTH AND CARE AND OTHER 
SERVICES FOR OLDER PEOPLE

As described earlier, health care needs generally 
increase with age and are greater for older people 
than younger age groups. However, older people are 
often particularly disadvantaged in terms of access 
to appropriate, good-quality and affordable care (75). 
Health and long-term care services which focus on the 
specific health needs of older people are lacking in the 
Region and public health coverage is weak, meaning 
that people can face high out-of-pocket expenses 
for health care (17). Being without health insurance 

or access to social programmes covering health can 
consequently place older individuals and their families 
under considerable financial pressure to cover medical 
expenses, particularly poorer people who may be 
driven deeper into poverty as a result (17), or may be 
forced not to seek treatment. 

Older people in conflict-affected countries face 
additional challenges in accessing health services due 
to limited resources, damaged medical facilities and 
weakened institutional capacities, and hence poor 
health systems (17). This situation therefore increases 
the vulnerability of older people in these places to 
disease and disability and premature death. Older 
migrants and refugees also face particular health 
challenges and are likely to have experienced situations 
very damaging to their health throughout their lives; for 
example, exposure to trauma and economic hardship 
before and after migration, such as separation from 
family and social isolation which are all risk factors 
for poor mental health (76, 77). Older refugees and 
migrants frequently have their specific health needs 
overlooked in programmes established to assist 
vulnerable populations (Box 10.5).
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Box 10.5. Health needs and status of older refugees from the Syrian Arab Republic 

A study was conducted on the health status and health needs of older refugees arriving in Lebanon 
from the Syrian Arab Republic between March 2011 and March 2013 (78). The study included a sample 
of 210 refugees older than 6o years who were receiving assistance from the Caritas Lebanon Migrant 
Center and the Palestinian Women’s Humanitarian Organization. Qualitative and quantitative data were 
collected by social workers in 2013. Over two thirds of the participants considered their health status 
to be poor or very poor and most reported having at least one NCD. In addition, more than 85% of 
these older refugees had difficulty affording medicines and many had an inadequate diet. Most of the 
participants (61%) reported feeling anxious and a large proportion experienced feelings of depression 
and loneliness. Older refugees from the Syrian Arab Republic are a very vulnerable population who are 
in need of targeted assistance and health surveillance (78). 

Box 10.6. Supporting older people in the Region 

In Bahrain, government-sponsored mobile units provide home-care services for people older than 60 
years, particularly those who are unable to reach health centres (79). The service was transferred in 
2008 from the Ministry of Social Development to the Ministry of Health. Each mobile unit consists of a 
specialized team including a nurse, technician and driver. The teams visit elderly people in their homes to 
provide them with health care, psychosocial health services, nursing and family counselling services (79). 
The services are provided 6 days a week to all health regions of the country. 

In Jordan, 53 private-sector companies registered with the Ministry of Health provide home care for 
older people (37). In Kuwait, home care for older people is free for Kuwaiti nationals (37). In Morocco, 
nongovernmental organizations provide free medication and medical consultations for elderly people who 
are in need, as well as support for families and caregivers of older people with Alzheimer’s disease (37). In 
Oman and Saudi Arabia mobile clinics and home care are offered by the government (37). 

In Tunisia, multidisciplinary mobile teams organized by the Union of Social Solidarity (a nongovernmental 
organization) provide free home-based health services for elderly people (80). This programme has been 
in operation since 1992. In 2012, the programme had 42 teams and 4080 older people benefited from 
the service. 

As well as making health care services freely available for older people, these services need to be specifically developed 
to cater for the needs of older people. In many countries, such programmes for older people have been initiated and 
funded by civil society and faith-based organizations, which are sometimes subsidized by public funds (Box 10.6). 
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The conditions in which older people live can have 
a significant impact on their physical and mental 
health and well-being. Older people who are less 
well-off are more likely to live in poor-quality housing 
and environments that are not conducive to social 
integration, exercise, mobility or preventing ill health (27). 
However, few data are available on the living conditions 
of older people in the Eastern Mediterranean Region. 

Health care systems in the Region need to develop 
programmes to prevent deterioration in the health of 
older people and to encourage and facilitate healthy 
and active ageing for older people. Such programmes 
can focus on encouraging older people to engage 
in social interaction, cognitive development and 
physical activity. Living in poverty, in poor-quality 
housing and environments, being socially isolated 
and experiencing major life transitions such as 
bereavement are important risks factors for both 
mental and physical ill health. Health systems urgently 
need to act to reduce these social and economic risks 
for ill health (see Chapter 12), as well as to treat ill 
health once it has presented.

OLDER PEOPLE AND ABUSE 

Globally, one in six older people experiences some 
form of elder abuse (81, 82). Abuse of elderly people 

can have a significant effect on an older person’s 
health and well-being (81). Specific health effects 
can include physical injury, stress, depression and 
anxiety (81). Elder abuse can also increase the 
risk of nursing home placement, hospitalization 
and death (81). However, elder abuse remains 
largely under-investigated, particularly in the 
Eastern Mediterranean Region. Research indicates 
that isolation, abuse and violence towards older 
people is at a high level in the Region; for example, 
data collected suggest that the prevalence of 
maltreatment of older persons ranges from 1.2% to 
43.7% (21, 83). Women were more likely to report 
experiencing mistreatment than men (21, 84).

In the absence of research, the prevalence of elder 
abuse by region was estimated from the results of 
a systematic review and meta-analysis in 2017 (82). 
Studies included in this systematic review include 
those relating to overall abuse as defined as “single, 
or repeated act, or lack of appropriate action, 
occurring within any relationship where there is an 
expectation of trust which causes harm or distress to 
an older person” (82) and includes physical, sexual, 
psychological, financial or emotional abuse as well 
as neglect (82, 85). The results of this study indicated 
that the Eastern Mediterranean Region had the 
highest prevalence of abuse for older men and women 
(Fig. 10.15). 

Notes: Results for the Eastern Mediterranean Region are based on data from two studies. Abuse includes physical, sexual, psychological, financial or 
emotional abuse as well as neglect. 
Source: Yon et al. (2017) (82).

Fig. 10.15. Estimated prevalence of elder abuse by region and sex, 2017 
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Compared with other regions, the response by ESCWA 
member states to elder neglect and mistreatment 
through policies and programmes has been slow (21). 
A 2017 ESCWA report pointed to legal deficiencies 
in detecting perpetrators of elder abuse which could 
discourage older individuals from reporting violence 
and ultimately lead to an underestimation of the 
occurrence of abuse (21). Policies and laws have not 
been designed specifically to address violence against 
older people, rather they have focused on family 
protection and personal status laws which benefit 
the general population. Research is needed to better 
understand the problem of elder abuse in the Region, 
particularly for older women, and to develop best 
practices in reducing the risk to older people. 

SUPPORT FOR ACTIVE, 
HEALTHY AGEING

Support and encouragement of healthy and active 
ageing will help reduce preventable ill health among 
older people and improve their well-being. Furthermore, 
with a focus on greater equity in active healthy ageing, 
programmes can improve the quality of life of all 
people older than 65. For example, at the national 
level, policies and programmes can be developed 

which incorporate the principles of active ageing. Local 
government and communities can introduce practical 
measures to facilitate active ageing, such as walking 
lanes, enabling older people to cross busy roads and 
community centres that run activities for older people 
to enhance their physical and mental well-being. 
Health systems can promote health and well-being 
among older age groups, reducing ill health and service 
demand and use. 

The WHO Global Network of Age-Friendly Cities and 
Communities was established in 2010 to support 
cities and communities in becoming more age-
friendly. The network helps facilitate the exchange 
of experiences and learning between cities and 
communities worldwide with the shared vision of 
creating environments that support healthy and active 
ageing (86). WHO provides support and guidance to 
countries on promoting active ageing and becoming 
age-friendly (Box 10.7). The network of age-friendly 
cities and communities currently includes 1000 cities 
and communities in 41 countries worldwide (86). Some 
cities of the Region have joined the WHO age-friendly 
city network, two of which are described in Box 10.8. 
Researchers are also supporting the move towards a 
more active and healthy ageing approach in the Region 
(Box 10.9). 

Box 10.7. WHO support for age-friendly cities 

The health of the elderly programme in the Region supports countries in building “societies for all ages” 
(87). Based on the revised regional strategy (2006–2015), the programme serves to help countries of 
the Region to develop national strategies for active and healthy ageing and to adopt WHO initiatives on 
age-friendly cities and communities (87). 

WHO’s guide to measuring the age-friendliness of cities identified the core outcomes to ensure 
accessible physical environments and socially inclusive environments. These include: neighbourhood 
walkability; accessibility of public spaces and buildings; accessibility of public transportation vehicles; 
accessibility of public transportation stops; affordability of housing; positive social attitude toward older 
people; engagement in volunteer activity; engagement in paid employment; engagement in sociocultural 
activity; participation in local decision-making; availability of information; availability of health and social 
services; and economic security (88).
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Box 10.8. Age-friendly cities in the Region

Islamic Republic of Iran
“Tehran: an age-friendly city” was enacted by the Islamic city council in order to support Tehran to 
become more age-friendly for its older residents, beginning in 2008 (89). The municipality of Tehran 
is tasked with using construction, cultural, social and welfare activities and other related services to 
improve the status of older people in the city in cooperation with other executive agencies and by 
drawing on public participation, especially of older individuals (89). Specific activities include: designing 
and constructing appropriate pavements and roads and other types of infrastructure, such as public 
seats and benches that can be used with ease by older people; supporting the establishment of social, 
cultural and sports centres for older people; and ensuring public transport options suitable for the needs 
of older people (89). In addition, in 2019, the municipality of the city of Isfahan signed a memorandum of 
understanding with UNFPA to support the city in better meeting the needs of older citizens by becoming 
an age-friendly city (46). 

Sharjah age-friendly initiative 
Sharjah in the United Arab Emirates was one of the first Arab cities to join the WHO Global Network of 
Age-Friendly Cities and Communities in 2017 (90) with the goal of making services and programmes 
and basic infrastructure age-friendly in order to achieve happy and safe ageing (90). The institutions that 
signed up to the programme committed to create a comprehensive and suitable environment in different 
areas such as health, social, economic and urban aspects (91). By November 2018, half of the plan had 
been implemented by 17 government entities in Sharjah (90) and up to 40 initiatives had been launched 
as part of the eight age-friendly areas outlined by WHO: outdoor spaces and buildings; community 
support and health services; civic participation and employment; respect and social inclusion; 
transportation; housing; communication and information; and social participation (90). 

Box 10.9. Middle East and North Africa Research on Ageing Healthy network

The Middle East and North Africa Research on Ageing Healthy (MENARAH) network was launched 
in 2020 (92). This network will become the first research group network to explore healthy ageing in 
the Middle East and North Africa region, which includes a number of countries of the WHO Eastern 
Mediterranean Region (92). The aim of the network is to raise awareness of population ageing and 
improve the lives, health and well-being of older individuals in the region and their informal carers. 
The network seeks to inform the policies and programmes to support healthy ageing in the region and 
provide advice on effective responses to population ageing through research and knowledge exchange 
and collaborative engagement with researchers and authorities (92). 
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Box 10.10. Work programmes for older people 

The Kibrat project is a national project in Kuwait which aims to connect older people with jobs in the 
local area which match their knowledge and expertise. As well as providing employment opportunities, 
the programme also promotes intergenerational expertise with public and private institutions and 
encourages volunteering (93).

In Lebanon, the Byblos municipality, in collaboration with local nongovernmental organizations, 
launched the Elderly Empowerment Project which connects older people with work and volunteering 
opportunities with local business in their community. Participants can access a database of local 
opportunities including work and entertainment. The programme also aims to increase awareness of the 
civil rights and needs of elderly people (94).

Some older people have to continue working in 
order to live, while others want to continue working. 
Economic activity rates among people aged 65 years 
and older in the Arab region decreased slowly between 
2000 and 2015 (12), although Jordan and the Syrian 
Arab Republic experienced more rapid decreases. 
Extensions of pensions systems, rising unemployment 
rates and increased access to labour were cited in a 
2017 UNFPA report as possible explanations for these 

decreases (12). The report outlined that the proportion 
of older people working is higher in rural areas, as 
many pensions systems do not cover those who work 
in the agricultural sector; people therefore continue 
working on the land in order to secure food (12). Many 
older people still want and are able to make meaningful 
contributions through both paid and voluntary work 
(Box 10.10).

SUMMARY AND 
RECOMMENDATIONS 

Income, levels of poverty and social protection, social 
interaction and social isolation, and access to health 
and social care are all key drivers of health and health 
inequities among older populations. Many older people 
in the Eastern Mediterranean Region have no income 
at all due to the low availability of pensions, especially 
those who have worked in the informal sector or been 
unemployed. A high proportion of those who are not 
covered by any form of social protection are women, 
migrants and low-income workers. Provision of state 
non-contributory pensions is essential to allow older 
people to enjoy good health in later life and to reduce 
the financial burden on – and caring responsibilities of – 
younger family members. 

Family traditions and religious practices in the Region 
provide high levels of support to older people – many 
older people remain financially supported and intrinsic 

to family and community life. But the continuation of 
these practices at sufficient levels is unsustainable 
as the age structure in the Region shifts. While the 
Region has a relatively young population by global 
standards, the proportion of older people is projected 
to increase significantly over the next 50 years. This will 
lead to substantial challenges as traditional forms of 
support (from family and humanitarian, civil society and 
religious organizations) will not be capable of bolstering 
the relatively weak levels of state support currently 
provided in most countries. 

The increasing proportion of older people in the 
Region will also increase the need for appropriate 
levels of health care, care homes and a care workforce 
– far exceeding anything that is currently available. 
Investment in the health and care sector to increase 
support for older people is needed now, especially 
for those from lower income households where family 
members struggle to support their elderly relatives. 
This Commission therefore recommends expanding the 
provision of publicly funded care for older people and 
establishing a care workforce in countries of the Region. 
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Local governments, city regions, faith-based 
organizations and voluntary and community groups 
can, and often do, take practical measures to 
facilitate physical and mental active ageing, which 
contribute to reducing social isolation. WHO’s Global 
Network for Age-friendly Cities and Communities 

also seeks to create inclusive, accessible urban 
environments, so that older people can continue 
to participate actively in their communities. The 
promotion of good health among older people is vital 
to reduce inequities in health as well as to reduce the 
demand on health care services. 

Recommendations  

1. Expand the provision of publicly funded care for older people. 
• State, religious and civil society organizations should increase support for care and care 

homes among the poorest people. 
• Expand the care workforce and establish career and training opportunities. 
• Ensure access to health care including support for good health as well as treatment. 

2. Increase the provision of pensions through government subsidies.
• Extend non-contributory pension schemes with a particular focus on women, migrants, 

informal workers and the unemployed.
• Base non-contributory pension allowances on the minimum income for healthy living 

standards.

3. Develop national strategies to improve the health and well-being of older people and 
    focus on active ageing.
• Develop programmes and policies to support older people’s mental health in the Region 

and reduce maltreatment within the home.

Relevant SDG targets

1.3, 1.4

17.17
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INTRODUCTION

The environments in which people are born, grow, 
live, work and age have profound impacts on health. 
This chapter assesses inequities in access to healthy 
environments, services, housing and communities, and 
their impacts on health, and makes proposals for action. 
Across the Region, there are stark inequities in access to 
basic services and healthy environments, which include 
modern and safely managed sanitation services and 
drinking water, clean air, affordable and quality housing, 
electricity, the internet and transport (1, 2). 

Migration from rural to urban areas usually involves a 
combination of the “pull” and “push” factors of people 
seeking better education, employment and income 
opportunities, and those escaping rural poverty or 
reductions in agricultural employment. Other drivers 

BUILT ENVIRONMENTS 
AND HEALTH EQUITY

include environmental factors such as endemic water 
shortages, climate change and land degradation. 
Conflict also results in large-scale movement from 
rural areas into towns and cities (3). The migration 
of rural populations can cause significant problems 
in urban areas stretching their capacity to provide 
housing, infrastructure and basic services but, if it 
is well managed, urban migration can also stimulate 
local economies and shape thriving communities (4). 
Unplanned and rapid urban growth stretches capacity 
to provide basic services, even in the wealthiest of 
countries. Many cities and towns in the Region have 
seen the growth of irregular and refugee settlements, 
which often lack even the most basic services, and 
access to safe food, water and sanitation. 

Fig. 11.1 shows how the urban population for all global 
regions has generally increased between 2000 and 2019, 
including in the Eastern Mediterranean Region where 
nearly 70% of the population live in towns and cities.

Source: World Bank (5) based on data from the United Nations Population Division, World Urbanization Prospects, 2018 revision.

Fig. 11.1. Proportion of population (%) living in urban areas, by region, 2000–2019 
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Fig. 11.2 shows how there are wide variations in the 
urban populations between countries in the Region, 
with 100% of the total population in Kuwait in 2019 
living in urban areas, while in Afghanistan for the 
same year, 26% lived in urban areas. Most countries 

Source: World Bank (5) based on data from the United Nations Population Division, World Urbanization Prospects, 2018 revision. 

in the Region were consistently higher than the world 
average in terms of their urban populations, with the 
exception of Afghanistan, Egypt, Pakistan, Somalia, 
Sudan and Yemen. 

Fig. 11.2. Proportion of population (%) living in urban areas in countries and territories in the Region, 2000–2019
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PLANNING STRATEGIES

Given the increasing rate of urbanization in the 
Middle East and North Africa region, planning and 
management of both urban migration and urban 
built environments is essential. National planning 
strategies and mechanisms, and long-term investment, 
can mitigate the health equity risks of increasing 
urbanization by ensuring the provision of healthy built 
environments and infrastructure through sustainable 
urban development. Such planning strategies should 

be based on balanced national economic and 
environmental strategies, an integrated system and 
service planning approach, as well as principles of 
good governance (2). 

Many countries in the Region do not have planning 
strategies and are limited in their economic 
capacity to facilitate the long-term investment 
necessary to provide healthy environments for 
new arrivals (6). Effective planning, however, can 
help support healthy environments even in the lowest 
resource settings assisting in the management and 
delivery of infrastructure and services (see Box 11.1). 

Box 11.1. Examples of programmes and policies for sustainable urban development in the Region

WHO Healthy Cities is a global movement which was initiated in 1977 by WHO to address the urban 
determinants of health and to empower communities worldwide to “lead socially and economically 
productive lives” (7, 8). Following this, a Healthy Cities programme was launched by WHO in 1986. 
This programme is a long-term initiative which seeks to place health as a high priority on local 
political agendas. It also endorses a more integrated approach to health by encouraging collaboration 
between public, private, community and voluntary sectors to promote the health and well-being 
of those living in cities (7). Every WHO region now has Healthy Cities networks. The Eastern 
Mediterranean Region adopted the programme in 1990, with the Islamic Republic of Iran the first to 
implement a Healthy Cities approach. In 2015, Sharjah in the United Arab Emirates was the first city 
to be recognized as a “Healthy City” by the WHO Regional Office for the Eastern Mediterranean. 
Following on from this, five cities in Saudi Arabia and a city each in Bahrain, Kuwait and Oman were 
recognized as Healthy Cities in 2018–2019 (7). 

Tehran, Islamic Republic of Iran, has adopted a Healthy Cities approach with 22 active health 
offices in all 22 district municipalities of Tehran, which address the social determinants of health 
and manage and plan activities for each neighbourhood based on local health priorities. In each 
neighbourhood, a “health house” has been established which implements local programmes, engages 
local communities and collaborates with community-based institutions including nongovernmental 
organizations. There are 345 health houses in Tehran working with neighbourhood community centres 
that offer a wide range of (health and non-health) services for local inhabitants. Each health house 
has health clubs that target different groups and relevant needs including mothers and children, 
older people and ageing, mental health, physical activity and nutrition. Health club members and 
volunteer trainers help to design and implement their own events, classes and activities. In addition 
to health houses, more than 15 child skills training centres have been established in Tehran that focus 
on the health and well-being of children and adolescents, providing life-skills training, delivering 
useful information and raising awareness.1 The success of the Healthy Cities approach in the Islamic 
Republic of Iran is the result of intersectoral collaboration at the community level (nongovernmental 
organizations, volunteers, neighbourhood inhabitants), the local level (municipal entities, local 
organizations) and the national level (Ministry of Health and Medical Education, the High Council for 
Health and Food Security, and other ministries).

1 WHO Country Office in the Islamic Republic of Iran, personal communication (2020).
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Sharjah, United Arab Emirates, joined the WHO Healthy Cities programme in 2012 and, by 
2015, it was named the first WHO Healthy City in the Region and were able to meet 88% of the 80 
programme indicators across different domains including community-based engagement, health 
development, water and sanitation. Specific criteria assessed as part of the programme include 
a high-quality, clean and safe environment, and the ability of the city to offer a variety of public 
resources and meet the needs of the city’s residents (9). Sharjah achieved this through the systematic 
implementation of various initiatives directed at improving health, safety and well-being in the city, 
making improvements to public transport infrastructures and ensuring high standards for waste 
management (9). 

UN-Habitat Afghanistan has supported the Government of Afghanistan in launching an Urban 
National Priority Programme for achieving SDG 11, to “make cities and human settlements inclusive, 
safe, resilient and sustainable” (10). The main objective was to improve the living conditions in Afghan 
cities, particularly for people who are living in informal housing and slums. The implementation of 
the programme was based on an approach that combined legislative, municipal finance and urban 
planning reforms (10). Specific reforms implemented as part of the programme included combining 
the registration of all informal properties, issuing certificates of occupancy to residents in these 
properties to guarantee their rights to stay in their homes without the threat of eviction, granting land 
rights for all, inclusive of IDPs, collecting fees from registered properties to help finance the provision 
of basic services, including waste management, and establishing a participatory urban planning 
process (10). 

The Infrastructure and Camp Improvement Programme was launched in 2007 by UNRWA to 
improve the living conditions of Palestinian refugees (11). This involved an integrated, participatory 
and community-driven strategy and utilized urban planning tools to improve the built environment 
of the Palestinian refugee camps in the West Bank and Gaza Strip, Jordan, Lebanon and Syrian 
Arab Republic (the programme has temporarily stopped in the Syrian Arab Republic due to ongoing 
conflict). In the Gaza Strip, a recovery and reconstruction plan was initiated by UNRWA after a 
coordination mechanism for the entry of construction materials was established in 2010 (11). 
Following this, three health care centres and 34 schools were constructed. Additionally, rehousing 
projects funded by the governments of Japan, Netherlands and the United Arab Emirates were 
carried out and resulted in the construction of 650 units in the city of Khan Younis in the Gaza Strip 
(11). This programme also works to restore sewerage systems, water wells and waste water treatment 
in refugee camps (11).

The camp improvement programme in Jordan was funded by the German Government. It involved 
repairing and improving shelters, schools, community centres and health clinics for Palestinian 
refugees in camps (12). Additionally, the programme sought to prepare comprehensive urban studies 
and plans for improving the built environment of the refugee camps, in coordination with authorities in 
the host country, the community and other relevant organizations (11). 
 
The “Cities without Slums” project was launched in Morocco in 2004, in line with the Government’s 
declaration in 2001 that decent housing was a national priority. The Cities without Slums project 
followed on from the National Action Plan for the Reabsorption of Slums. This programme was 
supported by UN-Habitat and was part of the Government’s strategy to improve the affordability of 
housing and to provide adequate housing for all by moving slum dwellers into better housing and 
providing affordable housing options (12). In 2018, 58 of the 85 target cities were declared to be 
“slum-free” by the Ministry of National Planning, Urban Planning, Housing and Urban Policy (13, 14). 
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TRANSPORT

In Chapter 2 we outlined the high fatality rate from 
vehicle accidents in many countries of the Eastern 
Mediterranean Region. This relates to the high level of 
private vehicle use in some countries and the lack of 
regulation and the poor quality of roads. Overall, the 
Region has low use of public transport. Public transport 
has been shown to have major public health and health 
equity benefits. These include reduced greenhouse gas 
emissions, increases in physical activity and greater 
affordability. Efficient and low-cost public transport has 
many economic development benefits; it increases 
employment rates for lower income communities, 
promotes greater social cohesion and overall community 
functioning, and facilitates access to services. 

Given that public transport systems in a number of 
countries are underfunded and/or of poor quality (15), 

many people in the Middle East and North Africa 
region are reliant on private vehicles for transport. 
This leads not only to transport accidents (discussed 
in Chapter 3), but also to high levels of car use, traffic 
congestion, and poor air quality (discussed further in 
Chapter 7). 

Associations have been found between traffic 
exposure and higher death rates, increased incidence 
of heart attacks and impaired lung development in 
children (15, 16). In Jordan, there is a high reliance on 
private vehicles, with around a 10-fold increase in car 
ownership rates in less than 40 years, with a rate of 
one vehicle for 58 persons in 1971, compared to one 
vehicle for six persons in 2017 (17). This has led to 
increased traffic congestion, particularly in the cities. 
Private cars also dominate transport modes in the 
West Bank, as shown in Fig. 11.3, and this, combined 
with increased transportation needs, have been cited 
as the contributing factors in the rise of greenhouse 
gas emissions in the territory (17). 

Fig. 11.3. Distribution of licensed vehicles (%) by vehicle type in the West Bank, 2018 

Source: Attari et al. (2020) (17).
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Note: Motor vehicles refer to “automobiles, SUVs, trucks, vans, buses, commercial vehicles and freight motor road vehicles”. Motorcycles and other 
two-wheelers are not included in these data. GDP per capita has been adjusted for price differences between countries, i.e. Purchasing power parity 
(PPP) adjusted (18).
Source: Our World in Data (2014) (18).

Vehicle ownership is typically higher in countries in the Region with higher GDP per capita, as shown in Fig. 11.4. 

Fig. 11.4. Motor vehicles per 1000 population versus GDP per capita, by country in the Region, 2014

Efficient and clean transport systems are required 
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greater use of electric vehicles would be beneficial (16). 
Research from the United States of America explored 
the potential public health benefits of electric vehicles 
and suggested that “rapid uptake of electric vehicles 
will improve population health immediately as most 
benefits of reduced mortality attributable to air pollution 
accrue in the short term” (19). While the adoption of 
electric vehicles in the Eastern Mediterranean Region 
has not progressed at the same pace as in other regions, 

there are signs of greater adoption of electric vehicles, 
mostly in GCC countries, and there is also increasing 
interest in moving towards clean fuels (20, 21). Qatar 
has set a target of 25% electric public transit buses by 
2022, and in Dubai, the Road and Transport Authority is 
taking action to procure Euro VI compliant (standards on 
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PUBLIC TRANSPORT AND ACTIVE TRANSPORT 

According to a 2020 report, “insufficient, inaccessible, 
and unjust transportation systems” are issues for a 
number of countries in the Levant and North Africa 
region that hinder overall mobility in these countries (17). 
A report investigating sustainable transport in large cities 
in the Region highlighted the fact that the majority of 
countries do not have adequate mass transport systems 
to accommodate increasing urban populations, because 
investment in transport infrastructure does not mirror the 
rate of population growth (16). Underinvestment in urban 
transport can be costly. For example, in Casablanca, 
Morocco, it was projected in the Urban Transport 
Plan that without a change in investment in the public 
transport system, the external costs, mostly associated 
with congestion and air pollution, and the public health 
impacts, would be US$ 4.6 billion by 2019 (16). 

High unemployment, particularly for disadvantaged 
groups, and increasing social and economic injustice 
have been cited as major adverse outcomes of poor 
public transport services (17). In Jordan, lack of safety 
on the transport system was outlined as one of the 
main reasons for the low participation of females in the 

workforce, with more than 47% of women declining a 
job offer due to the lack of safe and accessible public 
transport (17). A number of surveys have reported 
that women’s safety on public transport appears to 
be a common concern in the Region. A 2013 study by 
UN Women found that 86.5% of the Egyptian women 
respondents did not feel safe or secure on public 
transport (22), while a survey of public transport users in 
Tunisia found that 89% of women had been subjected to 
harassment (23). 

Active travel is a way of making journeys by physically 
active means, such as walking and cycling, which 
not only benefits physical and mental health but also 
reduces greenhouse gas emissions and air pollution. 
An analysis of transport use in Egypt, Jordan, 
Lebanon and the occupied Palestinian territory was 
conducted in 2020 and concluded that there was a 
lack of accessible and safe walking infrastructure 
in all of the countries surveyed. There was also a 
lack of knowledge and awareness of active modes 
of transportation (17). Fig. 11.5 shows that in Cairo, 
Egypt, public transport use increased between 2010 
and 2019, while the use of private motorized travel 
and active travel decreased. 

Fig. 11.5. Mode of transport use in Cairo, Egypt, 2010 and 2019

Source: Attari et al. (2020) (17).
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There are a number of countries in the Middle East and North Africa region that have developed urban mobility plans 
and implemented sustainable transport projects. Examples of policies to strengthen public transport are outlined in 
Box 11.2 (24). 

Box 11.2. Examples of programmes to improve transport systems in the Region

Sustainable transport project, Egypt

In 2009, a sustainable transport project funded by UNDP, the Government of Egypt, the Government of the 
Netherlands and the Global Environment Facility was implemented by the Egyptian Environmental Affairs 
Agency (26). The main aim of this programme was to reduce the “growth of the energy consumption and 
the related greenhouse gas emissions of the transport sector in Egypt, whilst simultaneously mitigating 
the local environmental and other problems of increasing traffic such as deteriorated urban air quality and 
congestion” (27). The programme was completed in December 2020. Some of its main accomplishments 
included the signing of two cooperation protocols between the relevant parties, including the Ministry of 
Environment and the Ministry of Transportation, to implement a pilot project for constructing seven bus 
lines, and between the Ministry of Environment and particular governorates in Egypt to implement pilot 
projects to establish pedestrian and bicycle path networks (26). A campaign directed at raising awareness 
of the importance of active travel including walking and cycling was launched, and a system for collecting 
and analysing traffic data was developed (26).

Jordan

In Amman, Jordan, there have been efforts to improve the public transport system. In 2019, “Amman 
Bus”, the “first standards-based, subsidized bus service” in Jordan, was launched by the Greater Amman 
Municipality (17), This bus service, unlike other services operating on a commercial basis, follows fixed 
schedules, operates in accordance with specified service standards and accommodates those with 
disabilities. Additionally, a Bus Rapid Transit system, which includes a 25 km network within Amman and a 
20 km intercity corridor with a neighbouring city, is under development (17). It is planned to be operational 
by early 2022. Furthermore, a Code of Conduct for public transport users and operators has been 
adopted by the Ministry of Transport as part of a World Bank-funded initiative (17). 

Qatar Public Transport Program 

In response to the reliance on private cars and the lack of public transport use in Qatar, the Ministry of 
Transport and Communications developed and implemented the Qatar Public Transport Program (28). 
This programme is directed at overhauling the “current bus services and will fully integrate with other 
transport systems planned for Qatar, thus supporting national economic and social development” (28). 
In this context, a map for public transport modes was developed to help residents access information 
about the current bus services and future planned services (28). Bus Network Planning Guidelines were 
also developed by the Technical Affairs Department to help improve the public transport services (28). 
These guidelines outline the general design requirements of the bus services and will be used to plan 
and design a future bus service infrastructure that is cost effective and of high quality (28). The Ministry 
of Transport and Communications has also been undertaking reviews of all the road projects being 
designed in Qatar (28).
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TRANSPORT SAFETY

The Eastern Mediterranean Region has high rates of fatalities from vehicle accidents including for car occupants, 
pedestrians and other road users, as set out in Chapter 2. There are fewer regulations in relation to vehicle speed, 
use of helmets and vehicle safety standards than in other regions. Most countries in the Region do not have 
speeding laws or they have speed limits on urban roads of more than 50 km per hour, see Table 11.1 (29). 

Table 11.1. Countries and territories in the Region with speed laws meeting best practices, 2017

Speed limit law Country

Speed limits on urban roads ≤ 50 km per hour 
and can be modified

Lebanon, Somalia, Tunisia

Speed limits on urban roads ≤ 50 km per hour 
but cannot be modified

Kuwait, Libya, occupied Palestinian territory 

No speed law or speed limit on urban roads > 
50 km per hour

Afghanistan, Bahrain, Egypt, Iran (Islamic Republic of), Iraq, 
Jordan, Morocco, Oman, Pakistan, Qatar, Saudi Arabia, Sudan, 
Syrian Arab Republic, United Arab Emirates

Data not available Djibouti, Yemen

Source: WHO (2018) (29).

Many countries in the Region have no law(s) that cover all riders, roads or engines in terms of helmet use, although 
a higher proportion of countries have seatbelt laws applying to all vehicle occupants (29). Vehicle safety features 
substantially reduce the number of road fatalities and serious injuries (29) and the United Nations outlines eight 
priority safety standards for motor vehicles. Globally, in 2018, only 40 countries had implemented 7 or 8 of these 
standards. Most countries and territories in the Region with data, with the exception of Egypt, met 0 or 1 of the 
international vehicle standards, as shown in Table 11.2. 

Table 11.2. Application of United Nations vehicle safety standards in countries and territories of the Region, 2018

Number of vehicle safety standards met Country

Meets 7 or 8 international vehicle standards Egypt

Meets 2 or 6 international vehicle standards –

Meets 0 or 1 international vehicle standard

Afghanistan, Bahrain, Iran (Islamic Republic of), Iraq, Jordan, 
Kuwait, Lebanon, Libya, Morocco, occupied Palestinian territory, 
Oman, Pakistan, Saudi Arabia, Somalia, Tunisia, United Arab 
Emirates, Syrian Arab Republic

Data not available Djibouti, Yemen

Source: WHO (2018) (29). 
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Fig. 11.6. Proportion of countries (%) with national and subnational policies supporting sustainable transport 
in the Region, 2013 and 2015

Source: WHO (2017) (24).
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Investing in public transport, encouraging walking and cycling, and separating motorized traffic from vulnerable 
road users encourage active transport and reduce transport-related injuries (24). Between 2013 and 2015 in the 
Region, there was an increase in policies to encourage walking and/or cycling and to separate vulnerable road users; 
however, policies related to investment in public transport decreased, as shown in Fig. 11.6 (24).
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HOUSING CONDITIONS 

Access to quality housing is a human right recognized 
as part of the right to an adequate standard of living 
enshrined in the 1948 Declaration of Human Rights 
Article 25 (1), which states that, “Everyone has the 
right to a standard of living adequate for the health 
and well-being of himself and of his family including 
food, clothing, housing and medical care” (30). This 
right has been reaffirmed in a number of subsequent 
human rights instruments, for example, in the 
1966 International Covenant on Economic, Social 
and Cultural Rights (31) and in the mandate of the 
Special Rapporteur on the right to adequate housing 
established in 2000 by the former Commission on 
Human Rights, now the Human Rights Council (32). 

Adequate housing is also of fundamental importance 
to good health. Factors which have a direct impact on 
health include the site of the residential area, building 
safety, ventilation, temperature, crowding, building 
materials, waste management, and access to water, 

sanitation and health care. Indirect factors include 
affordability and access to employment, education and 
transport (33). Housing is central to the achievement 
of SDG 11, which seeks to “Make cities and human 
settlements inclusive, safe, resilient and sustainable” 
(34). However, across all countries in the Region, 
there are significant inequities in access to affordable 
and decent quality housing which have an impact on 
health. There is an increasing body of evidence which 
illustrates the impacts that housing conditions can have 
on health, both directly and indirectly. For example, 
inadequate waste disposal and lack of safe drinking 
water in the home has been associated with the spread 
of infectious diseases. Housing overcrowding has 
been associated with the transmission of respiratory 
diseases (35). Additionally, there are studies which 
indicate an association between damp and cold 
housing with chronic diseases, such as asthma. Also, 
substandard housing has been found to increase the 
risk of physical injuries (35). A study carried out in a 
Jalazone Refugee Camp in the occupied Palestinian 
territory is outlined in Box 11.3. 

Box 11.3. Housing conditions and health in a refugee camp in the occupied Palestinian territory

A study by Tabakhan et al. (2006) in the Jalazone Refugee Camp in the occupied Palestinian territory 
in 2002, investigated the impact that the housing conditions in the camp had on refugees’ health. The 
study included a randomized sample of 200 households, amounting to a total of 1259 individuals (33). 
High-density living conditions (three to five persons per room) were found in 61% of households, and 
overcrowding (more than five persons per room) was found in 16.5% of households (33). Poor housing 
conditions were observed among a large proportion of the households included in the sample, with 
72.5% of houses being damp, 50.5% having mould and 37% with leakage problems (33). A statistically 
significant association was found between respiratory conditions, including the common cold, cough, 
tonsillitis and ear infections, and overcrowding (33). 

Some countries in the Region have taken action to improve the living conditions of those living in slums, An example 
of efforts in Cairo, Egypt, to improve slum dwellings and provide safe housing is outlined in Box 11.4. 
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Box 11.4. Upgrading slum areas in Egypt 

The rapid growth in the population and rural to urban migration in Cairo has led to increases in the size 
and population of slums in the city. As outlined in Egypt’s 2018 Voluntary National Review, of the 377 
residential areas in Egypt classified as “unsafe” by the Government, 63 were in Cairo (36). Additionally, 
34 of these settlements were considered to be in the category of first-degree unsafe areas, meaning that 
the residents’ lives are endangered due to factors such as building collapse, flooding or rock fall (36). A 
programme has been initiated by the Government to evacuate residents from these areas and provide 
them with safe housing in new-built housing complexes (36). As reported in 2018, 10 980 units had been 
constructed by the Ministry of Housing in Egypt and a further 7440 were planned for completion in 2018 
(36). An Informal Settlements Development Fund was also developed by the Government to improve the 
conditions of those living in slums and, by May 2018, 32 settlements had been developed by the Fund, 
and a further 53 had been developed by the residents themselves (36). The Al-Asmarat complex in Cairo 
is an example of a housing complex which has been constructed by the Government in cooperation with 
the Tahya Masr Fund (36). 

Box 11.5. Housing policies in Iraq from 2008 onwards  

An analysis of the housing sector in Iraq identified several broad challenges including the fact that 
many households cannot afford adequate housing and that underinvestment in housing has led to a 
deterioration in housing conditions (38). 

Iraq has faced waves of displacement in the past decades with a lack of adequate accommodation and 
access to basic services being the most pressing issues facing displaced populations. In 2008, a National 
Policy on Displacement was introduced, a part of which related to housing. Specifically, it was directed 
towards widening land tenure options to ensure the rights of IDPs to adequate and durable housing 
solutions, and to facilitate their access to land (39). Durable housing solutions as part of this policy are 
defined by three elements including, “long-term security, restitution of or compensation for lost property 
and an environment that sustains the life of former displaced persons under normal economic and social 
conditions” (40). 

As outlined in the Global Strategy for Shelter to the Year 2000, “all nations without exception have some form 
of obligation in the shelter sector, as exemplified by ... the allocation of funds to the housing sector, and by their 
policies, programmes and projects” (31). Comprehensive and inclusive housing policies are important in ensuring 
sufficient, affordable and accessible housing options for all. In the Region, slum upgrading policies have been a 
major priority for a number of countries (37). Box 11.5 details housing policy development in Iraq from 2008.
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In 2010, the Iraq National Housing Policy was developed, with objectives including to “facilitate 
access to decent housing for all Iraqis” and to “increase the ability of the Government to address the 
needs of special groups and those unable to afford suitable housing” (38). This involved the Ministry 
of Construction and Housing working in collaboration with the Ministry of Finance and participating 
banks to establish new parameters to increase the affordability of housing for middle, moderate and 
low-income households (38). It was anticipated that the main actions outlined in the policy could be 
undertaken within a five-year period and for the major initiatives to begin before 2015. In January 2017, 
UN-Habitat through the Iraq Public Sector Modernization Programme conducted expert discussions to 
assess the implementation of the policy in 2010–2016. This assessment concluded that no significant 
progress in addressing the housing shortage had been made on account of several factors which were 
encountered in the construction sector in the country (41). Additionally, Al-Hafith et al. (2019) stated that 
the policy’s approach was not applicable on account of the instability, the weak local private sector and 
the negative investment environment in the country (42). 

Box 11.6. Housing conditions for migrants in GCC countries  

High levels of migration in GCC countries (43) have increased the demand for housing and urban 
infrastructure. A study investigating migrant workers’ perceptions of housing conditions in Gulf cities 
analysed 258 responses from employees in 50 companies in the advanced producer service sectors 
(such as finance) in Doha, Qatar (43). The questionnaire was designed to explore participants’ perceptions 
of housing-related factors including housing conditions. It was found that their general design, their 
accessibility to services and responsiveness to cultural needs were not considered satisfactory (43). 

A study by Fargues et al. (2019) investigated the living conditions of low-income migrants working 
in construction and hospitality in the United Arab Emirates (44). As part of this study, focus group 
discussions were carried out with 94 migrant workers between 2017 and 2018. All of the participants in 
the study were living in camps or shared flats provided by their employers. The results revealed that less 
than a third were positive about their accommodation. Also, a higher proportion of female hospitality 
workers reported poorer living conditions, with 41% of women being dissatisfied with their living 
conditions compared to 8% of men (44). More than half the respondents (both men and women) said 
there were too many people per room in the accommodation, and that there were too many people per 
shared bathroom (44). 

Migrants can be particularly vulnerable to inadequate and health damaging housing conditions in GCC countries , as 
discussed in Box 11.6. 
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Box 11.7. WHO guidelines on housing and health  

In 2018, drawing on a broad range of recently published or newly commissioned systematic reviews, 
WHO outlined practical recommendations directed at reducing the health burden associated with unsafe 
and poor-quality housing (45). These recommendations (Table 11.3) take a comprehensive intersectoral 
approach and focus on reducing risk factors and recognizing key interventions for addressing issues 
associated with housing and health (45). They also aim to inform national, regional and local housing 
policies, taking into account the impact of housing on health (45). As such, the main target audience of 
the guidelines are policy-makers involved in developing policies and regulations related to housing (45). 
The guidelines also aim to be relevant to the activities of other associated actors in the housing sector 
including housing providers, urban planners, social services and developers (45). 

In 2018, WHO published guidelines on housing and health which set out the health risks of poor-quality housing and 
made proposals for remedial actions (Box 11.7). 

Topic Recommendation

Crowding
Strategies should be developed and implemented to prevent and reduce 
household crowding.

Indoor cold and 
insulation

Indoor housing temperatures should be high enough to protect residents 
from the harmful health effects of cold. For countries with temperate or 
colder climates, 18˚C has been proposed as a safe and well-balanced indoor 
temperature to protect the health of general populations during cold seasons.

In climate zones with a cold season, efficient and safe thermal insulation should 
be installed in new housing and retrofitted in existing housing.

Indoor heat
In populations exposed to high ambient temperatures, strategies to protect 
populations from excess indoor heat should be developed and implemented.

Home safety and 
injuries 

Housing should be equipped with safety devices (such as smoke and carbon 
monoxide alarms, stair gates and window guards) and measures should be taken 
to reduce hazards that lead to unintentional injuries.

Accessibility

Based on the current and projected national prevalence of populations with 
functional impairments and taking into account trends of ageing, an adequate 
proportion of the housing stock should be accessible to people with functional 
impairments.

Source: WHO (2018) (45).

Table 11.3. WHO’s recommendations on housing and health, 2018
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HOUSING AFFORDABILITY 

A key component of healthy housing is affordability (2). 
Unaffordable housing pushes people into poverty and 
debt, both of which are closely associated with poor 
physical and mental health. Unaffordable housing 
also leads to the growth of informal settlements (46), 
unhealthy housing conditions (2) and corruption in the 
housing market. The affordability of housing appears 
to vary greatly across the Region. 

Housing affordability can be indicated by the ratio 
between house prices and income levels (47). Fig. 11.7 
shows that out of the selected countries in the Middle 
East and North Africa region, Tunisia and Egypt had 
the least affordable housing, with average house prices 
being 25 times and 18 times the average annual salary, 
respectively (47). In comparison, the average house 
price in Bahrain is around five times higher than the 
average annual salary (47). 

Fig. 11.7. Housing affordability (house price to income ratio) in selected countries in the Region, 2011

Source: Data collected from various sources, presented in a Jones Lang LaSalle report (2011) (47).
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Source: Statistica (49).

There is no single definition for “affordable housing” in the Eastern Mediterranean Region. However, there is a 
generic definition outlined by the Royal Institution of Chartered Surveyors where affordable housing is “provided to 
those whose needs are not met by the open market” (48) and this can be applied to the Region (47). Fig. 11.8 shows 
that among selected countries in the Region, Egypt had the greatest shortage of affordable housing at around 
1.5 million affordable houses in 2018, while Oman had the least. 

Fig. 11.8. Shortage of affordable housing units (in thousands) in selected countries in the Region, 2018
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Box 11.8. Affordability in the Egyptian housing market   

The World Bank approved an Inclusive Housing Finance Program in Egypt on 5 May 2015. It aims to 
improve the affordability of formal housing for low-income households, as well as to strengthen the 
capacity of Egypt’s Social Housing and Mortgage Finance Fund to create policies and to organize and 
coordinate social housing programmes (50). Additional areas of focus of this programme are to strengthen 
governance of the housing sector, enhance the transparency and accountability of social housing 
programmes, improve access to affordable housing, promote well located social housing, and increase the 
participation of the private sector in low-income housing (50). Since 2015, the programme has benefited 
287 000 households, three quarters of which were in the lowest 40% of household income distribution in 
Egypt (51). In March 2020, the World Bank announced an additional US$ 500 million of funding to support 
the ongoing efforts of this project (51). 

Box 11.9. Finances for housing in Tunisia    

The sharp rises in the cost of real estate in Tunisia, particularly after 2011, meant that accessibility to 
decent and affordable housing became increasingly limited. In response, the Government provided 
subsidies, low interest rates and tax exemptions for home saving accounts (52), as a means 
of improving housing affordability. In 2017, the First Housing Programme was launched by the 
Government (52). This programme began with a fund of US$ 80 million and aimed to assist middle-
income households to buy their first home (52), although only a low number of people benefited (53). 
Furthermore, there is a national fund for housing improvement which provides grants for individuals with 
incomes less than the minimum wage (52). 

As outlined in the 2018 WHO housing and health 
guidelines “affordable housing, such as public 
housing, can be promoted through funding a supply of 
affordable dwellings, or through providing subsidies, 
such as housing vouchers or tax mechanisms” (45). 
While the cost of housing is an important factor in 
housing affordability, it is not the only component; 
operational, maintenance and transport costs are also 
contributing factors. As outlined in the guidelines: 

“it is understood that housing is not affordable if 
its cost threatens or compromises the occupants’ 
enjoyment of other human rights; housing cannot be 
considered affordable if a household spends more than 
30% of its disposable income on rent, operation, and 
maintenance costs” (45). However, there are limited 
data on housing affordability in the Region that take 
into account other housing expenses such as the 
operational and maintenance costs. 

Efforts have been made in the Region to improve the affordability of housing through financing programmes in Egypt 
(Box 11.8) and Tunisia (Box 11.9). 
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INFORMAL SETTLEMENTS 

One of the outcomes of rapid urbanization and 
migration from conflict is an increase in informal 
settlements and slums (terms which are often used 
interchangeably) (54, 55). Informal settlements are 
areas of unplanned housing where inhabitants have no 
legal claim or security of tenure to the land and housing 
which they inhabit. Unplanned housing is characterized 
by a lack of access to basic services and poor-quality, 

insecure housing (56). As such, informal settlements 
pose significant health risks, which are exacerbated 
further for children, the elderly and those with pre-
existing medical conditions (57). 

Fig. 11.9 shows that, in 2018, a high proportion of 
the urban population was living in slum households 
in selected countries in the Eastern Mediterranean 
Region, with Sudan having the highest proportion at 
88%. Nine of the countries had rates that were higher 
than the world average. 

Fig. 11.9. Proportion of urban population (%) living in slum households in selected countries in the Region, 2018
 

Note: A slum household is defined here as “a group of individuals living under the same roof lacking one or more of the following conditions: 
access to improved water, access to improved sanitation, sufficient living area, and durability of housing” (58).
Source: World Bank (58) based on data from UN-Habitat which were retrieved from the United Nations Millennium Development Goals 
database (59).
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Fig. 11.10 shows the change in the proportion of the urban population living in slums between 2014 and 2018 in 
selected countries in the Region. While the proportion slightly decreased in a few countries, there were increases in 
Afghanistan, Jordan and Yemen, and in the Syrian Arab Republic the proportion more than doubled between 2016 
(15%) and 2018 (38%). Most of the increases in the proportion of the population living in slums relate to conflicts and 
the increased number of refugees; for example, there are increased numbers of refugees in the Islamic Republic of 
Iran and Jordan as a result of conflict in neighbouring countries. 

Fig. 11.10. Proportion of urban population (%) living in slum households in selected countries in the Region, 
2014–2018

Note: A slum household is defined as “a group of individuals living under the same roof lacking one or more of the following conditions: access to 
improved water, access to improved sanitation, sufficient living area, and durability of housing” (58).
Source: World Bank (58) based on data from UN-Habitat which were retrieved from the United Nations Millennium Development Goals database (59).
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Refugees and IDPs can be particularly vulnerable to inadequate living conditions. The influx of refugees to 
neighbouring countries has created challenges, and frequently overwhelmed host countries’ capacity to 
provide adequate housing and access to essential services to refugee populations (39). Refugees face a lack of 
employment opportunities and of access to affordable housing, in addition to limited legal rights. In the absence 
of other options, this can consequently force many refugees to live in informal settlements or substandard housing 
conditions. Conditions for refugees in informal settlements in Lebanon and the occupied Palestinian territory are 
outlined in Box 11.10 in Box 11.11, respectively. 
 

Box 11.10. Refugees in informal settlements in Lebanon    

It was estimated that by the end of 2014 in Lebanon, around 55% of refugees were living in informal 
settlements or in substandard shelters (39). A Friends of Europe report stated that in 2017 there were 4000 
informal settlements housing refugees across Lebanon (39, 60). About 70% of refugees live in residential 
structures which are an improvement on makeshift dwellings. However, in 2019, a UNHCR report 
indicated that over half of all Syrian refugees were still living in overcrowded dwellings that were below 
standard or were in a dangerous condition (61). Such conditions were even more prevalent for those living 
in non-residential (70%) and non-permanent (78%) housing, as shown in Fig 11.11 and Fig 11.12. 

Fig. 11.11. Proportion of Syrian refugee households living in shelters that are overcrowded, below 
humanitarian standards and/or in dangerous condition in Lebanon, by housing type, 2019

Notes: Non-permanent structures include tents and prefabricated units. Non-residential housing includes factories, workshops, 
farms, active construction sites, shops, agricultural/engine/pump rooms, warehouses and schools. Residential housing includes 
apartments, concierge rooms in residential buildings, and hotel rooms.
Source: UNHCR (2019) (61).
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Fig. 11.12. Prevalence of specific shelter conditions (%) among Syrian refugee households in 
Lebanon, 2019

Source: UNHCR (2019) (61).
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Box 11.11. Palestinians in refugee camps in the Region     

There are over 1.5 million Palestinian refugees living in 58 recognized refugee camps in the Region 
including in Jordan, Lebanon, the occupied Palestinian territory and Syrian Arab Republic (62). Many of 
these camps were established in 1948 as a result of the Arab-Israeli war (63). Since then, many of the 
camps have developed from “tent cities” into “multi-story buildings with narrow alleys, characterized by 
high concentrations of poverty and extreme overcrowding” (64). According to UNRWA, the conditions in 
these camps are generally poor and characterized by inadequate basic infrastructure, and cramped and 
critically substandard living conditions, which can be life-threatening (62, 64). Additionally, a study by 
Habib et al. (2012) which examined the living conditions of Palestinian refugees living in camps in Lebanon 
concluded that the poor health seen among these refugees is exacerbated by substandard housing 
conditions (65). 

Box 11.12. Regularizing informal settlements in Iraq      

In 2018 and 2019, a national programme for rehabilitation and regularization of informal settlements 
and IDP camps was organized by United States Bureau of Population, Refugees, and Migration in 
collaboration with UN-Habitat. The main target of this programme was to support the Government of 
Iraq to address the challenges relating to 1.1 million IDPs many of whom were living in poor conditions in 
informal settlements (39). One of the outcomes of the programme included the establishment of a new 
water drainage system which connected 362 houses to a new portable water network in the informal 
settlement of Hay Tanak in West Mosul (39). In another informal settlement in Ramadi, the programme 
provided 432 houses with a new portable water network and organized a two-month garbage cleaning 
campaign. Additionally, a new public park was also established for the area (39).

An example from Iraq of a programme to improve the conditions in informal settlements is given in Box 11.12

Analysis from UN-Habitat sets out the development of strategies to improve informal settlements in countries and 
territories in the Region. Notably, many countries do not have laws related to informal settlement management or 
national strategies or implementation plan, as set out in Table 11.4. These are critical first steps for countries.
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Table 11.4. Strategies and programmes to address informal settlements in selected countries and territories in the Region, 2020

Country/territory

Law related 

to informal 

settlement 

management

National strategy

Detailed 

geographic 

mapping

Urban and 

engineering 

mapping

Socioeconomic  

analysis
Pilot projects

Implementation 

strategies

Private sector 

involvement
Specific issues

Egypt Yes Yes, ISDFa Yes (not always 

accessible)

Yes (national and 

local level)
Yes

Yes (land sharing, 

sites and services)
Yes ND

Maintenance, services and transportation provision for 

improved informal settlements

Iraq Under approval Yes Yes No, only pilots* Partially**

Yes, rich expertise 

and excellent 

results

No guidelines and 

solutions
No

Important coordination, and informal settlements are a priority; 

pilot of high value

Jordan No, in progress
HUDCb is a public 

operator with a 

level of expertise

Yes
Yes, well 

performing
Yes Yes

Yes, but changed 

three times 

(participatory/

infrastructure/

relocation)

Yes, in some major 

projects

The presence of two categories of camps (Syrian and 

Palestinian); HUDCb and their exceptional role

Lebanon No No No No No Yes (after the war) No No
No common acceptance of the term informal settlements;  

Syrian crisis is changing the concept and the approaches

Libya No
Yes, in Libya Vision 

2020
No No No No ND ND Lack of information and a need for updating

Morocco Yes Yes

Yes, for the 

majority of informal 

settlements

Yes, for the 

majority of informal 

settlements

Yes Yes
Yes, for urban 

management
Yes

National programme for informal settlements, Al Omrane as a 

model; private sector participation; excellent pilots

Occupied 

Palestinian territory
No No No

Very limited to few 

case-studies (no 

pilots)

Very limited to 

some projects with 

support of United 

Nations agencies

Case-studies with 

limited inputs 

and outputs; no 

implementation

No No
Difficulties related to the political situation and the land use 

processes after Oslo agreements

Saudi Arabia No national law

Yes, integrated in 

the Future Saudi 

Cities Programme

Partially

No, only pilots. 

Detailed analysis 

for pilot

Partially Yes

No, but 

capitalization of 

experiences

Yes
Local intervention and integration in urban planning strategies; 

legal and environmental concerns are analysed

Sudan No

Yes, integrated in 

urban planning 

development

No No No

Yes, in Khartoum 

providing housing 

units, the rest are 

“sites and services” 

based (double 

approach)

ND ND Information available for Khartoum and possible pilot projects

Syrian Arab 

Republic
Yes, partially

Yes, and local 

strategies***
Yes Yes Yes Yes No Partially

The majority of the analysis concerns the period before the 

Syrian crisis but new strategies of mapping, state of cities and 

laws were proposed recently

Tunisia Yes Yes Yes Yes Yes Yes Yes Not clear
One of the pioneer countries in the field, many innovative 

approaches and institutional reforms; updating is necessary

United Arab 

Emirates
Yes No No No Yes No No No

No informal settlements, but similar issues related to over-

occupancy

Yemen No No Yes (before the war) Yes (before the war) Yes (World Bank) No No No
Civil war and rural/urban migration phenomenon; need an 

urgent updating of the data

ND: not determined.  
a International Standard for Describing Functions.
b Housing and Urban Development Company.
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Table 11.4. Strategies and programmes to address informal settlements in selected countries and territories in the Region, 2020

Country/territory

Law related 

to informal 

settlement 

management

National strategy

Detailed 

geographic 

mapping

Urban and 

engineering 

mapping

Socioeconomic  

analysis
Pilot projects

Implementation 

strategies

Private sector 

involvement
Specific issues

Egypt Yes Yes, ISDFa Yes (not always 

accessible)

Yes (national and 

local level)
Yes

Yes (land sharing, 

sites and services)
Yes ND

Maintenance, services and transportation provision for 

improved informal settlements

Iraq Under approval Yes Yes No, only pilots* Partially**

Yes, rich expertise 

and excellent 

results

No guidelines and 

solutions
No

Important coordination, and informal settlements are a priority; 

pilot of high value

Jordan No, in progress
HUDCb is a public 

operator with a 

level of expertise

Yes
Yes, well 

performing
Yes Yes

Yes, but changed 

three times 

(participatory/

infrastructure/

relocation)

Yes, in some major 

projects

The presence of two categories of camps (Syrian and 

Palestinian); HUDCb and their exceptional role

Lebanon No No No No No Yes (after the war) No No
No common acceptance of the term informal settlements;  

Syrian crisis is changing the concept and the approaches

Libya No
Yes, in Libya Vision 

2020
No No No No ND ND Lack of information and a need for updating

Morocco Yes Yes

Yes, for the 

majority of informal 

settlements

Yes, for the 

majority of informal 

settlements

Yes Yes
Yes, for urban 

management
Yes

National programme for informal settlements, Al Omrane as a 

model; private sector participation; excellent pilots

Occupied 

Palestinian territory
No No No

Very limited to few 

case-studies (no 

pilots)

Very limited to 

some projects with 

support of United 

Nations agencies

Case-studies with 

limited inputs 

and outputs; no 

implementation

No No
Difficulties related to the political situation and the land use 

processes after Oslo agreements

Saudi Arabia No national law

Yes, integrated in 

the Future Saudi 

Cities Programme

Partially

No, only pilots. 

Detailed analysis 

for pilot

Partially Yes

No, but 

capitalization of 

experiences

Yes
Local intervention and integration in urban planning strategies; 

legal and environmental concerns are analysed

Sudan No

Yes, integrated in 

urban planning 

development

No No No

Yes, in Khartoum 

providing housing 

units, the rest are 

“sites and services” 

based (double 

approach)

ND ND Information available for Khartoum and possible pilot projects

Syrian Arab 

Republic
Yes, partially

Yes, and local 

strategies***
Yes Yes Yes Yes No Partially

The majority of the analysis concerns the period before the 

Syrian crisis but new strategies of mapping, state of cities and 

laws were proposed recently

Tunisia Yes Yes Yes Yes Yes Yes Yes Not clear
One of the pioneer countries in the field, many innovative 

approaches and institutional reforms; updating is necessary

United Arab 

Emirates
Yes No No No Yes No No No

No informal settlements, but similar issues related to over-

occupancy

Yemen No No Yes (before the war) Yes (before the war) Yes (World Bank) No No No
Civil war and rural/urban migration phenomenon; need an 

urgent updating of the data

* In the informal settlements in Mosul, Ramadi and Basra. 
** A door-to-door survey which focused on understanding better demographics, education, displacement, child labour, community relationships, etc. 
*** Syrian Arab Republic was one of the most active of the Arab countries in the sustainable management of informal settlements, before the war. Since 
the lull in the war, the Government has been proposing laws and strategies. 
Source: UN-Habitat (2020) (39).
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ACCESS TO CLEAN WATER
AND SANITATION  

Inadequate water and sanitation services increase 
exposure to infectious diseases and waterborne 
diseases (66, 67). In 2017, 1.6 million people died 
globally from diarrhoeal diseases (67). Diarrhoeal 
diseases were the third leading cause of death among 
children under 5 years of age globally, with unsafe 
drinking water and poor sanitation being cited as the 
highest risk factor for such diseases (67). WHO data 
for 2016 indicate that there were 68 906 diarrhoea-
associated deaths due to inadequate water, sanitation 
and hygiene in the Region (68). The mortality rate 
attributable to unsafe water, unsafe sanitation and lack 

of hygiene in 2016 in the Region ranged from less 
than 0.1 per 100 000 in the GCC countries, to 86.6 per 
100 000 in Somalia (69). Additionally, there was wide 
variation in the number of diarrhoea disability-adjusted 
life years (DALYs) due to inadequate water, sanitation 
and hygiene between countries in 2016, ranging from 
94 in Kuwait to over 2.5 million in Pakistan (68, 70). 

The proportion of people in the Eastern Mediterranean 
Region with access to basic drinking water services, 
defined as “drinking water from an improved source, 
provided collection time is not more than 30 minutes 
from a round trip” improved between 2000 and 2017. 
However, this proportion is lower than the world 
average and lower than all regions except sub-Saharan 
Africa (Fig. 11.13). 

Fig. 11.13. Proportion of population (%) with access to at least basic drinking water services, by region, 2000–2017

Notes: The percentage of people using at least basic water services includes both people using basic water services as well as those using safely 
managed water services. Basic drinking water services is defined as “drinking water from an improved source, provided collection time is not more 
than 30 minutes from a round trip” (71).
Source: World Bank (71) based on data from the WHO/UNICEF Joint Monitoring Programme (JMP) (72). 
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Notes: The percentage of people using at least basic water services includes both people using basic water services as well as those using safely 
managed water services. Basic drinking water services is defined as “drinking water from an improved source, provided collection time is not more 
than 30 minutes from a round trip” (71).
Source: World Bank (71) based on data from the WHO/UNICEF JMP (72). 

A number of countries were consistently below the world average in terms of access to basic drinking water services 
between 2000 and 2017 including Afghanistan, Djibouti, Egypt, Morocco, Somalia, Sudan and Yemen. Most of these 
countries, with the exception of Djibouti, made substantial improvements during this time (Fig. 11.14).

Fig. 11.14. Proportion of population (%) using at least basic drinking water services in countries and 
territories in the Region, 2000–2017
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The most recent data from WHO on the percentage of the population with access to improved drinking water in 
countries and territories in the Region are shown in Fig. 11.15.

Fig. 11.15. Percentage of population with access to improved drinking water in countries and territories in the 
Region, 2017

Note: Improved drinking water is “a source that, by nature of its construction adequately protects the water from outside contamination, in particular 
from faecal matter” (73).
Source: WHO Regional Office for the Eastern Mediterranean (69). 

The Joint Monitoring Programme (JMP), which is 
managed by WHO and UNICEF, was established in 
1990 with the objective of “providing regular global 
reports on drinking water and sanitation coverage 
to facilitate sector planning and management to 
support countries in their efforts to improve their 
monitoring systems, and to provide information for 
advocacy” (74). The WHO/UNICEF JMP provides 
global data on water supply, sanitation and hygiene 
(WASH), and is a monitoring mechanism for drinking 
water and sanitation allowing for comparisons between 
countries over time (74). Additionally, it reports on 
progress towards SDG 6.1 and 6.2 targets (74). 

In 2017, the WHO/UNICEF JMP outlined the monitoring 
of household drinking water to compare service levels 
across countries and to facilitate enhanced monitoring 
of country progress, using five measures of progress 
from “no services” to “safely managed” (75, 76). Safely 
managed drinking water services refers to “drinking 
water from an improved water source”, which unlike 
the basic service level is “located on the premises and 
available when needed” (75). Fig. 11.16 shows the 
proportion of the population using safely managed 
drinking water services for those countries in the Region 
for which data are available between 2000 and 2017. 
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Note: Safely managed drinking water refers to “drinking water from an improved water source that is located on premises, available when needed and 
free from faecal and priority chemical contamination” (75).
Source: World Bank (77) based on data from WHO/UNICEF JMP. 

Fig. 11.16. Percentage of population using safely managed drinking water services in selected countries in 
the Region, 2000–2017
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While there are large differences in access to clean drinking water and basic sanitation related to countries’ level of 
development, even within richer countries there are inequities in access to these services, as shown in Fig. 11.17. 

Fig. 11.17. Coverage of drinking water (%) for households in countries and territories of the Region, 
by service level, 2017

Note: Definitions of drinking water service levels: safely managed drinking water refers to “drinking water from an improved water source which is 
located on the premises, available when needed and free from faecal and priority chemical contamination”; basic is “drinking water from an improved 
source, provide collection time is not more than 30 minutes for a roundtrip including queuing”; limited is “drinking water from an improved source 
for which collecting time exceeds 30 minutes for a roundtrip including queuing”; unimproved is “drinking water from an unprotected dug well or 
unprotected spring”; and surface water is “drinking water directly from river, dam, lake, pond, stream, canal or irrigation canal” (76). 
Source: WHO/UNICEF JMP (2017) (78).
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Note: Definitions of drinking water service levels: safely managed drinking water refers to “drinking water from an improved water source which is 
located on the premises, available when needed and free from faecal and priority chemical contamination”; basic is “drinking water from an improved 
source, provide collection time is not more than 30 minutes for a roundtrip including queuing”; limited is “drinking water from an improved source 
for which collecting time exceeds 30 minutes for a roundtrip including queuing”; unimproved is “drinking water from an unprotected dug well or 
unprotected spring”; and surface water is “drinking water directly from river, dam, lake, pond, stream, canal or irrigation canal” (76). 
Source: WHO/UNICEF JMP (2017) (78).

When compared with other WHO regions, the Eastern Mediterranean had a higher proportion of safely managed 
drinking water services than South-East Asia, the Western Pacific and African regions, as shown in Fig. 11.18. However, 
around 45% of the Eastern Mediterranean Region was still not covered by a safely managed service. It should also be 
noted that data were not available for safely managed water services for all countries in the Region in 2017. 

Fig. 11.18. Coverage of drinking water (%) in WHO regions, by service level, 2017
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Refugees are particularly likely to lack access to sufficient and clean water. In the Eastern Mediterranean Region, 
the majority of refugee camps are unable to provide the recommended minimum of 20 litres of water per day per 
person (80–84). Additionally, many countries hosting refugees are already experiencing water scarcity. Jordan is one 
of the 10 most water-scarce countries in the world and there are around 1.4 million refugees in Jordan which puts 
significant strain on the already limited water resources (80–84). However, Jordan has provided close to universal 
coverage in terms of access to drinking water and improved sanitation despite challenges in terms of water scarcity 
and limited financial resources. Strategies implemented in the country are outlined in Box 11.14. 

Box 11.13. Improving access to water and sanitation, Morocco      

In 2015, the Government of Morocco developed an initiative to improve the provision of water 
and sanitation services to low-income communities and informal settlements in urban areas 
of the country (79). The initiative was established in collaboration with private operators, local 
municipalities and the Global Partnership for Results-Based Approaches (79). The Partnership 
provided funding for a pilot scheme directed at expanding water and sanitation services to poor 
peri-urban areas and to low-income households (79). Over 12 000 water and sanitation connections 
were established, and more than 62 000 beneficiaries received improved access to piped water 
supplies and sanitation services as a result of the programme (79).

Box 11.14. WASH strategies in Jordan       

There are several ministries and institutions with combined responsibility for drinking water and 
sanitation services in Jordan and there are clearly defined performance indicators for the monitoring 
of utilities and water, which are subsidized for low-income individuals (85). As outlined by WASH 
partners in 2018, significant progress has been made in access to services in the past two decades in 
Jordan, with 2 595 670 people gaining access to safely managed water services, and 2 212 419 gaining 
access to safely managed sanitation services between 2000 and 2015 (86, 87). However, the number 
of refugees arriving in Jordan and poor water availability and competing water demands have created 
challenges in providing universal access (86). 

Box 11.13 outlines efforts to improve access to clean water and sanitation in Morocco.
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In response to the Syrian refugee crisis in Jordan, a WASH programme was introduced in 2012 in an 
effort to provide WASH facilities to refugees. The main activities of this programme included: providing 
water, sanitation and hygiene to the camps that the programme was servicing; providing infrastructure 
support; and coordinating the WASH sector in both the refugee camps and at national level (88). At 
its height, the programme serviced refugees in six camps and settlements, host communities and 
informal tented settlements across Jordan. The programme evolved from providing primarily emergency 
response between 2012 and 2014, to planning for more long-term operations in refugee camps from 
2014 onwards (88). By 2017, there were four activity components of the WASH programme. These 
included: providing equitable WASH services in four camps, two settlements and to other vulnerable 
groups; coordinating the WASH sector in the camps and at national level; providing gender-equitable 
support to vulnerable groups in host communities; and providing technical support to the Ministry 
of Water and Irrigation to support the WASH sector (88). For example, in the Za’atari camp, a water 
network was constructed to reduce the cost of water provision, improve the sustainability of the system 
and ensure equitable access to water. The scope of the International Solutions Group evaluation of this 
programme covered up until July 2017, but UNICEF has continued to implement the programme (88). 

Box 11.15. An initiative for improving WASH services in, Yemen (89)       

In Yemen, 18 million people are in urgent need of WASH assistance. UNICEF, in collaboration with 
partners, has been working to scale up emergency WASH assistance in the country and has an integrated 
WASH, Health and Communication for Development, acute watery diarrhoea/cholera prevention and 
response plan. Due to their efforts, nearly 5 million people had access to safe drinking water and almost 1 
million gained access to emergency safe water in 2018. Additionally, almost 6 million people living in high-
risk cholera areas had access to household-level water treatment and disinfection. 

Yemen is one of the most water-scare countries globally and conflict has had a strong impact on water accessibility 
for citizens (89). UNICEF has implemented an initiative to improve the accessibility and conditions of WASH services 
in Yemen, as outlined in Box 11.15. 
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The Poverty Profile for Somalia published by the World Bank indicates that 41% of Somalis lack access to improved 
sources of water (66, 90). There are wide inequities in access between rural and urban areas and IDP camps, as 
shown in Fig. 11.19, with a much higher proportion of those living in urban areas (70%), particularly Mogadishu, 
having access to improved water sources compared to those in rural areas (21%) and IDP camps (40%). Additionally, 
those classified as being “poor” generally had lower access to improved water sources. This difference was 
particularly stark for those living in rural areas. 

Fig. 11.19. Proportion of working age population with access to improved sources of water in Somalia, 2017

Notes: Access to an improved water source refers to the “percentage of the population using an improved drinking water source. The improved drinking 
water source includes piped water on premises (piped household water connection located inside the user’s dwelling, plot or yard), and other improved 
drinking water sources (public taps or standpipes, tube wells or boreholes, protected dug wells, protected springs, and rainwater collection)” (66).
This survey does not cover nomadic people and Somalis living in conflict-affected areas. 
Source: Pape et al. (2017) (66).
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Notes: “Surface water (drinking water directly from a river, dam, lake, pond, stream canal or irrigation channel), unimproved water (drinking water from an 
unprotected dug well or unprotected spring), limited water (drinking water from an unimproved source for which collection time exceeds 30 minutes for a 
roundtrip including queuing), basic water (drinking water from an improved source, provided collection time is not more than 30 minutes from a round trip 
including queuing)” (76).
Source: WHO/UNICEF JMP (91). 

Fig. 11.20 shows how drinking water access varies by wealth quintile in Afghanistan, with a higher proportion of 
individuals in richer wealth quintiles having access to basic drinking water services. 

Fig. 11.20. Drinking water services in Afghanistan, by wealth quintile, 2017
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ACCESS TO SAFELY MANAGED SANITATION SERVICES 

Fig. 11.21 shows the latest data (2017) on the proportion of the population with access to improved sanitation 
services in countries and territories of the Eastern Mediterranean Region. Improved sanitation facilities include 
“sanitation facilities that hygienically separate human excreta from human contact” (92). 

Fig. 11.21. Proportion of population (%) with access to improved sanitation facilities in countries and territories 
in the Region, 2017 

Source: WHO Regional Office for the Eastern Mediterranean (2020) (69).
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Note: Basic sanitation services refers to improved sanitation facilities which are not shared with other households. This indicator includes both those using 
sanitation services as well as those using safely managed sanitation services (94). 
Source: World Bank, based on data from WHO/UNICEF JMP (94).

Fig. 11.22 shows the proportion of people using at least basic sanitation services, defined as those that “likely 
hygienically separates human excreta from human contact” (93), which are not shared with other households (94). The 
proportion of people with access to at least basic sanitation services in the Region increased between 2000 and 
2017 and was consistently higher than the world average. 

Fig. 11.22. Proportion of population (%) using at least basic sanitation services, by region, 2000–2017
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There have been improvements in provision of at least basic sanitation services in countries and territories in the 
Region between 2000 and 2017, although Afghanistan, Djibouti, Pakistan, Somalia, Sudan and Yemen remain below 
the world average (Fig. 11.23). 

Fig. 11.23. Proportion of population (%) using at least basic sanitation services in countries and territories in 
the Region, 2000–2017

Notes: Basic sanitation services refers to improved sanitation facilities which are not shared with other households. This indicator includes both those 
using sanitation services as well as those using safely managed sanitation services (94). 
Source: World Bank, based on data from WHO/UNICEF JMP (94).
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Notes: Average for rural and urban does not include Bahrain, Kuwait, Lebanon, Libya, Qatar, Saudi Arabia and United Arab Emirates, as data were not 
available for these countries disaggregated by urban and rural areas. 
Basic sanitation services refer to improved sanitation facilities which are not shared with other households. This indicator includes those using sanitation 
services as well as those using safely managed sanitation services (94). 
Source: World Bank, based on data from WHO/UNICEF JMP (94).

In countries where access is not universal, rural populations have much lower access than urban areas. In 
2017, 85% of people in urban areas were using at least basic sanitation services, compared to 64% in rural 
areas, Fig. 11.24. 

Fig. 11.24. Proportion of population (%) using at least basic sanitation services in the Region, residence area, 
2000–2017
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As seen in Fig. 11.21 and Fig.11.25, Somalia has one of the lowest levels of access to improved sanitation services 
in the Eastern Mediterranean Region. Overall, less than 15% of the Somali working age population have access to 
sanitation facilities. The disparities between the “poor” and ‘‘non-poor” in Somalia are even more stark, as shown in 
Fig. 11.25. Additionally, there are wide differences in access between rural and urban areas, with around 2% of those 
in rural areas having access, compared to 13% in urban areas. 

Fig. 11.25. Proportion of working age population (%) with access to improved sanitation in Somalia, 2017

Source: Pape et al. (2017) (66).
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Programmes have been initiated in Somalia to address WASH needs, such as the Somali Aid programme outlined in 
Box 11.16. 

Box 11.16. Somali Aid WASH programme (95)       

Somali Aid was first established in 2010 and has implemented WASH programmes directed at addressing 
the needs of communities and IDPs throughout the country. The Somali Aid WASH programmes aim to 
enhance the ability of communities to access safe water sources, manage and sustain existing services, 
and expand services to other communities. The programme also serves to provide hygiene education to 
target communities. For example, in Badhadhe town, a water supply system which produces up to 12 000 
litres an hour was established, along with gravitated water access points where the water could be easily 
accessed by citizens. This water facility services around 3000 people and 430 livestock herds. Somali 
Aid also trained 24 local hygiene promoters, as well as a establishing a 12-person water management 
committee to ensure the quality of the water. 

As with the WHO/UNICEF JMP ladder for drinking 
water services, there is a ladder categorizing 
sanitation services which is used to benchmark and 
compare service levels across countries, and to 
monitor a country’s progress. There are five levels 
in the JMP ladder for sanitation ranging from “open 
defecation” as the lowest level to “safely managed” 
as the highest service level (96). Safely managed 
sanitation refers to “use of improved facilities that are 
not shared with other households and where excreta 
are safely disposed of in situ or transported and 
treated offsite” (75). 

In 2017, there were 92 countries globally with data 
estimates of safely managed sanitation services (87). 
There are estimates of safely managed sanitation 
services for 14 countries and territories in the Eastern 
Mediterranean Region. Access to safely managed 
sanitation for countries and territories in the Region 
for which data are available is shown in Fig. 11.26. 
This shows that there is wide variation in access to 
safely managed sanitation services between countries 
in the Region, and that there has been only minimal 
improvement for most countries between 2010 and 
2017, particularly for those countries with low levels of 
safely managed sanitation services, of less than 40%. 
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Fig. 11.26. Proportion of population (%) using safely managed sanitation services in countries and territories 
in the Region, 2010–2017

 

Note: Safely managed sanitation refers to “use of improved facilities which are not shared with other households and where excreta are safely disposed in 
situ or transported and treated off-site”.
Source: World Bank, based on data from WHO/UNICEF JMP (97).

According to the findings of the UN-Water Global Analysis and Assessment of Sanitation and Drinking-Water 
(GLAAS) regional analysis (2013/2014), which included data for 11 countries and territories of the Region, there are 
eight governments in the Region that recognize the human right to water and sanitation in their constitutions or 
through legislation (85), shown in Table 11.5.
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Note: Countries and territories included in the GLAAS 2013/2014 survey – Afghanistan, Iran (Islamic Republic of), Jordan, Lebanon, Morocco, occupied 
Palestinian territory, Oman, Pakistan, Sudan, Tunisia and Yemen. 
Source: Data from GLAAS 2013/2014 survey as presented in WHO report (2015) (85). 

Table 11.5. Countries and territories in the Region that recognize the human right to water and sanitation in 
constitutions or legislation, 2013–2014 

Recognition of human right to water and 
sanitation in constitution or legislation 

Country

Yes, for both water and sanitation 
Iran (Islamic Republic of), Lebanon, Morocco, Oman, occupied 
Palestinian territory, Sudan, Tunisia

Yes, water only Yemen

No Afghanistan, Jordan, Pakistan

Data not available 
Bahrain, Djibouti, Egypt, Iraq, Kuwait, Libya, Qatar, Somalia, 
Syrian Arab Republic, United Arab Emirates

Source: Data from GLAAS 2013/2014 survey as presented in WHO report (2015) (82). 

Most countries and territories in the Eastern Mediterranean Region do have drinking water and sanitation policies, 
plans and/or strategies in place to reach vulnerable groups (85). However, less than half of the countries carry out 
monitoring of access and service provision for the poor and there are only two countries that have implemented 
finance measures directed towards reducing inequities in access to drinking water and sanitation. Nevertheless, 
most countries have strategies in place, although these are not always followed through with resources and 
implementation, as shown in Table 11.6 (85). 

Table 11.6. Sanitation and drinking water measures for those living in poverty in the Region, 2013–2014

Governance Monitoring Finance

World Bank 
country income 
category

Number of 
countries

Universal access 
policy specifically 
includes measures 

for the poor

Monitoring system 
tracks progress in 
extending services 

for the poor

Finances measures to 
reduce disparity between 
the rich and the poor are 

consistently applied

Sanitation 
High income and 
upper middle 
income

5 60% 20% 0%

Lower middle 
income and low 
income 

6 83% 67% 33%

Total (Region) 11 73% 45% 18%

Total (World) 94 79% 44% 22%

Water 
High income and 
upper middle 
income

5 60% 40% 20%

Lower middle 
income and low 
income 

6 83% 50% 17%

Total (Region) 11 73% 45% 18%

Total (World) 94 79% 39% 18%

Percentage of countries:        80–100%         0–79%          40–59%       0–39%
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A programme in Lebanon to improve WASH for refugees is explained in Box 11.17, and examples of countries’ 
commitments to address inequities in WASH services are described in Box 11.18. 

Box 11.17. Programme to improve water, sanitation and hygiene for refugees, Lebanon (98)        

A UNHCR strategy aims to improve WASH for refugees in Lebanon through implementation of water and 
waste projects to strengthen or rehabilitate existing WASH infrastructure. As a result of these programmes, 
by the end of 2016, the sanitary conditions of 108 000 people were improved and access to safe water 
had been provided for 27 000 individuals. Additionally, between January and June 2017, sanitation 
conditions had improved for 110 700 refugees, 10 050 had been provided with access to safe water, and 
close to 11 000 had benefited from hygiene promotion initiatives. Furthermore, 147 km of pipeline had 
been constructed which provided water connections for 4770 households. 

Box 11.18. Commitments to eliminate inequities in WASH in Afghanistan, Pakistan and Sudan (85)         

In 2014, the third Sanitation and Water for All High-Level Meeting took place which provided the 
opportunity for countries to make commitments to strengthening their WASH sector. Following on from 
this, commitments were made by some countries in the Region, including Afghanistan, Pakistan and 
Sudan, focusing on eradicating inequalities and improving sustainability. Specifically, Afghanistan made 
a commitment to increase investment in the WASH sector and eradicate open defecation through the 
development and implementation of a strategy on hygiene and sanitation. Pakistan made a commitment 
to develop a national monitoring framework directed at addressing inequalities in access to WASH 
services, and Sudan made a commitment to design a framework for monitoring the delivery of equitable 
and sustainable WASH services. 

WASTE MANAGEMENT 

A number of countries in the Region do not have the capacity, financial resources or infrastructure to implement 
functional waste collection and segregation, or treatment and disposal of waste. Most countries burn agricultural 
and/or municipal waste (99). As a result, a significant portion of solid waste in Egypt, Syrian Arab Republic and 
Yemen is not collected daily. Countries hosting large numbers of displaced populations have also to consider how 
to collect and dispose of solid waste in temporary populations. Segregating waste for reuse and recycling is often 
carried out by those living in poverty. 
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Box 11.19. Examples of waste management initiatives        

Regional network for integrated management in the Middle East and North Africa region 

A regional project was commissioned by the German Federal Ministry for Economic Cooperation 
and Development between 2009 and 2015, which included Egypt, Jordan, Lebanon, Morocco, 
occupied Palestinian territory, Syrian Arab Republic, Tunisia and Yemen (100). The primary objective 
of this project was to get the “basic principles for a sustainable and integrated waste management 
system ... institutionally established in the MENA region and by its member countries” by expanding 
existing informal contacts among stakeholders in the waste management industry into a “functioning 
cooperation and network structure”, supported by a regional secretariat (100). Additionally, the current 
waste management situation in the countries and territories was documented to provide a basis for 
needs assessment and to help direct action (100). Nine country workshops and a regional conference 
were also conducted (100). 

Integrated solid waste management in Baalbek, Lebanon

In 2011, the Ministry of Environment in Lebanon was funded by the Government of Italy to undertake 
a pilot project for solid waste management in Baalbek, Lebanon, with the expected end date of the 
project being December 2020 (101). The aim of this project was to develop the capacity of the Ministry 
of Environment to manage solid waste and implement basic services which promote local development 
in the waste management sector. Activities included the construction of a sanitary landfill and the 
restoration of an existing dumpsite (101). It was expected that these activities would benefit the total 
population of the target community which includes around 180 000 citizens (101). The Ministry of 
Environment was supported by UNDP in the implementation and management of this project. 

Approximately 90% of the total solid waste in the Middle East and North Africa region is disposed into 
dumpsites and unlined landfills, leading to air, land and groundwater pollution from hazardous chemicals. 
These dumping sites emit greenhouse gases, which, in some cases, can be high. In Jordan, up to 12% of the 
country’s national emissions result from solid waste (99). Examples of initiatives for addressing the issue of 
waste management in the Region are outlined in Box 11.19. 

Health care waste is a public health issue in some countries in the Eastern Mediterranean Region and there have been 
increases in the quantity of medical waste with the growth of the health care sector (102). GCC countries generate 
around 150 tonnes of medical waste a day, with Saudi Arabia alone generating over 80 tonnes a day (102). Improper 
medical waste disposal methods as well as insufficient physical resources and a lack of research on medical waste 
management have been cited as challenges related to medical waste disposal in countries, which can have significant 
public health impacts (102). The improper management of medical waste can contaminate drinking water and air 
quality, and place patients, health care workers, waster handlers and the general public at risk of exposure to infectious 
agents, toxic chemicals and sharps equipment, which can cause disease and/or injury (103). Small-scale incineration 
and landfilling are the methods used for management of medical waste in the Middle East and North Africa region, 
which can release a wide range of pollutants. They can contaminate water resources and have an impact on air quality 
and soil fertility (102). Additionally, in a number of countries in the Region, medical waste is mixed with municipal waste 
and/or industrial waste, which can create a hazardous mix of substances (102). An analysis of health care waste in 
Sudan found needles mixed with domestic and other medical waste (104). 
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ACCESS TO ELECTRICITY 

Access to electricity is important to the development 
of clean and safe household environments, as well 
as to the provision of a range of essential services 
(105). The World Bank (2018) outlines that a lack of 
access to electricity presents a significant barrier to 
progress and impacts on a number of development 
indicators including health, education and gender 
equality (106). The improvement of access to electricity 
helps to alleviate poverty and support adequate living 
conditions by providing light, heating and electric 
cooking. Electricity is also important in providing 

access to information technologies that provide health 
information (107, 108). SDG 7 includes the commitment 
to ensuring “access to affordable, reliable, sustainable, 
and modern energy for all” (109). 

Inadequate access to clean energy including 
electricity for households can result in household air 
pollution due to the use of polluting fuels for light, heat 
and cooking, which can have highly damaging health 
effects (105, 110). Household air pollution is further 
detailed in the following section. Fig. 11.27 shows 
that access to electricity in the Eastern Mediterranean 
Region is consistently very close to the world average, 
but lower than a number of other regions in the world. 

Fig. 11.27. Proportion of population (%) with access to electricity, by region, 2000–2018

Source: World Bank, based on Sustainable Energy for All database (111).
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There are large differences in access to electricity between resource-rich and resource-poor countries, as shown 
in Fig. 11.28. Less than 40% of the population of Somalia had access to electricity between 2002 and 2018, 
although access improved considerably over the period. According to Porcaro et al. (2017), people in low- and 
middle-income countries, particularly women and children, are disproportionately affected by inadequate access 
to clean household energy (105). 

Fig. 11.28. Proportion of population (%) with access to electricity in countries and territories in the Region, 
2000–2018
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There are clear inequities in access to electricity between urban and rural populations in the Region, as shown in  
Fig. 11.29, with the rural population consistently having less access. 

Fig. 11.29. Percentage of urban and rural population with access to electricity in the Region, 2000–2018

Source: World Bank, based on Sustainable Energy for All database (111).
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Notes: Internet users refers to “individuals who have used the Internet (from any location) in the last 3 months. The Internet can be used via a computer, 
mobile phone, personal digital”.
Source: World Bank (115) based on data from the International Telecommunication Union World Telecommunication/ICT indicators database.

ACCESS TO THE INTERNET  
 
Internet access is increasingly considered an essential 
service which is important to health. Inequities in 
access to the internet can exacerbate inequities in other 
determinants of health including access to education, 
employment and economic opportunities, as well as to 
social connections, all of which are important to good 
health (2, 112). Access to health care information and 
advice is also often done “remotely” and those without 
an internet connection are excluded. SDG target 9c 
is to “significantly increase access to information and 
communications technology and strive to provide 
universal and affordable access to the Internet in least 
developed countries by 2020” (113). 

There are wide variations in access to the internet 
between countries in the Eastern Mediterranean Region. 
Nevertheless, a number of countries and territories are 
consistently well above the world average. Raz (2020) 
outlined that some of the Arab countries have the 
highest internet usage in the world (114). However, there 
were also a number of countries in the Region which 
were consistently below the world average between 
2000 and 2017. All the countries and territories of the 
Region show increases in the proportion of individuals 
using the internet from 2000 to 2017; however, Somalia 
has rates below 2% for this period (Fig. 11.30). 

Fig. 11.30. Percentage of individuals using the internet in countries and territories in the Region, 2000–2017
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Inequities in internet use by gender are also evident in a number of countries and territories in the Region, as shown 
in Fig. 11.31. Women can face significant barriers to internet access on account of cultural norms, gender roles, 
biases and stereotypes (114). Additionally, according to the International Telecommunication Union, the gap in 
internet use between men and women is largest in the Arab States (114). 

Fig. 11.31. Percentage of individuals using the internet at any frequency in selected countries and territories 
in the Region, by gender, 2018–2019 

Source: Raz (2020) based on data from the Arab Barometer, Wave V (114).

100

90

80

70

60

50

40

30

20

10

0

Percentage of individuals using the internet (%)

Female Male

LebanonKuwait Occupied 
Palestinian 

territory

Jordan IraqSudanLibya Morocco Egypt TunisiaYemen



457

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

Source: Raz (2020) based on data from the Arab Barometer, Wave V (114).

In all selected countries and territories in the Region, with the exception of Lebanon, a higher proportion of 
individuals in urban areas reported using the internet (at any frequency) compared to those in rural areas, as shown 
in Fig. 11.32. 

Fig. 11.32. Percentage of individuals using internet at any frequency in selected countries and territories in 
the Region, by residence, 2018–2019 
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Fig. 11.33. shows a social gradient in terms of access to internet connection in selected countries and territories in 
the Region, with a higher proportion of the population in richer quintiles having a connection.

Fig. 11.33. Proportion of population (%) with a household internet connection in selected countries and 
territories in the Region, by consumption per capita quintiles, 2012–2017 

Source: Atamanov et al. (2020) based on data from the Arab Barometer, Wave V (116).
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AIR POLLUTION   

Air pollution poses a significant risk to health including 
increased morbidity due to chronic respiratory 
diseases, stroke, heart disease and lung cancer (117). 
Air pollution is associated with significant loss of life 
and poor health outcomes in countries, across all levels 
of development, including in the Eastern Mediterranean 
Region (118). In 2016, WHO estimates on air quality 
showed that 92% of the global population was living 

in areas with levels which were above the WHO-
recommended limits (119). This was even higher 
in the Region, with 98% of the population being 
exposed to air pollution levels exceeding WHO’s 
recommendations (119). Fig. 11.34 shows how the 
Region had higher than the world average rates of 
deaths attributable to ambient and household air 
pollution in 2016. Rates are higher in low- and middle-
income countries in the Region, compared to high-
income countries (120). 

Fig. 11.34. Mortality rate attributed to ambient and household air pollution per 100 000 population (age-
standardized), by WHO region, 2016

Source: World Health Statistics data visualizations dashboard (2019) (121).
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Based on 2016 data from WHO, there are wide differences in death rates per 100 000 population (age-standardized) 
due to ambient and household air pollution between countries in the Region, as shown in Fig. 11.35, with Somalia 
having the highest rate (213 deaths per 100 000) and Bahrain having the lowest (40 deaths per 100 000). Low- and 
middle-income countries in the Region had higher death rates attributable to air pollution when compared to higher 
income countries. 

Fig. 11.35. Mortality rate attributed to ambient and household air pollution per 100 000 population 
(age-standardized) in countries in the Region, 2016

Note: No available data for occupied Palestinian territory. 
Source: World Health Statistics data visualizations (2019) (121).

Fine particulate matter (PM25) is the largest contributor to the burden of disease associated with air pollution and in 
2019, it was reported that over 90% of the global population were exposed to annual mean PM25 concentrations that 
were above the WHO Air Quality Guidelines for PM25 of 10µg/m3 (122). Three countries in the Eastern Mediterranean 
Region are in the top 10 countries globally with the highest population-weighted annual average PM25 exposure, namely 
Egypt, Pakistan and Qatar (122). Table 11.7 shows that all countries and territories of the Region were above the 
WHO recommendations for annual PM25 exposure. 
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Table 11.7. Average annual population-weighted PM25 concentrations in countries and territories in 
the Region, 2019

PM25 concentrations Country

0 to < 15 None

15 to < 30 Lebanon

30 to < 45

Djibouti, Egypt, Iran (Islamic Republic of), Iraq, Jordan, Kuwait, Libya, 
Morocco, occupied Palestinian territory, Oman, Syrian Arab Republic, 
Tunisia, United Arab Emirates, Yemen

45 to < 75 Afghanistan, Bahrain, Pakistan, Saudi Arabia, Sudan

75 to < 85 Qatar

Source: Health Effects Institute (2020) (122).

According to a report by the Health Effects Institute (2020) air pollution was the fourth leading risk factor for early 
death globally in 2019 (122). The age-standardized death rates in countries and territories of the Region due to PM25

 

are shown in Table 11.8. 

Table 11.8. Age-standardized death rates attributable to PM25 in countries and territories in the Region, 2019

Age-standardized death rate 
(deaths per 100 000)

Country

2 to < 21 Somalia

21 to < 34 ND

34 to < 52 ND

52 to < 80
Afghanistan, Djibouti, Iran (Islamic Republic of), Jordan, Kuwait, Lebanon, 
Libya, Tunisia 

80 to < 177
Bahrain, Egypt, Iraq, Morocco, occupied Palestinian territory, Oman, 
Pakistan, Qatar, Saudi Arabia, Sudan, Syrian Arab Republic, United Arab 
Emirates, Yemen

ND: not determined.
Source: Health Effects Institute (2020) (122).
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Fig. 11.36. Percentage of the population with access to clean cooking in countries in the Region, 2017

Notes: Countries with 95% in graph had access of more than 95% and Somalia had less than 5%.. No data available for Lebanon, Libya and occupied 
Palestinian territory. 
Source: International Renewable Energy Agency (2017) (125).

While much air pollution is driven by transport and 
industrial processes, over 3 billion people globally rely 
on polluting sources of energy for cooking such as 
charcoal, wood and dung. Close to 1 billion people are 
reliant on polluting devices such as kerosene lamps 
to provided lighting in their homes (110). The use of 
solid fuels and open fires for cooking is a major source 
of household air pollution which can have significant 
adverse health and environmental effects (123). 
Women and children are disproportionately impacted 
by exposure to household air pollution and associated 
adverse effects; for example, 50% of premature 
deaths due to indoor air pollution are in children under 

5 years of age (123, 124). Clean cooking fuels and 
technologies are vital in achieving SDG 7 which is 
directed at ensuring “access to affordable, reliable, 
sustainable and modern energy for all” and access 
to clean cooking is one energy indicator for progress 
towards SDG 7 (109, 125). In 2017, while more than 
95% of populations in most countries in the Region 
had access to clean cooking, there were six countries 
where less than 70% of the population had access to 
clean cooking; and in Somalia and Djibouti, population 
access to clean cooking was less than 5% and 6%, 
respectively (Fig. 11.36).  
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Source: WHO (2016) (110).

The Eastern Mediterranean Region is behind the African, South-East Asia and Western Pacific regions and below the 
world average in terms of the percentage of the population using polluting fuels for cooking, as shown in Fig. 11.37. 
Pakistan’s use of polluting fuels as a primary source of energy for cooking was among the highest globally (110). 

Fig. 11.37. Proportion of population (%) using polluting fuels for cooking, by WHO region, 2016 

Despite the well-known impacts of air pollution on 
health, the 2020 report by the Health Effects Institute 
also highlights that there has been no progress, 
or very little progress, in addressing this issue. 
Significant disparities exist, as improvements seen 
over the past decades have generally been in high-
income countries while dangerous levels of pollution 
persist in lower income countries (122). However, 
there have been some improvements in monitoring 
in the Eastern Mediterranean Region. In 2016, there 
were 85 cities from 15 countries with data included 

in the WHO database for air pollution, which includes 
not only particulate matter measurements, but 
also estimates from established public air quality 
monitoring systems (126). This is an improvement 
In the 26 cities reporting such data in 2014 (127). 
Monitoring air quality is important in that it can 
help direct corrective actions to improve air quality. 
Therefore, this increase in air quality monitoring 
and assessment suggests that progress is being 
made (127, 128). However, most of the increase in 
monitoring has come from high-income countries in 
the Region (128). 
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The Arab strategy on health and the environment 
(2017–2030) was adopted in 2018 during the Summit 
of the Arab League (129). This strategy was developed 
by the WHO Regional Centre for Environmental 
Health Action and the WHO Regional Office for the 
Eastern Mediterranean and was endorsed by all of 
the Arab States. It supports a collaborative approach 
where “the ministries of health and ministries of 
environment in the Region will be assuming the roles 

of stewarding broker and interlocutor in partnership 
with other stakeholders; emphasizing the leadership 
of public health and environmental sectors in terms 
of governance and surveillance responsibilities, as 
well as catalysing relevant sectors to take preventive 
actions and corrective interventions” (129). Air pollution 
was included as one of the nine environmental health 
priorities as part of this strategy (129). See Box 11.20 
for the COVID-19 pandemic’s impact on air pollution.

Box 11.20. COVID-19 pandemic and impact on air pollution          

The outbreak of the COVID-19 pandemic saw the introduction of wide-ranging containment measures 
in many countries worldwide, including local and national lockdowns, to control the spread of the virus. 
This caused dramatic changes in normal daily activities in terms of vehicle use, public transportation, 
air travel and industrial processes. Changes in such activities have been reported to have had a positive 
impact on air quality in a number of studies, including in countries in the Region. 

A study carried out in the Eastern Province of Saudi Arabia found that there were reductions in some 
air pollutants as a result of the lockdown measures, including reductions in nitrogen dioxide and 
particulate matter (PM10) to levels lower than the WHO guideline values (130). A reduction in the levels 
of carbon monoxide was also seen, and this was mainly attributable to changes in transportation 
activities during lockdown (130). 

Additionally, a study in Egypt found that containment measures had some positive effects on air pollution 
in the country, with nitrogen dioxide and carbon monoxide levels in Cairo having decreased by 15% 
and around 5%, respectively (131). Furthermore, in Egypt as a whole, particulate matter represented 
in the absorbing aerosol index was around 30% lower than the same period in 2019 (131). These 
positive changes were mainly attributable to decreases in traffic and industrial activities as a result of the 
containment measures (131). 

A study by the Ministry of Environment of Jordan reported an average drop in different pollutant levels 
during the lockdown periods in the country. There were reductions in nitrogen dioxide, sulphur dioxide and 
PM10 of 75.8%, 60.2% and 33.5%, respectively, compared to the same period in 2018, concentrations, 
respectively, and when compared to the same period in 2018 (132).
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SUMMARY AND 
RECOMMENDATIONS 

Good-quality living environments are central to 
peoples’ health. This chapter presented evidence on 
the profoundly inequitable environments and living 
conditions within countries of the Region. Many 
people lack access to essential services, including 
safely managed drinking water services, modern 
sanitation, waste removal and electricity. While there 
has been progress in access to these services in many 
countries, there are still many communities and people 
living without any of these essential services and, 
even in wealthier countries, there are socioeconomic 
inequities in access to such services. This Commission 
recommends the universal provision of basic services 
and proposes that each country develop national 
standards for basic services that are universally applied. 

While the development of national standards does not 
ensure the resources and implementation required, it 
does provide a template and a strategy for delivery and 
strengthens national governments’ and international 
organizations’ accountability to deliver. We also 
recommend developing standards for the quality of 
informal settlements – which will trigger interventions 
when standards fall short – without which, the health 
of those living in informal settlements will be further 
damaged.

Poor air quality is a critical health equity issue in the 
Eastern Mediterranean Region. Premature mortality and 
morbidity from poor air quality is high in the Region and 
largely affects more deprived communities, although 
everyone would benefit from reduced air pollution. The 
reduced traffic during COVID-19 lockdowns has shown 
the possibility of cities and roads without congestion 
and pollution. Enforced regulation of transport and 
industrial emissions and promotion of electric vehicles 
are essential components in reducing air pollution, and 
are also vital climate change mitigation measures. 

In every country of the Region, there are significant 
inequities in access to affordable and decent-quality 
housing, which impact on health directly and indirectly. 
Unaffordable housing pushes people into poverty and 
debt, both of which are closely associated with poor 
physical and mental health. In 2018, a high proportion 
of the urban population in the Region lived in slum 
households. In several countries, the proportion of the 
population living in slums has increased; most of these 
increases relate to conflict and the increased numbers of 
refugees as a result, but large and rapid growth in urban 
populations has also contributed. National planning 
strategies and mechanisms and long-term investment 
can mitigate the health equity risks of increasing 
urbanization by ensuring the provision of healthy built 
environments and infrastructure through sustainable 
urban development. This Commission therefore 
recommends strengthened national and regional 
planning mechanisms.

Recommendations  

1. Ensure universal provision of basic services and improve housing quality.  
• Develop and implement standards for universal basic services that cover water and 

sanitation, housing, transport, electricity and the internet, including in refugee and 
informal settlements.  

• Develop and enforce national plans to reduce air pollution through regulation of 
manufacturing and resource extraction and transport emissions. Promote the use of 
electric vehicles.  

• Implement and enforce national strategies related to the management of informal 
settlements and include public recreational spaces, schools, safe and walkable spaces, 
and education and health care services. Prioritize equitable and accessible WASH in 
redesigning informal settlements. 

2. Implement sustainable and accessible transport systems. 
• Strengthen sustainable and affordable public transport systems including electric buses, 

trams and rail.
• Improve the safety of public transport, particularly for women and older people.  
• Improve road and vehicle safety standards to reduce high levels of vehicle accidents.

3. Strengthen regional and national planning mechanisms.
• Develop national planning strategies for sustainable rural and urban development.
• Establish legislation and mechanisms for formalizing the land tenure of inhabitants living 

in informal settlements.

Relevant SDG targets

1.4

3.6

5c

6.1, 6.2, 6b

7.1, 7.2, 7a, 7b

9.1, 9.4, 9a

10.2, 10.3, 10.4, 10.7, 
10b

11.1, 11.2, 11.3, 11.6, 
11a, 11b

12.4

17.3
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INTRODUCTION

Access to health care is an essential component of 
the right to health and is vital for health and social 
equity (1, 2). Delivery of health care to all, in a fair 
and equitable manner, relies on the presence of 
robust and well-functioning health systems. This 
Commission seeks to develop health systems across 
the Region that work towards tackling inequities 
in the social determinants of health, as opposed 
to just treating ill health (3). Such approaches are 
underdeveloped in most health care systems in the 
Region, with reactive and curative models of health 
care provision predominating (4). If undertaken 
effectively, and given sufficient resources, a social 
determinants of health approach could reduce 
demand on health care services through improving 
health and reducing health inequities.

This Commission’s proposals for a social determinants 
of health approach to building robust health systems 
take their cue from WHO’s definition of health 
systems (5). WHO’s definition of health systems 
goes well beyond universal access to health care, 
although that is a key component, and states that a 
well-functioning health system serves to respond to 
the health needs and expectations of a population 
in a balanced way by “improving the health status of 
individuals, families and communities, defending the 
population against what threatens its health, protecting 
people against the financial consequences of ill-health, 
providing equitable access to people-centred care and 
making it possible for people to participate in decisions 
affecting their health and health system” (6). 

In this chapter, we start by reviewing progress towards 
universal health coverage, highlighting persistent 
barriers to access to health care services and the 
generally low levels of financing, before exploring the 
adequacy of primary care provision in countries across 

the Region. The challenges posed by conflict and high 
numbers of migrants, refugees and other displaced 
persons are then illustrated by the recent experience 
of several of the Region’s countries and territories. A 
brief review of the delivery of essential public health 
functions in the Region follows and the chapter 
concludes with a discussion of how the health system 
can play a vital role in addressing social determinants 
of health through building strong partnerships, 
engaging the workforce and the positioning of health 
care organizations as “anchor institutions” in the 
communities they serve.

UNIVERSAL HEALTH COVERAGE 

The Eastern Mediterranean Region currently faces 
challenges in securing the provision of equitable and 
accessible health care given increasing exposures to 
health risks, fragile and conflict-affected situations, 
rising health care costs, longstanding underfunding, 
and high rates of poverty in some countries (7). 
Universal health coverage is central to delivering better, 
more equitable access to health care and is one of 
WHO’s top priorities (3, 7). Moreover, universal health 
coverage is the focus of SDG target 3.8, the stated 
aim of which is to “achieve universal health coverage, 
including financial risk protection, access to quality 
essential health care services, and access to safe, 
effective, quality and affordable essential medicines 
and vaccines for all” (8).

Universal health coverage supports health equity 
through the provision of accessible and affordable 
health care services that provide effective treatment 
for ill health, and services that can prevent ill health, 
such as vaccination. In September 2018, all countries 
in the Eastern Mediterranean Region signed the Salalah 
Declaration to show their commitment to making 
progress to universal health coverage (9). 

HEALTH SYSTEMS 
FOR HEALTH EQUITY
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The universal health coverage service coverage index (UHC SCI) has been developed to measure progress towards 
SDG target 3.8 (9). The UHC SCI is made up of 14 tracer indicators of essential health care grouped under four 
components of service coverage, as follows: reproductive health; NCDs; infectious disease control; and service 
capacity and access (9). The index is presented as a scale from 0 to 100, with higher scores indicating better 
performance and with scores reaching or close to 100 being indicative of the SDG target being met (9). Between 
2000 and 2017, improvements in the index were seen for all WHO regions, including the Eastern Mediterranean 
(Fig 12.1). However, in 2017 the value of the UHC SCI for the Region was still well below the world average, and 
marginally above that for the South-East Asia Region. Although there is a marked variation in the value of the index 
between countries in the Region, overall levels are low, even for higher income countries; no country reported a UHC 
SCI of higher than 80 in 2017 (see Fig.12.2) (9). 

Fig. 12.1. Value of the UHC SCI by WHO region, 2000–2017

Notes: the UHC SCI refers to the coverage of essential health services which is defined as the average coverage of essential services based on tracer 
interventions that include reproductive, maternal, newborn and child health, infectious diseases, NCDs and service capacity access, among the general 
and the most disadvantaged populations. The index is reported on a unitless scale of 0 to 100, which is computed as the geometric mean of 14 tracer 
indicators of health service coverage (10). 
Source: WHO (2019) (9). 
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 Fig. 12.2. Value of the UHC SCI in countries and territories in the Region, 2017

Notes: the UHC SCI refers to the coverage of essential health services and is defined as the average coverage of essential services based on tracer 
interventions that include reproductive, maternal, newborn and child health, infectious diseases, NCDs and service capacity access, among the general 
and the most disadvantaged populations. The index is reported on a unitless scale of 0 to 100, which is computed as the geometric mean of 14 tracer 
indicators of health service coverage (10). 
Source: WHO (2020) (11).

Without universal free access, health care becomes 
highly inequitable and access depends largely 
on wealth and income levels; this leads to clear 
socioeconomic inequities in health. Health care is 
free to all residents in only a handful of countries in 
the Region, including Oman, Sudan, the Syrian Arab 
Republic and Yemen (12). In Tunisia, social health 
insurance is financed by tax revenues and health 

insurance premiums and only those who are insured 
are entitled to free health treatment (12). In Iraq and 
Jordan, only military personnel and civil servants 
have access to free social health insurance and in 
Bahrain, Kuwait, Qatar, Saudi Arabia and the United 
Arab Emirates, only citizens are eligible for health care 
services financed by state revenues, while migrants 
must pay an annual fee to access such services (12). 

Value of UHC SCI
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In the absence of universal free access, utilization 
of health services is an ongoing challenge to health 
systems in a number of countries in the Region. While 
there have been some improvements over recent 
decades, these improvements have been uneven, with 
particular populations continuing to face difficulties in 
accessing and utilizing various health services (13). In 
Chapter 5 we demonstrated that inequities in access 
to maternity services, as well as to routine vaccination 
and other child health services, are evident across the 
Region. These inequities are associated with income 
level, maternal education, place of residence (i.e. rural 
versus urban), conflict and status (i.e. refugee versus 
resident) (1). Evidence of inequities in access to, and 
utilization of, a broader spectrum of health services is 
briefly summarized below. 

PLACE OF RESIDENCE 

There is inequitable access to health care between rural 
and urban areas in many countries in the Region (13, 14). 
This is primarily due to a lack of health care resources 
and health care professionals in rural areas (15). The use 
of antenatal health care services in Sudan, for example, 
is highly unequal between urban and rural areas, and 
is five times higher among women living in urban areas 
than in those in rural areas (16). Similarly, women in 
urban areas were 3.7 times more likely to receive a 
tetanus toxoid vaccination than women from rural areas. 
Greater distance to primary health care services in 
Saudi Arabia was cited as one of the main factors which 
influenced the reduced rates of access to and utilization 
of primary health care services in rural relative to urban 
areas. Urban–rural differences were also reported in the 
quality of services, including in the levels of cleanliness 
within health care settings, and in the access to health 
prevention and promotion interventions, with rural areas 
again performing less well (17). 

GENDER 

Differences in access to health services between men 
and women tend to arise because of gender norms 
which result in unequal decision-making power, 
restrictions on physical mobility, inequities in health 
literacy and social constructions of gender roles, all of 
which can influence health-seeking behaviours (18). 
Gender disparities in health care access and utilization 
in countries in the Region are particularly prevalent 
when women reach reproductive age and where 
institutional, socioeconomic and cultural factors can 
restrict their access to health services (19). 

Lack of access can be particularly acute for women 
with low levels of literacy living in rural areas, who 
often are unable to recognize a health problem and/

or are unaware they have a treatable condition (19). 
A 10-year study conducted in rural Egypt, published 
in 1999, found that the perceptions of women of their 
own health was the most significant factor impacting 
on their use of health services, more so than access to 
services (20, 21). In this study, over half of the survey 
respondents were found to have a reproductive tract 
infection and over 60% were anaemic. However, 
most did not seek health care, as they viewed these 
conditions as being “normal” (19, 20). A 2003 survey 
of Syrian men and women also found evidence of 
gendered barriers to health care, in this case, access to 
tuberculosis services. Women reported more barriers to 
accessing tuberculosis health services than their male 
counterparts; in addition women were more likely to 
report longer waiting times than men (22). 

Overall, there is a lack of data about gender-specific 
issues in health care access in the Region, making it 
difficult to establish the key factors that are driving 
gender inequities in access to and utilization of 
health care services (19). Improved research and data 
collection are needed to better understand these 
gender inequities and to help to inform strategies for 
improving the provision of health care to both men and 
women. 

EDUCATION

Those with higher levels of education tend to have 
greater access to health care services. This is partly 
because those with a higher level of education tend 
to also have greater wealth and higher incomes 
and are therefore better able to pay for health care. 
Health literacy, which in turn is closely related to the 
level of maternal education, has been reported to 
be a predisposing factor for the utilization of health 
care (13, 23). WHO defines health literacy as “the 
cognitive and social skills, which determine the 
motivation and ability of individuals to gain access 
to, understand and use information in ways which 
promote and maintain good health” (24). Those with 
higher levels of education are better able to access, 
understand and act on information about health and 
health care, while those with low health literacy are 
more likely to forgo or delay necessary health care 
or experience difficulties in finding a health care 
provider (25, 26). 
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INCOME 

The affordability of health services can be a significant 
barrier to accessing health services, especially for 
those on very low incomes. Countries in the Region 
have some of the lowest public spending on health care 
(see Financing health services, below), which translates 
into high out-of-pocket expenses for those individuals 
and families who need health care. This forces many 
on lower incomes to either forgo health care or become 
“impoverished” (27), both of which damage health 
and increase health inequities (28). Out-of-pocket 
payments are defined by WHO as direct payments 
made by individuals to health care providers at the time 

of service use. This excludes any prepayment for health 
services, for example, in the form of taxes or specific 
insurance premiums or contributions (29). 

Fig. 12.3 shows the range in levels of out-of-pocket 
expenditure (expressed as a percentage of total 
expenditure on health) among countries in the Region. 
Out-of-pocket expenditure on health care accounts 
for over 70% of total health expenditure in Afghanistan 
and Yemen, and more than half in Egypt, Iraq, Pakistan, 
Sudan and the Syrian Arab Republic (30). The actual 
level of out of pocket-expenses in many countries 
may be higher due to payments for informal care and 
services for older people (12). 

Fig. 12.3. Out-of-pocket expenditure as a percentage of current health care expenditure in countries 
in the Region, 2018

Notes: Data for all countries are from 2018, with the exception of data for Yemen which are from 2015. No data are available for Somalia or the 
occupied Palestinian territory. 
Source: The World Bank (30).
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Fig. 12.4 shows that impoverishment due to out-of-
pocket expenses is prevalent in all world regions. 
The percentage of the population impoverished due 
to out-of-pocket expenses is lower in the Eastern 

Fig. 12.4. Percentage of the population impoverished by out-of-pocket expenditure on health, by WHO 
region, 2015

Note: The US$ 3.20 a day and the US$ 1.90 a day thresholds are internationally defined poverty lines. 
Source: WHO (2019) (9) based on data from the Global Monitoring Report on financial protection in health.

Mediterranean Region than the global average for 
all three reported benchmarks of relative poverty 
(Fig.12.4), but the Region lags behind both the 
Americas and the European Region. 

SDG indicator 3.8.2 (catastrophic spending on health) 
is designed to “capture the impact of health spending 
paid “out-of-pocket” on the household budget, which 
could imply for some families choosing between 
paying for health care or other essentials like food 
and education. It is defined as the “proportion of 
the population with large household expenditure on 

health as a share of total household expenditure or 
income” (31). There are two thresholds, 10% and 25%, 
which are widely used to define a “large” household 
expenditure on health (31–33). Catastrophic health 
expenditure is usually higher in countries with high 
levels of out-of-pocket expenditure and lower levels of 
prepayment for health. 
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Fig. 12.5. Catastrophic health spending (10% threshold) by WHO region, 2000–2015

Source: WHO (2019) (34).
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Mirroring trends observed in most other world 
regions, catastrophic health spending when 
measured against the 10% threshold increased in 
the Eastern Mediterranean Region between 2000 and 
2015, from around 8% to nearly 12%, but remained 
below the global average (Fig. 12.5). On average, 

the proportion of the population experiencing 
catastrophic health spending was higher than in the 
African and European regions, but lower than in the 
Western Pacific, South-East Asia and the Region of 
the Americas (except in 2015). 
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Fig. 12.6. Catastrophic health spending (25% threshold) by WHO region, 2000–2015

Source: WHO (2019) (34).
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Broadly similar trends are evident when the 25% 
threshold is used to measure catastrophic spending 
on health (Fig. 12.6). In 2015, the proportion of the 
population in the Eastern Mediterranean Region at 
risk of spending 25% or more of their total household 

expenditure on out-of-pocket health care reached 
nearly 2%, up from just over 1% in 2000. However, 
catastrophic health spending at the 25% level in the 
Region remained lower or on a par with other WHO 
regions over this period. 
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Fig. 12.7. Proportion of population (%) spending more than 10% and 25% of their household consumption or 
income on out-of-pocket health care expenditure in selected countries in the Region, 2015 or latest available year

Source: World Bank (35, 36). 

Percentage of the population (%)

The regional averages of data on the levels of 
catastrophic health expenditure provide a somewhat 
distorted picture, and mask the fact that in several of 
the Region’s countries, a much higher proportion of 
the population faces catastrophic health expenditure. 
Furthermore, while impoverishment is usually more 
prevalent in the low- and middle-income countries, 
catastrophic payments do also exist among the poorer 
population subgroups in the high-income countries. 
When looking at the data for individual countries in 
the Region shown in Fig 12.7, it is evident that at 
least 10 countries had levels of catastrophic spending 

on health well in excess of the regional average. At 
around one quarter, Egypt had the highest proportion 
of the population spending over 10% of their income 
on out-of-pocket health care expenditure. When 
more specialist health care needs are considered, the 
disparities between countries in terms of affordability of 
health care are even more stark: as shown in Fig 12.8, 
the proportion of the population at risk of impoverishing 
expenditure when surgical care is required ranged from 
less than 1% in Lebanon, Tunisia and the United Arab 
Emirates, up to 46% in Egypt.
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Fig. 12.8. Proportion of population (%) at risk of impoverishing expenditure when surgical care is required, by 
country with available data, 2020 or latest available year

Notes: Impoverishing expenditure is defined as direct out-of-pocket payments for surgical and anaesthesia care which drive people below a poverty 
threshold (using a threshold of US$ 1.90 PPP per day). Data for Iraq are from 2018. 
Source: World Bank (37), based on data from the Program in Global Surgery and Social Change, Harvard Medical School, United States of America. 

Percentage of the population



478

CHAPTER 12   |    HEALTH SYSTEMS FOR HEALTH EQUITY

Fig. 12.9. Expenditure on health care (as a percentage of GDP) by region, 2000–2017

Notes: Estimates of current health expenditures as a percentage of GDP include all public expenditures related to the provision of health care goods 
and services consumed during each year. This indicator does not include capital health expenditures such as buildings, machinery, information 
technology and stocks of vaccines for emergencies or outbreaks (38).
Source: World Bank (39), based on data from WHO’s Health Expenditure database.

FINANCING HEALTH SERVICES

Health financing systems are essential in ensuring 
progress towards universal health coverage (7). 
However, overall, the Eastern Mediterranean Region 

is a low investor in health care (7). Fig. 12.9 shows 
that the Region has a history of having one of the 
lowest expenditures on health care in the world (as a 
percentage of GDP).
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Fig. 12.10. Expenditure on health care per capita (US$) by region, 2000–2017

Note: Estimates of current health expenditure include health care goods and services consumed during each year.
Source: World Bank (40), based on data from WHO’s Health Expenditure database.

Looking at differences in expenditure on health care 
per capita by WHO region, it is clear that the Eastern 
Mediterranean Region currently has one of the lowest 
expenditures on health per capita in the world 

(Fig. 12.10). This has been the position since 2000, 
and there has been very little growth in expenditure per 
capita over the period 2000–2017. 
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 Fig. 12.11. Expenditure on health (as a percentage of GDP) in countries in the Region, 2018

Notes: Estimates of current health expenditures as a percentage of GDP include all public expenditures related to the provision of health care 
goods and services consumed during each year. This indicator does not include capital health expenditures such as buildings, machinery, 
information technology and stocks of vaccines for emergencies or outbreaks (38).  Data for all countries refer to 2018, with the exception of 
Libya, the Syrian Arab Republic and Yemen, where the data were from 2011, 2012 and 2015, respectively. No data were available for occupied 
Palestinian territory or Somalia. 
Source: World Bank (39), based on data from WHO’s Health Expenditure database.

While the proportion of GDP directed towards health 
gives some idea of the priority accorded to health 
care, it does not necessarily follow that countries 
which allocate a high proportion of their GDP to 
health also have high levels of per person spending 
on health – this depends on the relative magnitudes 
of GDP earnings and population size. Afghanistan, 
for instance, has relatively high level of spending on 
health as a percentage of its overall GDP, but very low 

per capita spending. Per capita spending on health is 
thus a more useful measure in terms of international 
comparisons, as it takes account of these factors. The 
variation in public expenditure on health per capita 
(excluding international support) between countries 
of the Region is illustrated in Fig. 12.12, for those 
countries with available data. Qatar and Kuwait have 
the highest levels of per person spending on health in 
the Region (41).

While Figs 12.9 and 12.10 suggest that overall spending 
on health care across the Region is relatively low, there 
are large differences between individual countries in 
terms of health care expenditure as a proportion of GDP. 
Fig 12.11 shows that expenditures as a percentage of 

GDP in 2018 ranged from just over 2% (in Djibouti and 
Qatar) to over 8% (in Afghanistan and Islamic Republic 
of Iran). However, most countries spent less than 5% of 
their GDP on health, and all countries were below the 
world average of 10% of GDP. 
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 Fig. 12.12. Public expenditure on health from domestic sources per capita (PPP, international $) in countries
 the Region, 2017 or latest available year

Notes: The PPP time series is based on the International Comparison Program 2011. Data refer to 2017 for all countries with the exception of Pakistan 
(2016), Iraq (2015), Libya (2011), the Syrian Arab Republic (2012) and Yemen (2015). No data were available for occupied Palestinian territory 
or Somalia. 
Source: World Bank (41), based on data from WHO’s Health Expenditure database. 

PRIMARY HEALTH CARE 
SYSTEMS

WHO has long recognized the importance of organizing 
primary health care around the broad needs of people, 
rather than just focusing solely on specific diseases. 
WHO’s 2016 Framework on integrated, people-
centred health services sets out how people-centred 
health services can prevent disease and support 
early diagnosis and treatment by coordinating with 
other sectors and promoting high levels of community 
engagement (42). However, as Table 12.1 shows, there 
are very few countries in the Eastern Mediterranean 

Region that have primary health care systems which 
support and facilitate multisectoral coordination or 
community engagement. Only Tunisia demonstrates 
effective community participation in primary health 
care; most other countries lack any form of community 
engagement. Furthermore, as is also evident from Table 
12.1, there are high levels of private sector involvement 
in primary health care provision in many countries. 
Private sector provision dominates in many countries, 
and in some, the regulation of this sector is weak. 
The widespread lack of community participation and 
engagement, coupled with an expanding but weakly 
regulated private sector, is particularly concerning for 
ensuring equity of access, quality and coverage in 
primary health care across the Region. 

Expenditure per capita (PPP, international $)
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Table 12.1. Overview of primary health care in selected countries and territories in the Region, 2018

Country/
territory

PHC service 
delivery

Family 
practice-based 
PHC

Public–private 
partnership

PHC financing
Community 
engagement

Multisectoral 
coordination

Emergencies 
and PHC

Afghanistan

Quality of 
services has 
improved 
but access 
still limited in 
conflict and 
dispersed 
population 
areas

PHC 
programme 
“Sehatmandi” 
recently 
introduced 

Contracting out 
of public health 
facilities through 
public–private 
partnerships is a 
primary source 
of health care

Adequate 
financing is 
a challenge; 
heavy reliance 
on donors 
continues

Work needed 
on engaging 
communities

Strong 
coordination 
between health 
ministry, donors 
and other 
nongovernmental 
bodies to 
improve health 
care

Safety is an 
issue in public 
health facilities 
and health care 
in emergencies 
needs 
prioritizing

Bahrain

Wide range 
of preventive, 
curative and 
promotion 
services 
available 

Well developed 
family practice 
residency 
programme

Strong reliance 
on public health 
care delivery 
system

PHC services 
are free for 
citizens
A social health 
insurance 
scheme to be 
introduced

Community 
mobilization to 
be added

Coordination 
between public 
and private 
sector partners 
is inadequate

Working 
towards 
institutionalizing 
emergency risk 
management 
in the health 
sector

Egypt

An essential 
package of 
health services 
available

Family health 
model

N/A

Health 
insurance since 
2014 but there 
is insufficient 
depth  

Financial 
framework 
requires 
updating

Community 
engagement 
is a significant 
challenge 

Progress in 
community 
participation 
in facility 
management

N/A

Core 
capacities for 
preparedness, 
detection, 
surveillance 
and response 
to public health 
emergencies are 
present

Kuwait

Comprehensive 
package 
of services 
available;
90% of PHC 
facilities provide 
dental and 
diabetes care 
and 25% provide 
obstetrics and 
gynaecological 
care

Family practice 
implemented 
as the major 
strategy

Work underway 
for evidence-
based health 
financing 
strategy for 
UHC

Government 
control over 
health care but 
private sector 
participation is 
increasing

Coverage free 
for citizens

Expatriates 
have a user 
fee for PHC 
services

Lack of focus 
on community 
engagement 

Inadequate
multisectoral 
linkages 

There is a 
disaster 
response 
plan which is 
implemented 
through the 
Central Agency 
for Information 
Technology

Iran (Islamic 
Republic of)

Rural PHC well 
established 
since 1980s; 
urban PHC 
recently 
established

Family physician 
programme in 
rural areas

Established 
public–private 
partnerships 
for primary 
care through 
outsourcing 
and contracting 
out in some 
provinces

Free-of-charge 
services

Majority of 
population 
insured

Community 
health workers 
provide 
links with 
communities in 
rural areas

High-level 
multisectoral 
advisory council 
for health is 
available but 
coordination 
requires 
strengthening

Substantial 
capacity of 
emergency 
preparedness

Jordan

Comprehensive 
preventive 
and curative 
services 
available; 
includes social 
determinants of 
health

Family practice 
programme 
implemented 
in several 
governorates 
but programme 
requires scaling 
up

Limited 
involvement of 
private sector 
in primary care 
services

All uninsured 
citizens 
entitled to 
utilize ministry 
of health 
subsidized 
services; 
vaccines and 
reproductive 
services are free 
for all

Lack of effort 
to involve 
communities

Decentralization 
law allows 
engaging local 
government 
in planning 
and mobilizing 
resources 
for health 
programmes

Provision 
of PHC to  
refugees from
neighbouring 
countries 
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Country/
territory

PHC service 
delivery

Family 
practice-based 
PHC

Public–private 
partnership

PHC financing
Community 
engagement

Multisectoral 
coordination

Emergencies 
and PHC

Oman

Comprehensive 
PHC services

Home-based 
and elderly care 
to be integrated

Family health 
programme 
in place and 
there is a strong 
communicable 
disease 
surveillance 
system

Private sector 
participation 
is encouraged 
through 
investment and 
public– private 
partnerships

Public financing 
of health care 
for all citizens 
as well as 
expatriates 

Enhancing 
community 
participation is 
future priority

Decentralization 
of health-related 
responsibilities 
delegated to 
wilayat health 
governments

Emergency 
and disaster 
management 
procedure in 
place 

Libya

Basic package 
of services 
available; 
priority 
programmes 
still need to be 
integrated

Large number 
of family 
physicians to 
serve in PHC 
facilities

Public–private 
partnerships 
developed for  
emergency 
situations and 
improving 
health care 
access

Free health 
services 
covering 81%
of population

PHC is 
service-focused 
but needs 
integration of 
community 
engagement

Decentralized
PHC system;  
health ministry 
has a restricted 
role

Water, sanitation 
and hygiene 
emergency 
preparedness 
and response 
plan in place

Lebanon

National 
PHC network 
covering five 
basic services 
available

N/A
Dominance of 
private sector 

Financing 
dependent 
on partners, 
donors, and 
agencies such 
as the World 
Bank

Lack of focus 
on community 
participation

Unified 
contractual 
agreements for 
PHC network 
have been 
signed between 
relevant actors 
including health 
ministry and 
nongovernmental 
organizations 

Early warning 
and response 
system in place

Humanitarian 
support 
provided to 
Syrian refugees

Morocco

Health service 
package 
includes 
coverage 
for chronic 
diseases

Family practice 
programme

Cooperation 
partners with 
the Global Fund

Project to 
reinforce PHC is 
under way

Payroll-based 
mandatory 
health insurance 
plan for 
employees

Community 
participation is a 
future priority 

Weak 
coordination 
and 
collaboration 
between public 
and private 
sector 

There is national 
strategy 
for medical 
emergencies 
and health 
disaster risk 
management 

Pakistan

Limited services 
at basic health 
units, rural 
health
centres, and 
district-level 
hospitals

Lady Health 
Workers 
programme 
available
 
Family practice 
approach being 
implemented 

Increasing 
involvement of 
private sector 

Minimal user 
fee at public 
facilities

National health 
insurance 
scheme 
available, 
otherwise 
out-of-pocket 
charges for 
private services

Facility and 
village health 
committees 
formed through 
private sector 

Lack of 
public sector 
measures

Lack of 
coordination 
between 
sectors

Weak 
emergency 
preparedness 
and response 

Occupied 
Palestinian 
territory

Services 
are primarily 
provided by 
health ministry, 
nongovernmental 
organizations, 
UNRWA, 
military medical 
services, and 
private sector

Integration of 
mental health 
services in 
PHC; NCD 
programmes in 
all districts and 
PHC centres

Family practice 
approach to be 
rolled out in the 
future

High 
participation of 
private sector

Government 
insurance 
for curative 
services but 
preventive 
services are free 
to all

Financing 
heavily reliant 
on external 
sources

Primarily 
curative care-
oriented; a 
community 
component 
needs to be 
added

Coordination 
gaps between 
health care 
providers 

Inadequate links 
between PHC 
and secondary 
care hospitals

General situation 
weak, with the 
exception of 
mass casualty 
management in 
hospitals and 
surveillance 
systems 
effective in 
detecting 
epidemic 
influenza
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Country/
territory

PHC service 
delivery

Family 
practice-based 
PHC

Public–private 
partnership

PHC financing
Community 
engagement

Multisectoral 
coordination

Emergencies 
and PHC

Qatar

Comprehensive 
package 
of services 
available

Health care is 
a constitutional 
right

Increasing 
number of 
private sector 
health care 
services

Primarily 
tax-based 
financing by the 
public sector; 
also private 
insurance 

Community-
based 
mental health 
programme 
exists, although 
community 
participation 
limited

National Health 
Authority 
the main 
coordinating 
body 

Secondary level 
services are 
decentralized 
and lack of 
clarity between 
stakeholders

National 
Command 
Centre manages 
emergency 
response 
at local and 
national levels

Saudi Arabia

Essential 
package 
of services 
available; 
expanded 
package is 
being gradually 
rolled out

Family practice 
is being 
expanded

Establishment 
of a national 
health 
workforce 
unit and 
development 
of the Health 
System
Transformation
Plan 

Much 
attention to 
public–private 
partnerships 
since start 
of National 
Health System 
Transformation 
Plan

Citizens can 
freely access 
PHC services; 
expatriates 
access services 
through 
compulsory 
employment 
health insurance

Limited 
community-
based and 
outreach 
activities

Multisectoral 
collaboration 
and work on
Health in All
Policies 
to reduce 
exposure to 
NCD risk factors 
is in progress

Lack of effective 
health disaster 
management 

Somalia

Core package 
of services 
available and 
expansion of 
services is 
taking place 

Family practice 
does not exist, 
although a 
number of 
public health-
related laws, 
policies and 
strategies 
are being 
developed

Increasing role 
of private sector 
and public–
private and 
partnerships 
are being 
strengthened 

Almost 
completely 
dependent on 
external sources 
of health care 
financing

Community-
based health 
care strategy 
to improve 
equitable 
access to 
health care 
services under 
development 

Lack of focus 
on involving 
communities 

Coordination 
between 
different sectors 
has improved 

National 
emergency 
preparedness 
and response 
plan includes 
PHC

Syrian Arab 
Republic

Basic PHC 
services 
provided 

Family practice 
not well 
established

Outsourcing 
of public 
health facilities 
increasing

Out-of-pocket 
and donors are 
major source of 
funding, along 
with some 
government 
funding

Community-
based 
mental health 
programme 
available 
but role of 
communities 
is generally 
overlooked

Health ministry  
is the main 
coordinating 
body

National 
emergency plan 
exists but with 
high reliance on 
external support 

Tunisia

Apart from 
essential 
services, extra 
provisions for 
poor patients

Established 
national health 
programmes 
for maternal 
mortality, 
immunization 
and other 
services

Weak regulation 
and control; 
limited 
engagement 
with large and 
growing private 
sector

Most of 
population 
covered by 
mandatory 
individual 
contributions 
or by a non-
contributory 
programme 
for poorer 
households

High social 
participation of 
communities 
and civil society 

Largely 
centralized 
management 
of public health 
facilities hinders 
responsiveness

Disaster 
preparedness is 
part of national 
health policy 

High capacity 
to deal with 
emergencies
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Country/
territory

PHC service 
delivery

Family 
practice-based 
PHC

Public–private 
partnership

PHC financing
Community 
engagement

Multisectoral 
coordination

Emergencies 
and PHC

United Arab 
Emirates

Integrated, 
comprehensive, 
patient-centred, 
coordinated 
care accessible 
for all 

Well established 
and elaborated 
family practice 
programme 

Mix of public 
and private care 
available

Completely 
domestically 
funded, with the 
main sources 
being Ministry 
of Health, 
Ministry of 
Public Works,
Emirates of 
Dubai and Abu 
Dhabi, and 
private funding

Community 
mobile clinics 
but community 
participation is 
lacking

Health care is 
well coordinated 
and regulated 
across public 
and private 
sector

Policy exists 
on disaster and 
crisis resilience 

High 
standards and 
infrastructure 
for prevention 
and protection

Yemen
Basic PHC 
services 
provided

Family practice 
not established 

Both for-profit 
and not-for-
profit models 
are prevalent 

Health care 
financing from 
six sources 
including the 
health ministry, 
foreign funding, 
governorate 
health budgets 
and the Social 
Fund for
Development

Increased 
community 
involvement in
PHC services in 
remote areas

Structure of 
coordination 
well laid out, 
but health 
sector is highly 
centralized 
and poorly 
coordinated

Rapid response 
team for 
disease 
surveillance 
and outbreak 
response 
established 
and there is 
an electronic 
diseases early 
warning system 

PHC:, primary health care; UHC: universal health coverage.
Source: Department of Health Systems Development, WHO Regional Office for the Eastern Mediterranean (2018) (43).
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Box 12.1. Health promotion through primary health care 

Kuwait
Kuwait has a strong primary health care system, and in 2019 most of the SDG 3 targets had been fully 
met (44). Kuwait’s health care system is a mix of public and private. The public sector is the largest primary 
care provider and provides services free of charge for Kuwaiti nationals. Non-Kuwaitis access services 
at reduced cost through a public insurance scheme. There are more than 90 health care centres across 
the country which offer primary care services; these are run as polyclinics, allowing patients to access a 
range of services in one building, including general practitioners, dentistry, maternity care, nursing care, 
preventive care, family medicine and a pharmacy (45). Other services are offered in the community. Local 
needs are determined by district community councils, and services provided as deemed necessary (46).
Health systems in Kuwait have traditionally adopted primarily curative care or disease management and 
lacked provision of preventive measures. In more recent years, however, public health improvements 
through primary care have been implemented, such as reducing salt in bread products by the Kuwait Flour 
Mills and Bakeries (47). 

Morocco
In 2011, reforms to Morocco’s constitution included Article 31 which states Moroccans have the right to 
health care. In Morocco, primary health care is provided free and delivered by public providers through 
health centres staffed by general practitioners and nurses who provide traditional public health and health 
promotion services. The private sector also provides primary health care services. Morocco has made 
efforts to reduce inequities in service provision, but despite improvements in universal health coverage 
and access to primary care, there remain substantial shortages in primary care provision and family 
medicine staff, particularly in rural areas (46). 

In seeking to reduce inequities in access to primary care, in 2018, Morocco’s Council of Ministers 
launched its Plan Santé 2025; this ambitious plan is focused on strengthening primary health systems 
in rural areas, strengthening disease control programmes and improving governance and resource 
allocation (48). Plan Santé 2025 also aims to offer mobile health care services in rural areas and will 
consolidate existing mother-baby-oriented care programmes. The investment required for Plan Santé 
2025 is at least 24 billion Moroccan dirhams (US$ 2.7 billion) (49). 

Taking action to improve living and working conditions 
is essential to improving the health of the population, a 
theme that is reiterated throughout this report. Primary 
health care provision has a significant role to play as 
part of the social determinants of health agenda and 
can be oriented towards these goals. Several countries 

in the Region have made efforts to focus their primary 
care provision on improving health as well as treating 
disease. Kuwait and Morocco are cases in point and 
their efforts in this area are described in more detail in 
Box 12.1. 
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Box 12.2. Impact of conflict on the health system in Yemen (51)

Significant deterioration in the health care system in Yemen was seen following the internationalization 
of conflict in March 2015. However, even prior to this conflict, the health system in Yemen was fragile 
and heavily dependent on out-of-pocket financing. Nevertheless, progress in a number of the key health 
indicators had been made, for example, in terms of life expectancy and infant and maternal mortality.

The conflict has threatened to reverse much of the progress made prior to 2015. Since March 2015, public 
funding for health care has significantly declined as a result of the contraction of the economy. GDP in 
Yemen declined by 32.9% in 2015 and a proportion of the available public funding was reprioritized away 
from health care. International aid funding also decreased. Direct attacks and damaged infrastructure 
have also impacted on the delivery of health services. These factors combined have substantially reduced 
access to basic health services. In August 2015, it was estimated that 58% of the population did not have 
access to basic health care. In 2016, a survey conducted by WHO found that 8% of 3507 facilities were 
either partially or completely destroyed by conflict; 17% were considered to be “non-functional”, either 
because of critical damage to infrastructure, lack of equipment or staff, or because they were physically 
inaccessible. The 2016 survey also revealed large shortfalls in particular health service domains; for 
example, maternal and newborn health services were available at only 35% of surveyed health facilities. 

Public health preventive services have also been adversely impacted by the ongoing conflict, with some 
data suggesting that there have been rapid declines in vaccination coverage. In 2015 there was a large 
dengue fever outbreak across a number of governorates, and the control of infectious disease outbreaks 
has become increasingly difficult across the country. 

CONFLICT AND ACCESS TO 
HEALTH CARE

Conflict can be severely disruptive and destructive to 
the functioning of health systems. Conflict heightens 
health care needs due to the effects of violence and the 
increased risk of the spread of infectious disease and 
increased rates of unmet needs for the management of 
NCDs (50). It causes both direct and indirect damage 

to health facilities and supplies, restricts health 
care funding, leads to deterioration in health care 
governance, and limits access to all forms of health 
care (1, 51). This lack of access to health care, as well 
as to other determinants of health such as education 
and employment, has huge adverse impacts on 
population health, worsens health inequities and poses 
significant challenges to achieving universal health 
coverage and other SDGs (1). Box 12.2 outlines the 
impacts of conflict on the health system in Yemen. 

Women and children have specific health care needs 
and are thus often especially vulnerable to disruption 
of services during conflicts (52). Box 12.3 details the 
impact that conflict has had on the delivery of maternal 

and child health services in Afghanistan. The impacts 
of the occupation on the health system in the occupied 
Palestinian territory, including east Jerusalem, are 
described in Box 12.4. 
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Box 12.3. Impact of conflict on the delivery of maternal and child health services in Afghanistan 

Conflict has been ongoing in Afghanistan for over four decades (53). This has had significant impacts 
on delivery of all public services including health. The health system in Afghanistan was left in disarray 
as a result of ongoing conflict and poor governance in the decade prior to the overthrow of the Taliban. 
Rates of maternal and child mortality were some of the highest in the world and coverage rates for 
reproductive, maternal, newborn, child and adolescent health and nutrition services were low (53). 
Despite ongoing conflict, some gains have been made in relation to coverage of most reproductive, 
maternal and child services, including antenatal care, facility delivery, skilled birth attendance 
and vaccinations (see Fig. 12.13). In contrast, key nutrition indicators including those related to 
breastfeeding and vitamin A supplementation have decreased since 2010, a negative trend that has been 
largely attributed to increasing levels of conflict (Fig. 12.14) (53). Analysis has revealed regional differences 
in some indicators such as coverage of antenatal care, facility delivery and skilled birth attendance that 
appear to be related to levels of conflict; coverage for these services were significantly lower in provinces 
more severely affected by conflict compared with those where levels of conflict were lower (53).

 Fig. 12.13. Coverage of reproductive and maternal interventions in Afghanistan, 2003–2015

Source: Mirzazada et al. (2020), based on data from household surveys including the Multiple Indicator Cluster Survey (2003 and 2010) 
and the Demographic and Health Survey (2015) (53). 
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Fig. 12.14. Coverage of nutritional interventions in Afghanistan, 2002–2016

Source: Mirzazada et al. (2020), based on data from household surveys including the Multiple Indicator Cluster Survey (2003 and 2010) 
and the Demographic and Health Survey (2015) (53). 

Factors that were found to affect the delivery of care in Afghanistan, based on a qualitative analysis, 
included those related to security, the health care workforce, financing, supply chains, governance, the 
information system and monitoring (53). 

In summary, the conflict in Afghanistan over the past several years has hindered the delivery of 
reproductive, maternal, newborn, child and adolescent health and nutrition services; however, the 
impact of conflict has been exacerbated by poor collaboration at all levels, inadequate infrastructure 
and weak stewardship (53). While there has been some progress in improving health, for gains to be 
fully realized other related sectors need to be involved in the health system, and parallel improvements 
are needed in economic development, education, infrastructure and food security, as well as in poverty 
alleviation (53). 
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Box 12.4. Impacts of occupation on health systems in the occupied Palestinian territory

Lack of integration and shortages of supplies have affected the provision of health care services in the occupied 
Palestinian territory, and access to basic services has suffered as a result. Additionally, the accessibility 
and affordability of health supplies and equipment has been impacted by restrictions on movements of 
commodities, leading to shortages of vaccines, beds, electricity, fuel and specialized equipment (54). In the 
Gaza Strip, during 2018, 46% of items on WHO’s Essential Medicines List had, on average, less than a month’s 
supply remaining (54). 

The violence associated with occupation has had a direct impact on health care facilities. In 2018 alone, there 
were 363 recorded attacks on health care facilities in the Gaza Strip (54). Additionally, resources have been 
diverted to treat trauma and provide physical and mental rehabilitation services (54). The financial sustainability 
of the health system is further compromised by the limited control that the Palestinian Authority has over natural 
resources, referral spending and tax revenue, as well as by high levels of donor dependency (54). Unsustainable 
financing tends to result in high out-of-pocket costs for individuals; according to the latest estimates, 45.5% of 
financing for health care in the occupied Palestinian territory comes from out-of-pocket expenses and 1.8% of 
the population is experiencing catastrophic health spending or is impoverished by the cost of their health care 
needs (54).  

Movement restriction policies have limited access to existing health care services. It is estimated that 114 000 
individuals have had limited access to primary health care as a result of occupation in the West Bank (54). The 
need for access permits has also led to delays in accessing health care. In 2018, 77% of referrals required 
individuals to obtain an Israeli permit in order to attend secondary health care services; in the previous year, 54 
patients from the Gaza Strip died while waiting for security approval for a referral (54). The Israeli permit system 
has also limited the movement of health care professionals; health workers in east Jerusalem, for example, are 
required to apply regularly for permits which are only valid for up to 6 months (55). Ambulances are also often 
delayed at check points. 

Despite the hugely damaging direct and indirect 
impacts of conflict on health and health systems, there 
are always opportunities to improve health, even in 
the most difficult contexts. Positive results have been 
achieved in Yemen, even during times of conflict, 

following the successful implementation of a child 
nutrition behaviour change programme, which included 
cash transfers (see Box 12.5). Cash transfer schemes 
have provided important social determinants of health 
and health benefits in other parts of the world (3). 
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Box 12.5. Behaviour change communication programme in Yemen (56)

A child nutrition behaviour change communication intervention was carried out during 2015–2017 in 
Yemen. This intervention was conducted as part of the Yemen Cash for Nutrition, which is a Yemen 
Social Fund for Development pilot programme directed at reducing the rates of child malnutrition in 
Al-Hudaydah, a city in Yemen. As part of this programme, cash transfers were provided to mothers on the 
condition that they attended monthly nutrition training sessions. These training sessions were conducted 
by female community health volunteers, who were locally recruited.

An evaluation of the programme concluded that there was significant improvement in breastfeeding 
and water treatment practices as a result of the programme. Specifically, participants who received 
the intervention were 16% more likely to report breastfeeding within the first hour of delivery and 14% 
more likely to exclusively breastfeed their children up until the age of 6 months. In addition, there was 
a 16.7 percentage point increase in the probability of adults consuming treated drinking water and a 
10.3 percentage point increase in the probability of children aged under 2 years consuming treated 
drinking water. Evidence to suggest that there was transfer of knowledge from programme participants 
to non-participants was also reported, in terms of both breastfeeding and water treatment practices. 
This suggests that such programmes can have wider positive impacts in improving health promoting 
behaviours and therefore could be instrumental in improving community health. 

Post-conflict, the recovery of health services is often 
driven by international agencies (50). However, while 
essential services may be provided, post-conflict 
settings often experience high levels of fragmentation 
of health systems, given that the standards and 
facilities put into place by external agencies are often 
unsustainable once they exit these countries (50). Box 
12.6 outlines a recent WHO-led initiative to support 

sustainable health systems in emergency and post-
conflict settings. A collaborative effort to support 
sustainable and more equitable health care access and 
improve public health in Yemen has had some positive 
impacts, particularly in relation to the provision of 
vaccinations for children. Further details of this initiative 
are provided in Box 12.7. 

Box 12.6. The Health Systems in Emergency Lab in the Eastern Mediterranean Region

In July 2018, the WHO Regional Office for the Eastern Mediterranean established the Health Systems in 
Emergency Lab (57). The main aim of this initiative is to improve the resilience of health systems in the 
Region through the integration of “health system strengthening, emergency preparedness, response 
and recovery” (57). The initial work was funded by the Government of Japan and has involved providing 
support to Afghanistan, Somalia and Sudan and for aligning interventions for health systems strengthening 
with joint external evaluations and national action plans for health security (57). Additionally, a regional 
framework for post-emergency health system recovery is in development. 
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Box 12.7. The Deliver Accelerated Results Effectively and Sustainably (DARES) collaboration

In 2017, a WHO team in collaboration with other health partners, developed an intersectoral strategic 
approach for addressing the emergency health care needs of the population in Yemen (58). WHO, UNICEF 
and the World Bank worked together to develop a framework for the Emergency Health and Nutrition 
project, which was approved in January 2017. The primary aim of the project was to address the urgent 
health care priorities of the Yemini population by providing support for health care systems (59). Among 
the most notable achievements of the collaboration was the mobilization of a large network of health care 
workers in the most vulnerable districts in the country which meant that in 2017, 5% of health facilities 
across the country were reopened and close to 5 million children received vaccinations for vaccine-
preventable diseases (58). 

Building on these positive results in Yemen, the DARES collaboration was established following a meeting 
between the World Bank, UNICEF, WFP and WHO in July 2017 (58, 60). The aims of DARES are to 
maintain and improve health care systems in conflict-affected countries (61) and to “deliver accelerated 
results, effectively and sustainably … through a stronger emphasis on prevention, by increasing national 
capacity to deliver essential services, to mount effective outbreak response, and leave no one 
behind” (60). The underlying principles of this collaboration include: supporting national systems; 
implementing multi-year, flexible programming; ensuring evidence-based programming; and maximizing 
partnerships (60, 61). DARES pilot countries in the Region include Djibouti, Libya, Somalia, Syrian Arab 
Republic and Yemen (61, 62). 

MIGRANTS, REFUGEES AND 
DISPLACED POPULATIONS

Migrants, refugees and IDPs can face significant 
challenges in accessing health services, in particular 
preventive services, treatment services for chronic 
conditions, and long-term care (63). They also face 
barriers related to affordability of health services, as 
they often lack financial support and protection for 
health care (63). Influxes of refugees place strain on 
local health service infrastructure and resources (64) 
which can also limit health care access, not only for 

refugees but also for the host country population. 
Providing health service coverage for refugees is a 
significant challenge for many countries, especially 
those with large refugee populations (4, 65). Countries 
such as Egypt and Iraq that have smaller refugee 
populations have faced fewer challenges; in both of 
these countries, refugees living outside of camps are 
often covered by the same basic public health schemes 
as citizens (4). 

A number of countries in the Region have launched 
initiatives to improve access to health care for refugees; 
some of these are described in more detail in Box 12.8. 
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Box 12.8. Access to health care for refugees and IDPs 

Afghanistan 
In Afghanistan, 36% of IDPs and returnees have been diagnosed with NCDs which are considered life 
threatening. Addressing this has often been overshadowed by more acute health care needs among 
this population, including infectious disease outbreaks and trauma (66). However, in 2017, essential 
medicines and supplies for the management of NCDs were provided by WHO as part of the emergency 
response for IDPs and returnees in Afghanistan, in collaboration with the Afghan Red Crescent Society 
(66). Additionally, training on how to identify and manage NCDs was provided for frontline workers to 
strengthen their capacity to respond to the NCD challenges in this population (66). 

Djibouti 
Access to health care for refugees in Djibouti is mainly provided by international nongovernmental 
organizations (67). In January 2017, a national refugee law which was adopted by parliament in 2016 
was put into place by Djibouti’s head of state (67). This law ensures the fundamental rights of refugees – 
including the right to access health services as well as other important socioeconomic determinants of 
health such as education and employment (67). 

Iraq
In 2018, WHO implemented a large-scale health support programme aimed at providing health facilities in 
refugee camps in Iraq (68). As a direct result of this programme, which received funding from the United 
States Bureau of Population, Refugees, and Migration, nine primary health care centres in refugee camps 
were equipped with various medical devices and laboratory supplies (68). This has resulted in increased 
access to health services in these camps; a clinic in the Darashakran refugee camp, for example, is now 
able to treat 150–160 patients a day (68). The programme has also supported the training in July 2019 of 
over 250 health care providers from different governorates in the management of cases of sexual violence 
in refugee camps and host communities. In addition, over 50 health practitioners have received training in 
how to use the Mental Health Gap Action Programme Intervention Guide to help to strengthen the delivery 
of mental health services in target areas which accommodate refugees (68).

Lebanon 
Every individual residing in Lebanon is able to access primary health care services, provided by the 
Ministry of Public Health, at a minimal cost. Free vaccinations for IDPs are also provided by the Ministry 
at all of their centres, as well as at border and registration sites (67). Furthermore, the Ministry provides 
support and access to medications to those with chronic conditions through the Young Men’s Christian 
Association. Tertiary care for displaced individuals from the Syrian Arab Republic is provided in public and 
private hospitals with financial support from UNHCR and other nongovernmental organizations (67).

Occupied Palestinian territory
There are ongoing efforts by UNRWA and WHO to support and strengthen the health services available 
for Palestinian refugees. These efforts are focused on advocating for the right to health for Palestinians 
under occupation and on integrating mental health services into public health care using a family practice 
approach. Service delivery through this family practice approach, which is implemented in three of 
the districts of the West Bank and which emphasizes the integration of services at both primary and 
secondary care levels, has been promoted by WHO (69). 
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PUBLIC HEALTH SYSTEMS 

In this report, our focus is on reducing inequities in 
health through action on the social determinants 
of health. However, it is also necessary to focus on 
changing harmful behaviours such as smoking, alcohol 
and drug abuse, and obesity. Evidence from around 
the world, including from the Eastern Mediterranean 
Region, shows that harmful behaviours and risks of 
NCDs, such as smoking and obesity, are associated 
with socioeconomic factors. We therefore suggest 
that action to change behaviours needs to happen in 
the socioeconomic drivers of these behaviours – and 
interventions to support behaviour change need to 
be geared and proportionate to inequities in those 
behaviours. 

Although some public health strategies in the Region 
have recognized the need for such an approach, many 
health systems in countries are not designed to tackle 
the social determinants of health or the prevention, 

early detection and management of NCDs (42); the 
majority are even further from being able to target 
activities where disease rates are highest and the 
risks are greatest. Instead, for many countries in the 
Region, the focus remains on infectious diseases. 
These types of diseases are also much more prevalent 
among poorer and excluded populations. The higher 
COVID-19 transmission and mortality rates among 
those in crowded living and working conditions is 
recent evidence of this, and highlights the need for 
efforts to reduce infection and mortality from infectious 
diseases to also be geared around equity. 

One of the key responsibilities of WHO is to help 
countries to improve their ability to prevent and 
respond to public health challenges (70), which 
range from dealing with health emergencies through 
to implementing preventive care services. There are 
various examples of actions carried out by WHO in 
the Region to support countries develop their capacity 
to address their public health challenges. The case of 
Afghanistan is detailed in Box 12.9. 

There are very different levels of guarantees for 
public health across the Region. Guarantees such 
as “defence of public health”, “access to preventive 
services”, “illness prevention”, and “creation of 
favourable conditions for good health” are enshrined 
in the constitutions of Afghanistan, Bahrain, Iraq, 

Box 12.9. WHO and country support in Afghanistan (71)

WHO has provided support to Afghanistan in a number of ways. In terms of emergency health care 
support, some of the actions carried out by WHO’s Health Emergencies programme have included 
scaling up trauma services in high-risk areas and the training of 2547 medical staff and community health 
workers in advanced and basic life support. WHO has also assisted Afghanistan in delivering its response 
to the increase in the burden of NCDs by helping to strengthen the implementation of tobacco laws in 
restaurants in Kabul and training two individuals in the Ministry of Finance on implementing tobacco 
taxation policies. WHO also trained 75 schoolteachers and principals on preventing the use of tobacco 
among children.

Qatar, Syrian Arab Republic, Tunisia and the United 
Arab Emirates. Other countries either have no specific 
provision or are aspirational or subject to realization, 
meaning that the constitution “protects the right to 
public health but does not guarantee it” (72).
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ESSENTIAL PUBLIC HEALTH FUNCTIONS 

Essential public health functions refer to “the 
indispensable set of actions, under the primary 
responsibility of the state, that are fundamental for 
achieving the goal of public health which is to improve, 
promote and protect, and restore the health of the 
population through collective action” (73). Assessments 
of essential public health functions help ministries of 
health to identify the strengths and limitations of the 
public health system in their countries. This is important 
in developing interventions for improving health system 
performance and for reducing health inequities, although 
the latter element is still underdeveloped (73). In 2013, 
WHO’s Regional Office for the Eastern Mediterranean 
launched an initiative to support Member States in 
assessing their essential public health functions, 

with the aim of providing evidence-based 
recommendations for improving public health capacity 
and performance (73). 

A conceptual framework for essential public health 
functions was developed by the Regional Office 
based on a review of experiences from other WHO 
regions (74). This framework is shown in Fig. 12.15 
and includes eight interrelated functions, four of which 
are classified as core functions and the other four as 
enabling functions (74). Subheadings and subfunctions 
have also been outlined under these, which serve 
to provide “a comprehensive package of public 
health services that all Member States in the Eastern 
Mediterranean Region should aim to provide to their 
populations” (74). 

WHO has supported two countries in the Region 
(Morocco and Qatar) in conducting pilot assessments 
of their essential public health functions using the 
regional framework (74). These pilot assessments 
have helped to identify development needs in each 

Fig. 12.15. Essential public health functions framework

Source: WHO Regional Office for the Eastern Mediterranean (2017) (75).

of the countries and have provided lessons on how 
the assessment process could be streamlined and 
simplified (70). A number of other Member States in 
the Region have expressed interest in conducting this 
assessment (74). 

Enabling functions

Preparedness Protection

Promotion

Research

CommunicationWorkforce

Governance

Surveillance

Core functions

Essential 
public health 

functions



496

CHAPTER 12   |    HEALTH SYSTEMS FOR HEALTH EQUITY

HEALTH PROMOTION 

In terms of health promotion and education 
activities, there are very few countries in the Region 
that have a national strategy on health promotion 
and education. According to the Regional Office for 
the Eastern Mediterranean, most available health 
promotion strategies are related to specific diseases 
and promotion of healthy lifestyles and none 
include a focus on improving social and economic 
conditions (76). Much more emphasis on the social 
determinants of health in these strategies is needed 
in all countries in order to facilitate progress towards 
achieving health equity. 

The varying strengths of health systems across the 
Region means that some countries have limited 
capacity to achieve immunization targets for vaccine-
preventable diseases and/or limited capacity to 
detect and diagnose NCDs at an early stage to allow 
appropriate disease management (77). Additionally, 
emergencies and political instability which disrupt 
the functioning of health systems have exacerbated 
the challenges faced by a number of countries, 
both in terms of the treatment and the prevention of 
diseases (77). 

IMMUNIZATION PROGRAMMES

Immunization programmes are an important component 
of preventive health services and are one of the most 
successful and cost-effective public health interventions 
for preventing illness, disability and death from 
vaccine-preventable diseases (78). There has been 
significant increase in the number of people receiving 
vaccinations in the Region in recent years (79). However, 
immunization coverage still varies within the Region, 
with a number of countries experiencing challenges 
in terms of maintaining optimal vaccine coverage 
due to political unrest, socioeconomic hardship and 
humanitarian crises (80). Political crises and conflict 
in the Region led to a drop in the coverage of the 
diphtheria–tetanus–pertussis vaccine. Coverage of 
the third dose of the oral polio vaccine has also fallen, 
from 86% in 2010 to 80% in 2015 (80). Vaccination 
rates for seasonal influenza are very low in the Eastern 
Mediterranean Region relative to other world regions, 
with less than 20 doses being distributed per 1000 
population, compared with 45 in the Western Pacific, 
112 in Europe and 275 in the Americas (81, 82). 
There are also disparities in the rates of immunization 
between particular vaccine-preventable diseases and 
certain population subgroups in the Region. Box 12.11 
outlines public health achievements of the Sehatmandi 
Project in Afghanistan, which includes increasing 
vaccination among children.

Box 12.10. The Sehatmandi Project in Afghanistan 

The System Enhancement for Health Action in Transition Project for Afghanistan is a three-year 
programme (2018–2021) implemented by the Afghan health ministry and administered by the World 
Bank through the Afghanistan Reconstruction Trust Fund (83). The main objective of the programme 
is to increase the quality and use of health, nutrition and family planning services (83). An important 
achievement of the programme was a 28% increase in the number of people receiving essential health, 
nutrition and population health services between 2017–2019 (84). Between 2018–2020, over 4 million 
children were vaccinated, and in 2019 there were 60 million individual visits to health, nutrition and 
population health services (which equates to 2.1 health facility visits per capita). Furthermore, the volume 
of services delivered under the Project increased for all but one of 11 key health-related services (which 
includes services such as immunization, family planning visits and skilled birth attendance). For example, 
there was a 49% increase the provision of contraception at facilities between 2018–2019 (84). 
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In terms of the COVID-19 pandemic, there are 
stark inequities in vaccine distribution and access 
between countries. In February 2021, the International 
Federation of Red Cross and Red Crescent Societies 
reported that the majority of vaccines given so far 
had been administered in high-income countries 
(85). Specifically, close to 70% of all administered 
vaccine doses had been given to people living in the 
50 wealthiest countries globally, while only 0.1% of 
administered doses had been given to people in the 50 
poorest countries. Access to the COVID-19 vaccine in 
the Region is discussed further in Chapter 3 (85). 

POPULATION HEALTH SYSTEMS 

This chapter has examined inequities in access to 
health care and the limitations of health care systems 
in providing universal health coverage and essential 
public health functions in the Eastern Mediterranean 
Region. These limitations largely relate to inequities 
in health and in diagnosis and treatment of disease. 
In this report we have seen that understanding and 
acting on the social, economic, cultural, commercial 
and political determinants will do a great deal to 
support better health and health equity in the Region. 
In relation to the role of health systems, this requires 
shifting health care systems from being solely focused 
on treatment towards becoming population-based 
preventive health systems, which work to improve 
equity in the social determinants of health as well as to 
treat ill health. Health care organizations and the health 
care workforce must be involved in the broad societal 
endeavour to improve health equity through action on 
the social determinants of health (86).

In this last section, we outline ways in which health 
systems can be developed and showcase what roles 
the health workforce and health care organizations 
can play within a broad population-based preventive 
health system. As a precursor to this, it is instructive to 
consider the key components of a health system that is 
built on a social determinants of health approach; these 
are summarized below (87). 

• A focus on preventing ill health and supporting 
good health as well as treating ill health: this 
involves moving from reactive services that focus 
solely on treatment for people who are already 
ill towards services that work to improve the 
conditions in which people live, which in turn will 
improve their health.  

• A focus on place: this supports a focus on smaller 
areas and seeks to influence the environment and 
social and economic conditions of the place in 
order to improve the health of residents, especially 
for the most disadvantaged areas. 

• Cross-sectoral collaboration: reducing health 
inequities requires close collaborations between 
multiple organizations and sectors reaching 
beyond health care, public health and social care. 
These may include, for instance, housing, early 
years services, and training and education, all of 
which profoundly influence health. 

• A focus on population health: in order to improve 
health and reduce inequities it is important to 
understand local population health and health risks 
for specific groups and areas. This requires health 
assessments that include the broader social and 
economic drivers of health as well as a focus on 
and inclusion of particular communities who are at 
risk of poor health.  

• Action on the social determinants of health 
as well as medical treatment: there is much that 
health professionals and health care organizations 
can do to take action on social, economic and 
environmental factors that would significantly drive 
improvements to health outcomes and health 
inequities.  

• Development of “proportionate universalism” 
approaches: designing interventions and 
strategies that respond to local health risks 
and needs will require additional resources and 
actions for more deprived communities and areas. 
Approaches that focus on improving health equity 
may look quite different to those that focus only 
on improving average population health, as they 
are responsive to those with the greatest levels of 
need and the highest risks of poor health.

The importance of collaboration across sectors to 
the development of health systems based on disease 
prevention and health equity is well recognized. A 
health care system which is focused on the social 
determinants as well as the prevention of disease, 
and forges strong partnerships with other sectors, 
will also contribute to other advantageous social and 
economic outcomes, for example, fairer employment 
practices and better housing (3). The strategic planning 
process behind a national initiative to address the 
social determinants of obesity in Jordan (described 
in Box 12.11) involved collaboration between a wide 
range of stakeholders from different sectors, including 
representatives from government health departments, 
local municipalities, academia and the private sector, 
as well as representatives of other associations such 
as the Jordan Food and Drug Administration and the 
Jordan Standards and Metrology Organization (88). 
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Box 12.11. Addressing obesity in Jordan using a social determinants of health approach

In response to its obesity epidemic, Jordan launched a national health initiative directed at addressing 
the broad factors associated with obesity (89). The main goals of this programme were to reduce the 
incidence of obesity in the community, to build the capacity of health care professionals involved in the 
prevention of obesity and to encourage the use of evidence to inform the development of policies for 
supporting actions to reduce obesity, as well as actions on other social determinants of health (88). 
A strategic planning process involving a number of stakeholders, including 18 representatives from 
different sectors, was coordinated by the Ministry of Health (88). As a result of this process, a collaborative 
work plan for each of the stakeholder groups was established and various policy options were identified 
for addressing obesity in the country (88). 

Specific actions of this programme included the simplification of food labelling to ensure that nutritional 
information such as sugar, fat and salt content and serving sizes could be more easily understood by 
consumers so that they might be encouraged to choose healthier options (88). In order to improve access 
to areas for walking and exercise among women (as the main target of the programme), four public 
gardens were opened in the Greater Amman Municipality; each of these gardens had set opening times 
specifically for women (88). Furthermore, a Jordan Social Determinants of Health website was established 
to ensure the accessibility of information relating to the social determinants of health (88). The intention is 
to expand aspects of the programme to cover other governorates, and to focus interventions on women, 
children and students by working with schools, universities and civil society across the country. 

Several countries in the Region, including for example 
Pakistan, do have broadly conceived health system 
strategies which include cross-sectoral collaborations 
and incorporation of the social determinants of health 

(see Box 12.12). However, it is uncertain how far these 
national strategies will translate into transformations 
of the health care system, specifically into population 
health systems focused on equity.
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Box 12.12. Pakistan’s National Health Vision 2016–2025

Pakistan’s National Health Vision 2016–2025 aims ”to improve the health of all Pakistanis, particularly 
women and children, through universal access to affordable quality essential health services, and 
delivered through resilient and responsive health system, ready to attain Sustainable Development Goals 
and fulfil its other global health responsibilities” (90). Strengthening the health system and improving 
universal health care are central to the Vision; intersectoral collaboration is also a strong element (91). 
Equity is one of its principle values, alongside good governance, transparency, accountability and cross-
sectoral synergies. 

The Vision refers to the impact of political, social, economic and developmental factors on health, and lists 
illiteracy, unemployment, gender inequality, food insecurity, rapid urbanization, environmental degradation, 
natural disasters, and the lack of access to safe water and sanitation as the drivers of poor health among 
individuals and communities. The Vision states partnerships outside of the health sector are needed 
to improve health and reduce deaths and disabilities. As a way of taking cross-sectoral actions, the 
Vision supports a Health in All Policies approach and the Government states it will ”develop a common 
vision, framework and a platform with multiple stakeholders from across the sectors to work for health, 
for instance education, food security, agriculture and livestock, housing, sanitation, water, environment, 
IT, local government, social protection”. The Vision also regards involving communities and improving 
women’s empowerment and local/rural development as the ”key channels for cross-sectoral action” (90). 
The Vision commits the Government of Pakistan to increasing its spending on public health (91).

THE HEALTH WORKFORCE

The Region’s health workforce, alongside national and 
international health care organizations, can potentially 
play a major role in facilitating the development of 
population health systems with a strong focus on 
equity. However, as elsewhere in the world, this 
potential has yet to be fully harnessed. There are 
multiple ways in which the health care workforce can 
take action on the social determinants of health (86). 
For example, health care staff can provide advice 
during clinical appointments and refer patients to 
housing, financial and social protection support 
services (3). Health care professionals can also be 
advocates for action at a community level, advocating 

for improved access to education and employment 
opportunities (3, 92). Such advocacy at a community 
level could help to mitigate the negative health impacts 
which have been associated with unemployment 
and a lack of quality education. Additionally, health 
professionals can assist in developing or improving 
policies on the social determinants of health at local, 
national and international levels and can promote 
and input into the Health in All Policies approach 
(see also Chapter 13). The health workforce, and 
the organizations they lead, can form collaborative 
partnerships with other sectors outside of health care 
which can also have an influence (92). 
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The World Medical Association has outlined six areas in 
which the health care workforce could be supported to 
take greater action on the social determinants of health. 

1. Understanding the issue and what to do about it: 
education and training  

• Improve access to medical training 
• Teach the practical skills and competencies to 

address health inequity
• Make use of different channels, such as e-learning 

and community involvement, to teach health 
professionals

• Develop the social agency of doctors.

2. Building the evidence: monitoring and evaluation 
of health inequities  

• Use international, national and local level data 
to help to design services to meet the needs of 
patients and communities

• Make use of technology to capture data.

3. The clinical setting: work with individuals and 
communities 

• Rethink consultation times and format
• Take social histories and develop care plans and 

social prescribing
• Create networks in neighbourhoods.

4. Health care organizations as employers, 
managers and commissioners  

• Ensure equitable recruitment
• Provide and advocate for good quality employment 
• Ensure good practice throughout the procurement 

chain.

5. Work in partnership with the health care sector 
and beyond 

• Form partnerships both inside and outside the 
health service

• Work with a range of local organizations and services
• Work across government sectors to ensure the 

health implications of decisions are considered.

6. Health professionals as advocates  

• For individuals and communities
• For working conditions for staff
• Act as international advocates for health
• Support students as advocates (92).

While incorporating the social determinants of health 
approach into the education and training of health 
professionals has been acknowledged as an essential 
part of the overall strategy to tackle inequities through 
action on these determinants (86), there is very little 
evidence that this is happening within countries in the 
Region. While the WHO Regional Office for the Eastern 
Mediterranean offers an online course aimed at family 
doctors which provides general information about the 
social determinants of health and their role in health 
equity, it is not yet embedded in core medical training 
curricula in countries (93). 

HEALTH CARE ORGANIZATIONS AS ANCHOR 
INSTITUTIONS
 
The “anchor institution” approach, which has 
been developed in other regions in the world, 
offers a useful model for countries in the Eastern 
Mediterranean Region seeking to reorientate their 
health care organizations and systems to deliver 
health improvement as well as health care. It sees 
large hospitals and other public institutions as having 
great potential to improve the health of their workforce 
and the local population by improving employment 
conditions, focusing procurement on sustainable 
and local supply chains, and working with local 
communities to support better health. A recent analysis 
conducted in England which has explored the potential 
of its National Health Service (NHS) to be an anchor 
institution concluded that, through its size and scale, 
the NHS could make a positive contribution to local 
areas beyond the provision of health care through: 

• purchasing locally and for social benefit
• using buildings and spaces to support communities
• working more closely with local partners 
• reducing its environmental impact 
• widening access to quality work (94).

While the NHS is of a greater scale and size than 
most other health systems, the general approach is 
transferrable and could be adapted to ensure a greater 
focus on the health needs of the most deprived and 
excluded communities in a bid to improve health equity 
across the Eastern Mediterranean Region.
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SUMMARY AND 
RECOMMENDATIONS 

Access to quality health care is an essential component 
of the social determinants of health approach. This 
chapter outlines the significant gaps and inequities 
in access to health care across the Region and the 
high risk of impoverishment that can result for those 
on lower incomes who require medical care. There 
has been a strong focus on achieving universal health 
coverage in the Region, and while that has not been 
fully achieved, there are signs of progress. However, 
the impact of the COVID-19 pandemic threatens 
access to health care, and both the disease itself and 
its impacts on health care workers and health care 
systems threaten to undermine recent progress. 

The amount of public funding dedicated to health 
care in the Region must increase; it is currently highly 
inadequate. There is also scope to invest further in 
health care systems in fragile and conflict-affected 
settings and ensure that coverage includes migrants 

and those on the lowest incomes, who are currently 
excluded deliberately or as a result of poverty. The 
focus on health during the COVID-19 pandemic may 
help to garner the political and public will needed 
for further spending on achieving universal health 
coverage. 

Health systems are well positioned to initiate and 
support health improvements and greater actions on 
social determinants. We have set out several ways this 
can be achieved – from every country meeting essential 
public functions, to reorienting health care systems 
towards prevention of ill health and improvements 
in living and working conditions. The health care 
workforce, including public health and community 
workers, can work directly with stakeholders such as 
employers, providers of essential services and the 
education and transport sectors to support healthy 
living and working conditions. The health system has 
leverage within local systems and at national level 
to advocate for changes in the social determinants, 
and health care organizations can be leaders in the 
societal endeavour to improve health and reduce health 
inequities. 

Recommendations  

1. Strengthen universal health coverage across the Region and ensure equitable and 
    affordable access to health care.  
• Increase public financing to support equitable access to health care and reduce the 

likelihood of catastrophic expenditure on health care.
• Include migrants in universal health coverage.
• Implement and uphold the right to health, particularly in conflict-affected settings. 

2. Implement and ensure essential public health functions for each country to achieve 
    universal public health standards.

3. Develop population health systems with a strong focus on equity, prevention and 
    action on the social determinants of health.
• Focus health care system interventions on social and economic drivers of health-related 

behaviours and mental health. 
• Develop whole-system approaches to health which include action to improve living 

conditions and health education and training programmes.  
• Strengthen partnerships with other sectors including housing, transport, social 

protection and education. 

Relevant SDG targets

1.4

3.8, 3c

10.2, 10.3, 10.7

16.10, 16a, 16b

17.1, 17.14, 17.16
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GOVERNANCE AND 
TAKING ACTION TO BUILD 
BACK FAIRER

INTRODUCTION

Throughout this report, we have set out the extent of 
health inequities in the Eastern Mediterranean Region 
and the inequities in structural factors and living 
and working conditions that drive them. For of each 
of these factors, we have made recommendations 
for action based on our assessment of the most 
pressing requirements and the efficacy of policies and 
approaches to resolve them. However, underpinning 
all successful actions on health inequity are the 
governance systems which prioritize, support and 
enable such actions. Governance systems must 
have equity as their prime motivating principle; this 
requires high-quality data and evidence, strong lines of 
accountability, vigorous civil society engagement, and 
all levels of government working together towards the 
common goal of improving health and health equity.

The publication of this report comes at a critical time, 
as the possibility of reducing levels of COVID-19 
infection and mortality are beginning to be realized; 
however, globally, the social and economic impacts  
of the pandemic have worsened prospects for future 
health equity. Yet, the pandemic has also required 
all parts of government to work together towards 

a common health agenda; it has revealed the vital 
importance of good health to people, economies and 
societal functioning and has shown the extent of social 
and economic inequities and their relationship with 
health inequities. The need for strong, effective and 
accountable governance systems to “build back fairer” 
after the pandemic has become a critical imperative. 

In this chapter, we first set out the principles for good 
governance and the actions required to deliver the 
agenda for health equity outlined in this report. The 
agenda will involve a wide range of stakeholders, from 
international organizations and businesses to national 
governments, religious organizations, civil society, and 
local governments and communities across the whole 
Region. Then, we identify the priority research needs to 
fill gaps in knowledge and set out a research agenda 
to support greater understanding of the levels of 
inequities in the Region. Further research is also crucial 
to support more effective policy-making and to help 
to develop appropriate policies for specific national 
contexts. We then set out the actions required by each 
of the main stakeholders to address inequities in health 
and the social determinants of health. 

Box 13.1 summarizes the principles for governance and 
needed actions to build back fairer in the Region; the 
chapter covers each principle and action in more detail.
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Box 13.1. Principles and actions for the Region 

Principles for governance to build back fairer for health equity 

• Take action on the social determinants of health to improve health equity. 
• Put health equity at the heart of government. 
• Do something, do more, do better. 
• Base social action for health equity on the principle of proportionate 

universalism.
• Involve the whole of government in policies and practice to improve  

health equity. 
• Involve the whole of society in improving health equity. 
• Develop strong accountability for health equity. 
• Align greater action on climate change with health equity.

 Taking action to build back fairer to achieve greater health equity 

• Develop national and transnational plans for action and implementation. 
• Strengthen the role of civil society and faith-based organizations in action to 

achieve health equity. 
• Strengthen the contribution of the commercial sector to health equity and 

stop harmful practices. 
• Support the humanitarian sector to have a strong focus on the social 

determinants of health.
• Increase the involvement of the health care sector in the social determinants 

of health.
• Develop the role of local government in relation to the social determinants  

of health. 
• Link action on health equity and social determinants of health with the SDGs.
• Strengthen human rights approaches in the Region. 
• Develop data and monitoring systems to inform evidence-based action on 

health equity and greater transparency and accountability. 
• Strengthen legal obligations and regulations to enforce actions to support 

health equity. 
• Reduce corruption.

Relevant SDG targets 

1a, 1b

3c

5.1, 5c

6a

7a

8b

10.2, 10.3, 10.4
11a, 11b

13a

16.6, 16.7, 16.10, 16b
17.2, 17.3, 17.6, 17.9, 
17.14, 17.16, 17.17, 

17.18

PRINCIPLES FOR GOVERNANCE TO BUILD BACK FAIRER 

Throughout this report, we have assessed the main drivers of health inequities in the Eastern Mediterranean Region 
and overviewed the extent of inequities in each of these drivers. We have also highlighted policies, programmes and 
approaches which have helped to improve health equity in the countries and territories. In this section, we set out the 
governance principles to be used in the adoption and design of policies and programmes for taking action on health 
inequity in the Region and to build back fairer (Box 13.2).
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TAKE ACTION ON SOCIAL DETERMINANTS OF 
HEALTH TO IMPROVE HEALTH EQUITY 

This report makes recommendations for action to 
create the conditions that will enable all people of the 
Region to lead dignified lives, achieve better health 
and result in a fairer distribution of health – that is, to 
achieve greater health equity. From analysis undertaken 
during this Commission and set out in the report, 
health inequities closely relate to inequities in the social 
determinants of health in the Region. This analysis is 
closely aligned to evidence from around the world, 
which similarly demonstrates that social determinants 
of health – the conditions in which people are born, 
grow, live, work and age, and what we label the 
structural drivers of those conditions – relate closely to 
health. Action to improve health equity must be centred 
around action on the social determinants of health.

While the evidence for the Eastern Mediterranean 
Region is aligned with analyses from other regions, 
there are specific structural drivers in the Region 
which differ from those in other regions. For the 
Eastern Mediterranean, the high levels of conflict and 
associated migration, occupation and sanctions affect 
social determinants and health outcomes across the 
Region. As levels of conflict increase in the Region, so 
too do the direct and indirect health and development 
harms. Gender inequity is present in all regions, but 
they are particularly deep and persistent in the Eastern 
Mediterranean Region affecting outcomes in a range 
of social determinants and affecting development 
prospects. Strong religious beliefs and the influence 

Box 13.2. Principles for governance to build back fairer for health equity

• Take action on the social determinants of health to improve health equity. 
• Put health equity at the heart of government. 
• Do something, do more, do better. 
• Base social action for health equity on the principle of proportionate universalism.
• Involve the whole of government in policies and practice to improve health equity. 
• Involve the whole of society in improving health equity. 
• Develop strong accountability for health equity. 
• Align greater action on climate change with health equity. 

of religious leadership is also a marked feature of the 
Region, which can be further harnessed to support 
greater equity in health and the social determinants 
of health. Climate change and environmental 
degradation are also marked issues for the Region – 
the consequences are already being felt in increased 
extreme temperatures, drought, severe water shortages 
and land degradation, while measures to mitigate and 
adapt to climate change will greatly affect oil-producing 
countries and economies across the Region. Greater 
reductions in greenhouse gas emissions are essential 
and they can be tailored to be supportive to health 
equity and economic growth. Again, while these issues 
are not unique, they are particularly relevant in the 
Eastern Mediterranean Region. 

In relation to inequities in the conditions of daily life, 
the Region has made progress in maternal and child 
health outcomes and in access to education; however, 
inequities related to wealth, place of residence 
and parental education persist. Youth and female 
unemployment rates are high and these are particularly 
damaging for health and life-long outcomes in key 
social determinants. Work conditions, including unsafe 
conditions, low pay and long hours are directly and 
indirectly damaging for health. We note the lack of 
strong social protection measures for the unemployed 
and sick, and for older people, throughout the Region. 
Weak social protection mechanisms undermine 
opportunities for healthy and dignified lives. Marked 
inequities in the quality of built environments afflict the 
Region: many people do not have access to electricity, 
modern sanitation, clean water and decent housing 
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– without these features, people’s capacity to live a 
healthy life with dignity is undermined. 

While the lack of access to affordable, quality health 
care is still a pressing issue in countries and territories 
of the Region, this is not the sole driver of the levels 
of ill health and premature death. These unfair health 
inequities are driven to a large extent by factors 
outside the health care system, and it is here that 
action to improve health is also urgently required. We 
set out that transforming health care systems into 
health systems which support better outcomes in 
the social determinants would be hugely beneficial in 
reducing health inequities. In each chapter, we have 
set out recommendations for action on these social 
determinants in order to reduce inequities in health 
across the Region. Putting health equity at the heart of 
policy action is an essential step forward.

PUT HEALTH EQUITY AT THE HEART OF 
GOVERNMENT

Throughout this report we have indicated that health, 
well-being and the capacity to live a dignified life 
should be at the centre of national government policies 
and actions and the driving force in government 
agendas. The basic guiding principle of governments 
should be to foster social, economic and environmental 
progress such that health improves and health equity 
is advanced. We have also shown that wide inequities 
in the social determinants of health, resulting in health 
inequity, mean that a government is not fulfilling its 
obligations to its citizens. 

Taken together, our recommendations and proposals 
provide an agenda for governments to ensure that 
health equity is at the heart of actions. In Chapter 5, 
we set out ways this could be achieved for economic 
policies – including establishing measures of national 
progress that take account of equitable development, 
rather than solely focusing on GDP. We propose that 
the design and implementation of economic policies 
must incorporate assessments of the likely impacts on 
health equity and be designed around enhancing, and 
not damaging, equity in health and social determinants. 
These approaches should be extended to all 
government actions – putting health equity at the heart 
of government. 

In this chapter we report on the many ways this can be 
achieved, from the establishment of national plans on 
the social determinants of health and health equity, to 
ensuring whole-of-government approaches – involving 
society and ensuring alignment with other urgent 
priorities, including climate change and economic 
and social development. Governments must also 

be advocates for, and architects of, greater equity 
across their country or territory despite – and perhaps 
also because of – the myriad challenges faced in the 
Region.

DO SOMETHING, DO MORE, DO BETTER 

Throughout this report, we have shown that for 
countries at every level of wealth and development in 
the Region, there are actions that can be undertaken 
to reduce health inequity – to do something, to do 
more, and to do better. To repeat the challenge in our 
introduction: “For countries at a low level of human 
development, actions to improve the conditions of life 
are likely to have a big impact on health. Countries that 
are already taking action on the social determinants of 
health can do more. Countries with very high levels of 
development can always do better.” 

We have begun the process of a “do something, do 
more, do better” agenda in the Region by framing 
the recommendations on improving data and 
monitoring systems for countries at different levels 
of development. Likewise, our recommendations for 
the development of national plans on health equity 
and social determinants are appropriately framed for 
the different levels of development in the Region. All 
of the recommendations in this report can be worked 
into a do something, do more, do better framework, 
expanded further throughout this chapter. 
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ADOPT PROPORTIONATE UNIVERSALISM

The “do something, do more, do better” approach 
also applies within countries, as in every country 
and territory there is action that can be taken on the 
social determinants of health to improve overall health 
and reduce inequities. This requires undertaking 
universal action, but using actions and resources 
that are proportionate to need – an approach termed 
“proportionate universalism” (1). An example can 
be seen in relation to education: providing universal 
education requires proportionately more investment for 
those with lower socioeconomic positions and living in 
remote areas than it does for wealthier groups in cities. 
Education for children of refugees and migrants also 
requires greater additional effort and investment, while 
ensuring that all host-country children have access to 
good quality education. 

Throughout the Region, there are examples (which 
have been highlighted in the report) where funding 
is not proportionate nor universal and, in fact, it is 
regressive – for instance, fuel and water subsidies that 
benefit wealthier groups, or pensions that are available 
only to those who have had the benefits of regular and 
secure formal employment throughout life. Policies 
and programmes need to be adjusted to address 
these inequitable impacts, and greater focus needs 
to be placed on reducing inequities. To achieve this, 
a proportionate and universal approach should be a 
guiding principle. 

INVOLVE THE WHOLE OF GOVERNMENT IN 
IMPROVING HEALTH EQUITY 

Given the range of factors that influence health, it 
is clear that a whole-of-government approach is 
required to take action on reducing health inequities. 
A number of ministries need to be involved; this 
includes the health ministry, but must also include 
those in government responsible for finance, business, 
the environment, development, social affairs, 
education, work and social protection, and those with 
responsibility for older people, refugees and migrants 
as well as agencies working in humanitarian response. 
Importantly, reducing health inequities through action 
on the social determinants also improves outcomes 
in all other areas covered by government action: for 
instance, improving gender equity, reducing poverty 
and improving housing will result in improvements in 
health and in economic and social development (2, 3). 

Establishing national strategies for health equity – led 
by the heads of national governments, but involving 
all parts of government – can help to ensure that 

inequities in all of the areas that drive health inequity 
will be improved. Mechanisms to ensure effective 
coordination should be established, such as cross-
government steering groups and health equity in all 
policy assessments. In the Islamic Republic of Iran, 
for example, the Supreme Council of Health and Food 
Security is chaired by the President and led by the 
Ministry of Health and Medical Education. Its core 
function is to accelerate intersectoral collaboration to 
achieve the health-related SDGs. The Council facilitates 
collaboration between all health and non-health sectors 
“to address the health-related SDGs … accelerate the 
process and improve the quality of intersectoral policy-
making” (4). The whole-of-government approach to 
improving health and health equity in Pakistan was set 
out in the previous chapter (see Box 12.13) (5, 6). 

The Health in All Policies (HiAP) approach has been 
developed to assess the health impacts of policies 
across government and to support and motivate 
cross-government working. HiAP approaches can 
help to maximize health benefits and reduce the 
likelihood of unintended consequences of public 
policy that are detrimental to population health or 
subgroups of the population. WHO’s 2013 Helsinki 
Statement provides the widely accepted definition 
of HiAP, as “an approach to public policies across 
sectors that systematically takes into account the 
health implications of decisions, seeks synergies, and 
avoids harmful health impacts in order to improve 
population health and health equity” (7). In 2018, the 
Regional Committee for the Eastern Mediterranean 
adopted a resolution on Institutionalizing the Health in 
All Policies approach (EM/RC65/R.4). The resolution 
urged Member States to “Develop a comprehensive 
plan for institutionalization and implementation of the 
Health in All Policies approach ... [and to] build the 
capacity of various public sector institutions, non-
state actors and civil society organizations to adopt 
and promote the Health in All Policies approach” (8). 
A number of countries in the Region have adopted 
a HiAP approach, including the Islamic Republic of 
Iran, Jordan, Oman, Qatar, Sudan and the United Arab 
Emirates. Box 13.3 outlines strategies towards HiAP in 
Qatar and Sudan.
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Box 13.3. Examples of HiAP in the Eastern Mediterranean Region

Qatar’s public health strategy and HiAP
Qatar’s National Healthcare Strategy 2011–2016 involved collaboration with the Ministry of Education, 
municipalities, academia and sports councils (9). Following on from this initial national strategy, Qatar’s 
Public Health Strategy 2017–2022 recommends adopting HiAP to deliver more effective public health 
policy, programmes and initiatives for the population. This will involve creating an “Inter-Ministry board 
for public health” and a HiAP navigation manual (10). 

Sudan’s HiAP approach
In the Region, Sudan has shown leadership in developing HiAP approaches. Sudan’s HiAP approach 
was based on discussions with a range of ministries, a review and analysis of national plans, and 
outcomes of policy dialogue workshops with policy-makers from 17 sectors in 2015. The aims of 
the HiAP roadmap are to improve the health and health outcomes of all the population by achieving 
universal health coverage for all the population across all states, and promoting health and health 
equity to everyone in the country (11). The National Health Coordinating Council is chaired by Sudan’s 
President and co-chaired by the Vice President, and involves all relevant ministries and sectors (12). 
Twelve ministries have committed to integrate health and health equity in policies and programmes 
where appropriate, to institutionalize consultations on health impact when preparing legislations and 
policies, and to carry out health impact assessments as routine procedures for new projects. These 
ministries include those responsible for: environment, natural resources and physical development; 
interior; finance; water resources, irrigation and electricity; agriculture; social welfare and security; and 
foreign affairs (13).

An effective HiAP approach involves joint 
implementation across the whole of government, which 
requires continuous monitoring and clear follow-up 
actions (9). While HiAP approaches have great potential 
to ensure an all-of-government approach, they are 
sometimes undermined by becoming a tick-box 
exercise for other ministries and also by insufficient 
focus on the health equity impacts of government 
policies. 

This Commission recommends that a “health equity 
in all policies” approach is adopted to underpin 
cross-government collaboration and prioritization 
of health equity. Equity assessments of policies and 
interventions are important to ensure that the equity 
impact of every policy and programme is identified, 
and modified accordingly, for the greatest positive 
impact. A health equity in all policies approach goes 
further than conventional HiAP approaches. Although 
the health sector commonly serves a central role, the 
approach systematically takes into account the health 
equity implications of decisions across sectors (14). 

INVOLVE THE WHOLE OF SOCIETY IN IMPROVING 
HEALTH EQUITY 

While it is vital that national governments take on 
the agenda outlined in this report, it cannot be 
appropriately developed or implemented without the 
involvement of a range of other stakeholders outside 
government. These include civil society organizations 
and communities, businesses and employers, local 
governments, regional and international organizations, 
and of course the health care system (which was the 
focus of Chapter 12). Actions for each of these sectors 
are outlined in the following section, and it is important 
that all sectors and entities are included in the whole-
of-society endeavour to reduce health inequities. Other 
workforce and people with leadership positions can 
similarly aim to improve health equity and engender 
healthy conditions. In this report, we have advocated 
that religious leaders and faith-based organizations use 
their positions of influence and advocacy to support 
actions on the social determinants of health and for 
greater health equity.
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Stronger engagement from the whole of society is also 
vitally important for holding governments to account 
for the health of their population. In many countries 
and territories in the Region, accountability measures 
are weak and the public and civil society are unable to 
have much influence over the government’s priorities, 
policy formulation and implementation measures. 
Having a vigorous and flourishing civil society can 
help to challenge – and support – governments 
in developing effective strategies; in the following 
section on taking action, we discuss limitations on civil 
society and civic space in the Region that need to be 
addressed to support greater health equity.

DEVELOP STRONG ACCOUNTABILITY FOR HEALTH 
EQUITY

Among the most important levers and principles 
for developing action on the social determinants of 
health are strong accountability mechanisms that hold 
decision-makers to account for their performance on 
health equity. There are a number of ways to achieve 
stronger accountability including: public involvement 
in decision-making through voting and participation in 

government and decision-making; effective monitoring 
systems to provide information on progress towards 
priorities for health equity and the social determinants 
of health, which are also visible to the public; and legal 
mechanisms that establish thresholds and legislation 
for action. Overall accountability mechanisms are 
weak in the Region and often protest, freedom of 
expression and joining associations are the only ways 
to make dissatisfaction evident and to try to hold the 
government to account and lever change.

Article 19 of the Universal Declaration of Human Rights 
(1948) states that “everyone has the right to freedom of 
opinion and expression” and this includes “the right to 
seek, receive and impart information and ideas through 
any media and regardless of frontiers” (15). However, 
the extent to which this right to freedom of expression 
is upheld varies between countries and regions (16). 
According to the Global Expression Report 2019/2020, 
none of the population in the Middle East and North 
Africa region is in the “open” freedom of expression 
category and large proportion of the countries have 
very low – “in crisis” – freedom of expression scores 
(Fig. 13.1) (17). 

Fig. 13.1. Percentage of population per freedom of expression category, by region, 2019

Source: ARTICLE 19 (2020) (17).

Percentage of the population (%)

North Africa
World



511

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

Fig. 13.2 shows the views of citizens on their freedom to associate, to express opinion and to protest in selected 
countries in the Region, according to a 2019 survey by the Arab Barometer (18). Perceptions are that these freedoms 
have declined in the countries surveyed, hampering the ability of civil society to participate in decision-making in 
their countries, to express opinion about policy priorities and to hold decision-makers to account. 

Fig. 13.2. Perceived freedom in expression of opinion, peaceful protest and ability to join associations in the 
Arab region, 2006–2019
 

Note: Data from nationally representative surveys in the following countries and territories: Egypt, Iraq, Jordan, Kuwait, Lebanon, Libya, Morocco, 
occupied Palestinian territory, Sudan, Tunisia and Yemen.
Source: Arab Barometer (2019) (18). 

In most of the countries surveyed, men have higher rates than women for perceived freedom to express 
opinions, protest and join associations (18). There are also inequities related to socioeconomic position among 
respondents, and people with higher education feel they have greater freedoms than those with less education, 
shown in Fig. 13.3 a), b) and c).

Percentage of respondents (%)
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Fig. 13.3 a). Perceived freedom of expression, by education 

Source: Arab Barometer (2019) (18).

Source: Arab Barometer (2019) (18).

Fig. 13.3 b). Perceived freedom to protest peacefully, by education
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Source: Arab Barometer (2019) (18).

Fig. 13.3 c). Perceived freedom to join associations, by education 

Inequities in ability or perceived ability to express 
opinions, associate and protest mean that those least 
able to practice these freedoms will not have their 
views represented or expressed. Those who are poor, 
less educated, marginalized and female will likely find 
it harder to make such expressions and therefore their 
power to initiate changes that would benefit them, and 
are also likely to be pro-equity, is constrained (19).

In the next section, we outline how effective data 
systems can be developed for monitoring health equity 
and highlight that this information must be available 
to the whole of society. Lack of data, and lack of 
access to data, impacts on society’s capacity to hold 
governments to account (20) and prevents those 
outside of government from being able to address, 
or even being aware of the extent of, health and 
socioeconomic inequities within countries. Even where 
data are available to those within governments, it is not 
always freely available outside of government systems. 
Freedom of information, as defined by UNESCO, 
refers to “the right to access information held by public 
bodies” (21).

Freedom of the media is a central component of 
accountability and has been outlined as a “core 
element of any functioning democracy” and “essential 
for the protection of all other human rights” (22). Most 
countries and territories in the Region have poor scores 
on press freedom, as reported by Reporters Without 
Borders (2020) (23). Each year, Reporters Without 
Borders provides a World Press Freedom Index which 
indicates the degree of freedom available to journalists 
in 180 countries (23). This index is based on criteria 
such as pluralism, media independence, transparency 
and legislative frameworks, and is evaluated through a 
questionnaire. The criteria are scored in a range from 0 
to 100, with 0 representing the best possible score and 
100 indicating the lowest score in terms of the degree 
of freedom for journalists (23). According to these 
assessments, Tunisia had the best index score in the 
Region in terms of the degree of freedom of journalists, 
and was 72 out of the 180 countries and territories 
assessed, while Djibouti had the lowest score and was 
ranked 176 (Fig. 13.4) (23). 
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Fig. 13.4. World Press Freedom Index scores in the Region, by country and territory, 2020

Note: Index ranges from 0 to 100, with higher index scores indicating a worse situation in terms of freedom of press.
Source: Reporters Without Borders (2020) (24).

ALIGN GREATER ACTION ON CLIMATE CHANGE 
WITH HEALTH EQUITY

The Region is already suffering damaging impacts on 
health and health equity as a result of climate change 
and high levels of land degradation, and in Chapter 7 
we set out how health harm and health inequity from 
climate change will increase without urgent mitigating 
actions. Actions to reduce greenhouse gas emissions 
and land degradation, and to protect biodiversity, can 
be supportive of efforts to improve health equity and 
stimulate economic growth and development if they 
are carefully planned. However, currently emissions of 
greenhouse gases are increasing in many countries, 
including in those with already high levels of emissions. 
This is partly due to population growth, but also to 

increased consumption and too little action to reduce 
demand and diversify energy supplies. 

Many countries in the Region have achieved high 
levels of prosperity and development through fossil 
fuel extraction and exports and are reluctant to suffer 
projected declines in GDP by reducing production 
and consumption of energy. However, diversifying 
energy supplies through increasing renewables is 
essential; and as well as reducing harm from climate 
change, it can support renewed economic growth 
and provide enormous benefits to health and health 
equity. Both mitigation and adaptation measures 
need to be based on the principle of fostering, rather 
than damaging, equity. 
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TAKING ACTION TO BUILD 
BACK FAIRER 

Throughout this report, we have laid out the principal 
drivers of health inequities in the varied countries 
and territories in the Eastern Mediterranean Region 
and overviewed the extent of inequities in each of 
these drivers. We have also pointed to a range of 
policies, programmes and approaches which have 
helped to reduce these inequities. These assessments 
serve as guidelines for what to do to, or what not 
to do, to improve health equity and they also act 
as encouragement and support. We have made 
recommendations for action in each chapter, which 
cover the range of stakeholders who are needed for 
action on health equity. 

In the previous section, we set out the principles 
for action to be used in the adoption and design of 
policies and programmes to reduce health inequities 
in the Region. In this section, we focus on specific 
proposals to initiate and facilitate more systematic 
and effective action and research on health equity 
for all countries and territories (summarized in Box 
13.4). We detail actions for specific sectors and 
stakeholders, and in each case there is greater scope 
to do something, do more and do better on health 
equity. Given the high level of health inequity within 
countries in the Region and the equity-damaging 
impacts of the COVID-19 pandemic, the need to 
build back fairer is increasingly urgent.

Box 13.4. Taking action to build back fairer to achieve greater health equity 

• Develop national and transnational plans for action and implementation. 
• Strengthen the role of civil society and faith-based organizations in action to achieve health equity. 
• Strengthen the contribution of the commercial sector to health equity and stop harmful practices. 
• Support the humanitarian sector to have a strong focus on the social determinants of health.
• Increase involvement of the health care sector in the social determinants of health.
• Develop the role of local government in relation to the social determinants of health. 
• Link action on health equity and social determinants of health with the SDGs. 
• Strengthen human rights approaches in the Region. 
• Develop data and monitoring systems to inform evidence-based action on health equity and greater 

transparency and accountability. 
• Strengthen legal obligations and regulations to enforce actions to support health equity. 
• Reduce corruption.

DEVELOP NATIONAL AND TRANSNATIONAL 
ACTION PLANS ON SOCIAL DETERMINANTS AND 
HEALTH EQUITY 

In order to reduce health inequities through action 
on the social determinants of health, it is essential to 
have national, regional and international strategies with 
detailed implementation plans. This report provides 
a framework of the critical issues to address in the 
development of such strategies and plans. 
As was framed in the introduction to this report, within 
the Region there are countries and territories with 
vastly different levels of wealth, resources and levels 
of conflict. In each of these settings there is a need to 

act on health equity, because within each country or 
territory there are inequities in health – but, the means 
to reduce these will differ. We have suggested how 
countries can adopt and adapt the recommendations 
in this report in ways appropriate to their national 
context, level of development and prior focus on equity. 
Thus, while we state that all countries and territories 
should put health equity at the heart of government and 
should develop national plans and strategies for doing 
so, those plans will look different depending on each 
country’s context. Box 13.5 shows how countries can 
apply the “do something, do more, do better” concept 
to the development of their national action plans on 
health equity and social determinants. 
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Box 13.6 shows that national plans can take different formats, from formal policies and strategies (an approach taken 
by Scotland and to be implemented Zambia) and whole-of-government approaches (as taken by Costa Rica). 

Box 13.5. Do something, do more, do better – developing national action plans for health equity 

Do something: Develop a coherent national plan to introduce a focus on health equity, using a “health 
equity in all policies” approach and include health equity targets to support accountability for action. 

Do more: Develop a comprehensive “build back fairer” national plan with a central focus on health 
equity and equity in the social determinants of health, with clear and enforceable implementation plans 
and a timeframe for action. 

Do better: Develop a comprehensive build back fairer national plan with a central focus on health equity 
and equity in the social determinants of health, with clear and enforceable implementation plans and 
a timeframe for action, including involvement from civil society and business, and the development of 
legislation, to require specific actions on health equity.

Box 13.6. Examples of national plans to “do something, do more, do better” 

Zambia (do something): Zambia’s Vision 2030 (25) aims to create a healthy and productive population 
to support Zambia in becoming a more prosperous middle-income country. The Seventh National 
Development Plan 2017–2021 prioritizes providing universal health care with equitable access to quality 
health services located as close as possible to families. In 2019, a report by the Ministry of Health and 
WHO on Health equity and social determinants of health in Zambia showed that health inequalities 
persist in the country (26). The report’s recommendations included actions to improve outcomes in the 
early years by: improving exclusive breastfeeding and childhood nutrition; increasing equity in antenatal 
care coverage and births attended by skilled health personnel; and improving access to family planning. 

The report recommends actions to address the social determinants of health such as: using a HiAP 
approach; ensuring better education including early childhood development; accelerating gender 
empowerment and improving reproductive, maternal and child health; improving access to safely 
managed sources of drinking water and better sanitation facilities; scaling up poverty alleviation and 
social protection; promoting healthy lifestyles; improving road safety; and improving living conditions in 
informal urban settlements (26).
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Costa Rica (do more): The level of health in Costa Rica is much higher than its national income would 
suggest. A middle-income country, Costa Rica does not have a formal national action plan on social 
determinants, but the Government made the decision to invest in the well-being of its population and, 
as a result, high levels of social development have been achieved. In addition to the introduction of 
universal health services in the 1940s, the Government has invested in early years education, made 
upper secondary education compulsory and are improving the quality of teaching and learning. Health 
inequities persist to some extent and the Government is engaging with residents on how to improve 
health, basing actions on robust evidence and improving the status of women, including reducing 
teenage pregnancies. The National Decarbonization Plan aims to convert 100% of fossil fuel use to 
renewable energy by 2050, and includes actions to transform public transportation, electricity supplies, 
buildings and waste management (27–29).

Scotland (do better): Achieving “sustainable and inclusive economic growth” and social justice are 
key principles for the Scottish Government, and reducing health inequalities and addressing their social 
determinants are central to this approach. The Government’s Programme for Scotland 2019–2020 
states that: “Poverty and inequality are human rights issues. Our vision is for every person in Scotland 
to live with human dignity and enjoy their rights in full” (30). Six public health priorities, developed with 
a range of partners and the public, aim to reduce health inequities. The six priorities cover the places 
where people live, early years, mental health and inclusive economies (reducing poverty and improving 
quality of employment, as well as increasing the number of jobs) (31). The National Performance 
Framework measures progress to reach health equity. There are 81 indicators, many of which are 
relevant to health inequities and their determinants (e.g. poverty, income inequities, education, children 
and young people) (32). 

The social determinants of health agenda in the Eastern 
Mediterranean Region requires the active involvement 
and support of regional and international organizations. 
A large number of organizations and regional 
mechanisms cover the Eastern Mediterranean and have 
influence on the social determinants of health. United 
Nations agencies provide data, evidence, advice and 
resources, and make agreements and commitments 
with countries and territories. WHO has frequently led 
efforts to tackle health inequities, working in close 
coordination with other organizations including FAO, 
UNDP, UNFCC, UN-Habitat, UNHCR, UNICEF and 
WFP. The SDGs provide an important and useful tool 
for implementing and embedding action on the social 
determinants of health, as outlined in the following 
subsection on linkages with the SDGs. 

In order to positively affect the social determinants 
of health in the Region, we propose that United 
Nations organizations, with WHO as the leading 
partner, develop coordinated United Nations social 
determinants of health and health equity plans – 
tailored to our “do something, do more, do better” 
framework. This is even more urgent in the aftermath of 

the COVID-19 pandemic and the associated widening 
of inequities. As was highlighted in Chapter 3, health 
and equity issues have risen to the top of United 
Nations and national government agendas following 
the pandemic. This is a critical time and opportunity 
to establish transnational as well as national plans for 
action on health equity and social determinants. 

There are a range of other regional systems that are 
important to include in regional and national plans for 
collaboration and input on health equity. These include 
the organizations underpinning the country groupings 
we have drawn on for evidence and data in this report 
i.e. the Eastern Mediterranean Region, the Middle East 
and North Africa region, the Near East and North Africa 
region, the Western Asia region, Arab countries and 
GCC countries. 

Regional integration is important for economic growth, 
trade and information transfer, and can have other 
non-economic benefits such as increasing peace and 
security (33) and, for the purposes of this Commission, 
for strengthening action on health equity and the social 
determinants of health. 
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According to the World Bank, lack of cooperation 
between countries and territories can constrain 
economic growth, particularly for developing 
countries (33). Organizations involved in economic 
integration between countries in the Region include 
the Arab League, the Gulf Cooperation Council and 
the Arab Maghreb Union. A variety of “overlapping 
bilateral and multi-lateral trade agreements” also 
exist between countries and territories in the Region. 
These are further detailed in Table 13.1, along with 

agreements in the Region related to integration (34). 
Given that the focus of regional agreements and 
cooperation mechanisms have an impact on health 
and health equity, it is important that health equity is 
further developed and prioritized by the organizations 
representing the regional mechanisms. Coordinated 
strategic plans to support and invest in health equity, 
as outlined above for United Nations entities and 
national governments, could also be developed by 
these regional organizations.

Table 13.1. Regional cooperation mechanisms 

Mechanism Description
Member countries and 
territories

The Arab League Established in 1945 (35), the main objective of the 
League is to “draw closer the relations between 
member states and co-ordinate collaboration 
between them, to safeguard their independence and 
sovereignty, and to consider in a general way the 
affairs and interests of the Arab countries” (34).

Algeria, Bahrain, Comoros, 
Djibouti, Egypt, Iraq, Jordan, 
Kuwait, Lebanon, Libya, 
Mauritania, Morocco, Oman, 
occupied Palestinian territory, 
Qatar, Saudi Arabia, Somalia, 
Sudan, Syrian Arab Republic, 
Tunisia, United Arab Emirates.

Organization of the 
Petroleum Exporting 
Countries (OPEC)

Founded in 1960 with five countries as founding 
members, OPEC now has 13 member states, with 
six from the Eastern Mediterranean Region. The 
main aim of this organization is to “coordinate and 
unify petroleum policies of its Member Countries 
and ensure the stabilization of oil markets in order 
to secure an efficient, economic and regular supply 
of petroleum to consumers, a steady income to 
producers and a fair return on capital for those 
investing in the petroleum industry” (36).

Algeria, Angola, Congo, 
Equatorial Guinea, Gabon, 
Iran (Islamic Republic of), Iraq, 
Kuwait, Libya, Nigeria, Saudi 
Arabia, United Arab Emirates, 
Venezuela (36). 

Gulf Cooperation Council 
(GCC)

The GCC is an economic and political alliance which 
was established in 1981 to promote cooperation 
between member states (37). The member states 
of the GCC have signed a number of agreements 
to support integration efforts, including a Customs 
Union Agreement (2003) which was directed 
at removing restrictions on internal trade and 
establishing common external tariffs and a common 
market agreement (2008) (34). 

Bahrain, Kuwait, Oman, Qatar, 
Saudi Arabia, United Arab 
Emirates.

Arab Maghreb Union (AMU) The AMU was established in 1989 with the aim 
of strengthening integration and increasing trade 
between member countries; three countries from the 
Eastern Mediterranean Region are involved (34).

Algeria, Libya, Mauritania, 
Morocco, Tunisia. 
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Mechanism Description
Member countries and 
territories

Greater Arab Free Trade 
Area (GAFTA) (also known 
as the Pan Arab Free Trade 
Area)

Established in 1998 as “an executive program to 
activate the Trade Facilitation and Development 
Agreement” (38). Some of the main provisions of 
this agreement related to the progressive removal 
of tariff and non-tariff barriers on intra-GAFTA 
trade (39). Seventeen countries from the Eastern 
Mediterranean Region are involved.

Algeria, Bahrain, Egypt, Iraq, 
Jordan, Kuwait, Lebanon, 
Libya, Morocco, Oman, 
occupied Palestinian territory, 
Qatar, Saudi Arabia, Sudan, 
Syrian Arab Republic, 
Tunisia, Yemen, United Arab 
Emirates (38).

Agadir Agreement This is a free trade agreement between the member 
countries which came into effect in 2006 (34).

Egypt, Jordan, Morocco, 
Tunisia are the original 
members and there is 
potential for expansion to 
Algeria, Lebanon, Libya, 
Mauritania, occupied 
Palestinian territory and 
Syrian Arab Republic (34).

Arab Fund for Economic 
and Social Development 
(AFESD)

AFESD is a regional financial institution directed 
at funding social and economic development with 
the main objective of “achieving Arab integration 
and consolidating cooperation among the Member 
countries”. The Fund pays close attention to 
the least developed Member countries and into 
financing projects for social development and 
reducing poverty (40). Nineteen countries in the 
Region are involved.

Algeria, Bahrain, Comoros, 
Djibouti, Egypt, Iraq, Jordan, 
Kuwait, Lebanon, Libya, 
Mauritania, Morocco, 
occupied Palestinian territory, 
Oman, Qatar, Saudi Arabia, 
Somalia, Sudan, Syrian Arab 
Republic, Tunisia, United Arab 
Emirates, Yemen. 

Source: Compiled from various sources including Rouis et al. (2013) (34), OPEC (36), the Ministry of Economy and Trade, Lebanon (38), Abedini et al. 

(2008) (39) and AFESD (40).
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STRENGTHEN THE ROLE OF CIVIL SOCIETY AND 
FAITH-BASED ORGANIZATIONS 

A strong and vigorous civil society is essential for 
effective action on health equity. According to WHO, 
civil society “refers to the space for collective action 
around shared interests, purposes and values, 
generally distinct from government and commercial 
for-profit actors. Civil society includes charities, 
development nongovernmental organizations, 
community groups, women’s organizations, faith-
based organizations, professional associations, trade 
unions, social movements, coalitions and advocacy 
groups” (41). WHO recognizes that civil society 
and nongovernmental organizations have profound 
impacts on public health at national, regional and 
global levels (42). SDG target 17.7 states that 
countries should: “Encourage and promote effective 
public, public-private and civil society partnerships, 
building on the experience and resourcing strategies 
of partnerships”. Despite the range of positive ways 
in which civil society can benefit health equity in the 
Region, there is underdeveloped potential across the 
Region (43, 44).

There are a number of ways in which civil society is 
directly beneficial to health equity:

• holding governments and decision-makers to 
account for their progress, or lack of progress, on 
levels of inequity in the social determinants and in 
health outcomes;

• taking an advocacy role to ensure that the 
perspectives and needs of communities and people 
that civil society represent are included in decision-
making at national and local levels; 

• providing evidence and input into policies and 
interventions – this is a particularly critical role in the 
absence of robust data and monitoring systems;

• provision of advice and services directly to 
communities to bolster health and key social 
determinants;

• public involvement with civil society is shown to be 
supportive of good health and well-being. 

The results of a survey conducted for this Commission 
to investigate the perceptions of civil society 
organizations in the Region on the social determinants 
of health indicated that 90% of responding 
organizations perceive their work as being “very 
important” in addressing the social determinants of 
health, and about 75% had introduced interventions 
directed at advancing the social determinants of health. 
The survey results are described further in Box 13.7. 
The role of civil society in the Region needs to be 
recognized and strengthened by national governments, 
regional mechanisms and international organizations 
including the United Nations.
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Box 13.7. Perceptions and experience of civil society organizations in social determinants of 
health – regional survey results

In 2019, this Commission held a meeting with civil society organizations in the Region to discuss the 
social determinants of health. A Region-wide survey was carried out by the WHO Regional Office for 
the Eastern Mediterranean in collaboration with the Middle East and North Africa Health Policy Forum, 
in order to investigate the perceptions and experiences of civil society organizations on the topic of 
the social determinants of health. Of the 55 civil society organizations from 11 countries in the Region 
who completed the survey, 75% reported they include interventions which serve to advance the 
social determinants of health. Such interventions include health education, integrated health services, 
programmes for poverty alleviation, income generation and livelihood activities, and services directed at 
vulnerable groups. 

Based on the survey results, the highest priority activities relating to social determinants of health are 
outlined in Fig. 13.5, with involvement in public health services being the most commonly reported. 
Sixty-seven per cent of survey respondents included monitoring of health inequities and close to 78% 
indicated that they advocate for structural changes. The survey indicated that many of the responding 
civil society organizations felt unable to address structural and systemic inequities without improved 
commitment from governments and better coordination between the various relevant actors. 

Note: Based on survey responses from 55 civil society organizations in the Region. 
Source: WHO Regional Office for the Eastern Mediterranean/Middle East and North Africa Health Policy Forum survey (2019).

Fig. 13.5. Civil society engagement in activities relating to the social determinants of health, 2019

Percentage of survey respondents (%)
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Civil society organizations can offer a diverse range 
of expertise, ideas and perspectives through their 
community links; this information can be instrumental 
in developing policies and helping to ensure that 
marginalized groups (who may not be represented in 
the electoral process or by governments) are taken 
into account in policy development (45). Civil society 
organizations can also be important advocates for 
health. Civil society advocacy can serve to empower 
the public, build grassroots capacity, communicate 

the needs of the community and encourage the 
improvement of policies and funding (46). 

Civil society organizations also deliver services which 
may not otherwise be delivered by the state, market or 
family (45) including health services and services in social 
determinants of health in some countries (47). Examples 
of service delivery by civil society organizations in Egypt 
and Sudan are outlined in Box 13.9. 

Box 13.9. Examples of service delivery by civil society organizations in the Region 

Assiut Childhood and Development Organization in Egypt

The Assiut Childhood and Development Organization is a civil association which works in Assiut 
governorate in Egypt. It seeks to empower marginalized groups through social inclusion, with the 
mission of empowering “the most needy groups to integrate and interact positively in society by 
providing direct services, providing and improving educational opportunities, caring for the disabled, 
improving health” (48). In terms of health care services, the association has a daily clinic at its 
headquarters where it provides services for children with special needs including medical examinations, 
rehabilitative services and provision of prosthetic devices (48). In addition to these services, they 
conduct disability-awareness seminars, organizes discussion sessions to provide recommendations 
and proposals for amendments of laws associated with the protection of people with special needs, 
and provides programmes to help to develop the capacities of special needs workers (48). A total of 93 
children with visual impairments, 2833 with intellectual disabilities, 2862 with impaired mobility, 57 with 
autism, 25 with verbal impairment and 250 with impaired hearing have benefited from activities of the 
association (48). 
 
The Sudanese Organization for Research and Development

The Sudanese Organization for Research and Development is a nongovernmental organization, 
established in 2007, with the main aim of “empowering Sudanese people to actively enjoy their rights 
as responsible citizens” (49) through participatory action research, civic education, capacity-building 
and informed advocacy (50). Gender justice is central to these actions. The Sudanese Organization for 
Research and Development draws on a rights-based approach for interventions (50). The organization 
was an implementing partner in the Women’s Leadership programme, which was active between 2014 
and 2016, to strengthen the capacity and influence of female leaders in Sudan (51). Some of the noted 
outcomes of this three-year project included the establishment of a forum for women leaders in the 
civil service and a women’s forum where tools and materials were developed for use in advocacy and 
awareness-raising (51).
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Civic space refers to the “political, legislative, social 
and economic environment which enables citizens 
to come together, share their interests and concerns 
and act individually and collectively to influence and 
shape policy-making” (52). The CIVICUS Monitor 
provides global data, generated by over 20 civil society 
research partners, on the status of civil society and 
civil freedoms in 196 countries (53). The tool is based 
on a five-category ranking system, ranging from open 
civic space conditions where “the state both enables 
and safeguards the enjoyment of civic space for all 
people” to closed civic space conditions where “there 
is complete closure – in law and in practice – of civic 

Box 13.10. Regional consultation to enhance the role of civil society organizations in the health 
and sustainable development agenda in the Region, 2015 

In 2015, a regional consultation was held by the WHO Regional Office for the Eastern Mediterranean 
to bring together 20 representatives of civil society organizations working in areas related to social 
development and health. Participants included Egypt, Jordan, Kuwait, Morocco, occupied Palestinian 
territory, Oman, Saudi Arabia and Tunisia, as well as regional civil groups and networks (57). The 
main aims of this consultation were to: understand the current domain of activities of civil society 
organizations; identify gaps and challenges in the current civil society organization work in the 
Region; and deliberate on the main role of civil society organizations in the SDGs and addressing the 
five regional health priorities (58). Some of the challenges identified included lack of trust between 
governments and civil societies, lack of recognition of the role of civil society organizations by 
governments and lack of legal frameworks for establishing civil society organizations, as well as the 
weak culture of volunteering in the Region and the social and cultural norms that restrict some groups 
from participating in civil society (58). Furthermore, weak strategic planning, poor governance and 
management, limited transparency of funding, and governance and management issues were all cited 
as internal challenges related to civil society organizations in the Region (58). 

Building on the findings from the discussion, recommendations for action were outlined. One of the 
recommendations for the Arab League was to “organize regular forums, workshops and training courses 
for civil society organizations in Arab states to raise awareness of the SDGs and promote civil society 
participation in them”. Recommendations for WHO included to “support the development of criteria 
for assessment of civil society organizations, particular for those that are health-related,” as well as to 
“establish a network of civil society organizations working in the field of health in the Arab states” (58).

space” (54). CIVICUS have outlined that the Middle 
East and North Africa region has one of the poorest 
records in civic freedoms and there are no countries in 
the region where the civic space is considered to be 
“open” (55, 56). This poses a significant challenge for 
sustainable development and health equity in countries. 
Strengthening civil society is important and beneficial 
to health equity, including supporting the right to 
participate and be involved in the prioritization and 
formulation of policies, to be supported in service 
delivery, and to be active advocates. WHO have 
undertaken initiatives to support civil society in the 
Region, as outlined in Box 13.10.
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STRENGTHEN THE CONTRIBUTION OF THE 
COMMERCIAL SECTOR TO HEALTH EQUITY 

Throughout this report, we have highlighted some 
of the ways the commercial sector may harm health 
equity, including production and marketing of unhealthy 
products, unsafe and unhealthy employment practices 
– including low pay and tax avoidance – and practices 
which are harmful to communities and to the natural 
environment. However, there are also numerous ways in 
which the commercial sector and industry can benefit 
health equity, including through: 

• development and marketing of healthy products;
• good employment practices and working conditions;
• paying employees and contractors a living wage;
• payment of tax obligations;
• improving conditions in local environments and 

communities;
• providing services to deprived and excluded 

communities; 
• using procurement and contracting mechanisms and 

processes that are supportive of health, equity and 
sustainability;

• greater corporate social responsibility (CSR) funding 
and activity;

• provision of services and products in areas where 
public sector provision has collapsed due to lack of 
investment and/or conflict.

In Chapter 5, we set out in detail the widespread 
production, proliferation and marketing of unhealthy 
products in the Eastern Mediterranean Region. We 
referred to the promotion of unhealthy foods and 
tobacco and established that legislation and regulation 
in the Region is largely too weak to prevent the 
practice. The concept of the commercial determinants 
of health was used to outline why and how the private 
sector promotes products and choices that are 
detrimental to health. We noted that the capacity and 
willingness of governments in the Region to tackle 
the damaging impacts of some large corporations 
remain weak in comparison to the political and public 
power and budgets of these corporations. Addressing 
the role of commercial determinants in health and 
health equity must be a priority for the Region, and 
recommendations for this are made in Chapter 5. We 
also set out that commercial determinants of health 
include resource-depleting industries, greenhouse gas-
emitting and air-polluting industries, as well as intensive 
agriculture, assessed in Chapter 7. Despite awareness 
of health harms, for major corporations the financial 
rewards of increasing consumption and production 
of products that damage the natural environment 
mostly outweigh the incentives and moral obligations 
to reduce harm; therefore, much stronger regulatory 
practices are required (59). 

With careful regulation and contractual arrangements, 
the financial and employment power of the commercial 
sector can be directed towards improving equity. 
Governments in the Region will have to strengthen 
their rather weak regulatory systems and ensure 
enforcement. Increasing and ensuring compliance with 
tax obligations will support a critical contribution from 
the private sector. 

In Chapter 12, we outlined the potential role of the 
health care sector in taking action on the social 
determinants of health. We set out how development 
of population health systems with a strong focus on 
equity, prevention and action on social determinants of 
health would support good health and greater health 
equity. We recommended that health systems develop 
as anchor institutions, positively impacting the health 
of their local communities through their employment 
and recruitment practices, by spending locally and 
ensuring the supply chain produces multiple health 
benefits. Many of the principles and actions set out 
in Chapter 12 can be adopted by the commercial 
sector – including acting as anchor institutions 
within communities – through supporting healthy 
environments, training and employing local people and 
using a local supply chain and embedding social values 
in contracts. Such roles could be initiated and enforced 
by national legislation.

Businesses in the Region can also make positive 
contributions to health through CSR functions 
and investments. These can support the social 
determinants of health and the health of deprived and 
excluded communities when undertaken at sufficient 
scale. Currently, CSR is fairly weak in the Region, 
but could become a requirement of being awarded 
contracts by the public sector and governments and of 
being allowed to operate in a country. 

Chapter 7 made reference to the potential for CSR as 
a tool to integrate social and environmental concerns 
into business operations. In the Region, CSR initiatives 
have typically concentrated on offering help or aid 
to local communities, or on business employees 
volunteering for small projects. Large companies have 
tended to offer support for single projects (such as 
one-off funding for buildings and infrastructure, or 
6-month training programmes that are not repeated) 
rather than long-term investment in communities. CSR 
should embed responsible business principles into 
overall business strategy and approaches, and shift 
from providing charity or one-off donations of staff-
time or money to actively supporting health equity and 
equitable social and economic development through 
mainstream business operations and organizational 
practices. 
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Moral, religious and cultural values influence many 
businesses in the Region, small and large, to take part 
in ethical and philanthropic responsibilities (60). Islam 
encourages businesses and banks to bring benefits 
and prevent harm or injury to society (61). Analysis 
of CSR among small and medium-sized enterprises 
in Pakistan found that companies practiced CSR 
informally; however, budgets were usually small and 
efforts were somewhat inconsistent (60). 

Many supranational companies have CSR policies 
to improve health and the environment. Without 
regulations, however, supranational companies are 
able to adopt a CSR activity and to use these actions 
to improve their reputation without showing a positive 
impact on local populations. For CSR to be of value 
to local communities, it should be directly linked 
to community needs and benefits and ensure the 
involvement of communities, and have an impact 
beyond the life-cycle of a project (62). An example of 
successful CSR from Oman is described in Box 13.10.

Box 13.10. Measuring social return on investment in Oman 

Omran, the Oman Tourism Development Company, assessed its CSR projects for their social return on 
investment (SROI). SROI uses a broader concept of “value”, measuring the way a project is relevant to 
the people or organization that experience it. SROI incorporates social, environmental and economic 
costs and benefits with the aim of reducing inequality and environmental degradation and improving 
well-being (63). Omran carried out a SROI assessment of two projects: Intajee and Zaree (64). 

Intajee helps local producers to create, package and label their goods and to engage with a broader 
market. They work with farmers, the fishing community and artisans. The programme aims to improve 
the economic status of local rural communities and provide job opportunities through the development 
of small enterprises and is a source of income for farmers in Al Batinah governorates. The project aimed 
to: improve the quality of the produced goods through training for the farmers; increase the market 
value of the products by providing the farmers with 100% Omani-made packaging materials; and 
promote the products to the wider market. The SROI analysis interviewed farmers and beekeepers who 
have benefited from the project. Zaree is an income-generating all-female tourism business providing 
tourists with the opportunity to try on traditional hand-made Omani garments, have henna applied, learn 
common Arabic phrases and sample local cuisine. 

The SROI analysis found intended outcomes included: development of interpersonal skills; development 
of technical skills (protected farming for Intajee, marketing for Zaree); increased income generation 
(by starting a business or being more employable); and development of leadership skills. Unintended 
consequences were also analysed and included: women feeling more empowered and respected in 
society; better use of time; feeling more open-minded and entrepreneurial than before; increased social 
status; feeling politically empowered; protecting agriculture technologies; promoting Omani culture; and 
more acceptance of women working in local society. The analysis concluded that for every US$ 2500 
(1000 Omani rials) invested, US$ 6300 (2460 Omani rials) was generated in social change (65). 
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The commercial sector is not generally included in the 
deliberations and considerations of United Nations 
agencies, humanitarian organizations and those 
responsible for social determinants of health policies 
and their implementation. However, there are clearly 
opportunities for more positive contributions from the 
sector through increased involvement with the SDG 
agenda and with health equity. National governments 
and international organizations should encourage and 
support partnerships with commercial organizations to 
these ends. 

Beyond the role of individual companies, the Region 
holds vast reserves of wealth and investment funds 
which have the potential to be geared towards 
supporting equitable development. Of the top 10 most 
valuable sovereign wealth funds (SWFs) in the world, 
four are based in the Middle East. SWFs in the Region 
derive their wealth from the extraction of fossil fuels 
and natural resources (particularly hydrocarbons) and 
are invested internationally. Although the funds were hit 
by the COVID-19 pandemic and the decline in the price 
of oil, the value of the top four SWFs in the Region 
amounted to close to US$ 2 trillion dollars (US$ 1 814 
249 120 000) in 2021 (66).

SWFs typically do not invest in domestic industries, 
although supporting local businesses and populations 
would encourage local economies to develop and 
would support greater health equity in the Region. In 
2018, Saudi Arabia started a Public Investment Fund 
to invest in domestic economic development, as part 
of efforts to diversify its SWF and reduce its reliance 
on oil (67). A number of SWFs in the Region, including 
the Abu Dhabi Investment Authority, Mubadala 
Investment Company, the Kuwait Investment Authority, 
the Public Investment Fund of Saudi Arabia, and the 
Qatar Investment Authority, are all members of the One 
Planet Sovereign Wealth Fund Working Group, which 
seeks to accelerate the integration of climate change 
analysis into the management of large, long-term and 
diversified asset pools (68). However, actions to reduce 
greenhouse gas emissions have so far been limited.

The Islamic Development Bank has a membership of 
56 countries, including most of the Member States of 
the Eastern Mediterranean Region. Part of the Bank’s 
purpose is to take action for economic and social 
development, including action on climate change. 
The bank is one of the main providers of development 
assistance in the Arab region and its investments include 
agriculture and water security. In 2016, UNDP and 
the Islamic Development Bank initiated a partnership 
to provide large-scale finance to member countries 
where poverty, food and water insecurity converge with 
growing levels of climate vulnerability (69). 

Morocco’s efforts to build a more diverse economy 
have seen King Mohammed VI urge the Moroccan 
banking and financial sectors to develop policies 
to encourage youth entrepreneurship and reduce 
youth unemployment. In 2020, Morocco launched the 
Intelaka initiative, offering financial support to young 
entrepreneurs and very small enterprises (70).

GCC countries and their SWFs have supported banks 
and the private sector during the COVID-19 pandemic; 
however, direct support at population level has not 
been evident (71). 

SUPPORT THE HUMANITARIAN SECTOR TO HAVE 
A STRONG FOCUS ON SOCIAL DETERMINANTS 
OF HEALTH

Humanitarian agencies and emergency response 
organizations are strongly involved in the provision 
of health care, infrastructure, shelter, food, water, 
sanitation and safe passage in crisis situations. 
Clearly, these emergency responses are related to 
health and social determinants. Beyond provision of 
such essential services during times of crisis, there 
are other ways in which humanitarian and emergency 
response agencies can be involved in achieving 
better outcomes and greater equity in the social 
determinants of health. Preparing for the impacts 
of conflict and strengthening resilience to natural 
disasters requires building capacity and investing 
resources in many social determinants of health. 

Strengthened community resilience over the long term 
can achieve equitable social and economic outcomes, 
including for education, transport and employment. 
Given the extent of conflict in the Region and the 
numbers of refugees, the essential role of these 
agencies as partners in the social determinants of 
health and health equity agenda must be recognized, 
supported and extended, where feasible. Box 13.11 
sets out the work of Médecins Sans Frontières (MSF) 
to support social determinants of health as well as 
providing essential health care in the Region.
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Box 13.12. MSF – improving health and the causes of health inequities (72)

MSF is one of the main humanitarian agencies providing medical assistance to people affected by 
conflict, epidemics, disasters or exclusion from health care. In the Eastern Mediterranean Region, 
MSF supports almost every country in providing quality medical care, including: general health care; 
tuberculosis treatment; sexual and reproductive health care; antenatal care; and safe deliveries. In 
addition to medical treatments and emergency health care, MSF also delivers interventions addressing 
the social determinants of health and supports access to health care for excluded communities.

In Sudan, MSF have implemented several interventions to improve infrastructure and living conditions in 
refugee camps through the provision of water trucking, chlorination, water storage containers, latrines 
and handwashing points. In the Islamic Republic of Iran, MSF provides free health care and mobile 
clinics to excluded and marginalized groups including drug users, street children and the Ghorbat 
ethnic minority. In Pakistan, MSF’s obstetric and gynaecological care and paediatric and newborn 
care in the province of Baluchistan includes health promotion and counselling teams working with 
communities to improve knowledge about nutrition, weaning and breastfeeding. When Yemen faced 
the threat of sanctions in late 2020, MSF outlined how sanctions would harm health and the health care 
system as well as reduce incomes, and called on the United States of America to grant exemptions for 
humanitarian activities. In addition, MSF challenged the humanitarian community to better respond to 
the needs in Yemen and to ensure that funds and supplies sent to improve lives actually did so, stating, 
“more of the same will do nothing to improve the conditions of the most vulnerable people” (73). 

In June 2020, the International President of MSF called on the world to reduce health care inequality 
and exclusion, and to provide health care for all including marginalized communities. In the context of 
the COVID-19 pandemic, the President reminded the world to prepare for the effects of the containment 
measures, “which will be at least as devastating as the virus itself” (74). 

INCREASE INVOLVEMENT OF HEALTH CARE 
SECTOR IN SOCIAL DETERMINANTS OF HEALTH

In Chapter 12, we outlined how health care systems 
and the health workforce can focus on preventing 
ill health through action and advocacy on the social 
determinants of health, in addition to focusing 
on treatment of ill health. We do not repeat the 
recommendations here, but note that improving health 
equity and the social determinants of health can also 

reduce the demand on health care services. Where 
resources are highly limited, there is a need and 
pressure to allocate them all towards securing better 
treatment and more staff. However, taking a slightly 
longer term view, reducing demand can reap multiple 
equitable benefits and release resources to strengthen 
health care. Egypt has put a concerted focus on 
improving health through the 100 Million Healthy Lives 
campaign, described in Box 13.12.
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DEVELOP THE ROLE OF LOCAL GOVERNMENT IN 
THE SOCIAL DETERMINANTS OF HEALTH

Many of the recommendations made in this report 
are directed towards national governments and 
international organizations. However, local government 
has a vital role to play in supporting and delivering 
action on the social determinants of health and, 
globally, local governments have often taken forward 
action on health equity well beyond that of national 

Box 13.12. Reducing inequities in Egypt through population health systems

In 2018, Egypt launched the 100 Million Healthy Lives campaign to improve the overall health of the 
population. One of the campaign’s first actions was to improve screening and treatment for hepatitis C, 
with the aim of elimination by 2022. Egypt has the highest prevalence of hepatitis C infection in the world, 
at around 5% of the adult population in 2015. The cost of care and associated reductions in income 
has led to hepatitis C patients in Egypt being five times more likely to fall into poverty (75). Through the 
campaign, adults and children diagnosed with the infection were treated for free in designated hospitals 
– an important step towards reducing inequities in access to health care. More than 10 000 children had 
been treated by the end of 2019 (76). The second phase of the 100 Million Health Lives initiative aims to 
improve the health of 28 million women with regards to reproductive health, family planning and healthier 
lifestyles, as well as through detection of NCDs (including diabetes, hypertension and breast cancer) and 
their risk factors. Close to five million women had been examined by early 2020 (77).

Box 13.13. Improving health equity in Tehran 

In 1990, the Islamic Republic of Iran was the first country in the Eastern Mediterranean Region to 
implement a Healthy Cities approach, and there are now 21 registered Healthy Cities in the country (see 
Box 11.1). In 2010, the Municipality of Tehran in collaboration with the Ministry of Health and Medical 
Education carried out an Urban HEART study that analysed multiple aspects of health determinants 
in six categories using 65 indicators (79). The findings of Urban HEART were used as a baseline to 
address the social determinants of health in the municipality. Urban HEART uses a social determinants 
approach to illustrate the health gaps between cities/localities and raise awareness and commitment at 
various levels of government to respond to health inequities (79). The surveys helped to institutionalize 
inequity assessment in the local governments and build up community participation. Policy-making 
decisions at the higher levels of government could therefore be implemented through evidence-based 
practice by local authorities in response to the gaps in their local neighbourhoods (79). 

governments. Gathering the required mandate to take 
action can be more easily facilitated locally, where there 
is less pressure on national economic measures and 
other national priorities. WHO’s Urban Health Equity 
Assessment and Response Tool (Urban HEART) is a 
useful tool to identify the causes of health inequities at 
the local level (78). Box 13.13 outlines Tehran’s decade-
long approach to reduce health inequities, based on 
the findings of an Urban HEART analysis. 
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Taking a whole-area and whole-population approach 
is an important mechanism for improving health 
equity: harnessing local knowledge, involving 
communities and prioritizing according to local 
contexts. Local knowledge can underpin efforts to 
reduce health inequities, even in the absence of data. 
Local governments often find it easier to develop the 
multisectoral approaches needed for action on health 
equity, and the whole-of-government approach and 
health equity in all policy approaches advocated here 
are also applicable to local government. In the Region, 

local governments have supported city-wide actions to 
improve health and the social determinants of health, 
including through Healthy Cities programmes, healthy 
aging programmes and child-friendly cities initiatives. 
Child-friendly cities, while not generally seen as health 
equity programmes, are beneficial to early years 
and child development and so can make important 
contributions to this vital social determinant of health. 
The child-friendly cities programmes in the Islamic 
Republic of Iran, Jordan and the United Arab Emirates 
are set out in Box 13.14.

Box 13.14. Inclusive and child-friendly cities in the Region

The Child-Friendly Cities Initiative encourages local governments, the public sector and local stakeholders 
such as the private sector, civil society and faith-based organizations, to pay greater attention to meeting 
the needs of their younger citizens, and ensure their participation in local decision-making.

In 2021, Isfahan became the first child-friendly city in the Islamic Republic of Iran. Isfahan aims to offer 
children a good start in life and for them grow up healthy and cared for, with access to quality health and 
social services. Children are to be given equal opportunities regardless of their income level, gender, 
religion or ability. The initiative encourages participation in family, cultural and social life, and aims to 
ensure a safe and clean environment with access to green spaces (80).

Amman, Jordan joined the Child-Friendly Cities Initiative in 2005. Five main themes are addressed by the 
initiative: health; informal education and reduction of school drop-outs; child safety and protection; the 
built environment; and culture. The initiative also encourages young people to express their opinions and 
influence decisions that affect them (81). 
 
In the United Arab Emirates, the Emirate of Sharjah has developed a Child-Friendly Cities Initiative and, 
as part of its commitment, the city conducted an equity study to assess access to services and identify 
vulnerable groups (82). 
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LINK ACTION ON HEALTH EQUITY AND SOCIAL 
DETERMINANTS OF HEALTH WITH THE SDGS 

The 17 SDGs provide a vision of a better future for the 
Eastern Mediterranean Region and much of the action 
required by the SDGs also supports health equity. We 
link the SDGs and the social determinants of health 
throughout this report, and in the recommendations 
we note the relevant SDG targets that would also 
be achieved through our recommended actions. 
Monitoring for the SDGs relates closely to monitoring 
for the social determinants of health, particularly when 
disaggregated data are available in SDG monitoring.
All 22 countries and territories of the WHO Eastern 
Mediterranean Region are signatories to the 2030 
Agenda for Sustainable Development, which was 
adopted in September 2015 (83, 84). In 2019, the 
United Nations highlighted that some progress has 
been made in critical areas since the inception of 

the Agenda – however, in general, progress is not 
advancing at the pace or scale which is required to 
meet the targets by 2030 (85). The COVID-19 crisis has 
created additional challenges for achieving these goals, 
particularly in terms of the social and economic goals. 

There are variations between countries and regions 
in performance on the 17 SDGs. The Sustainable 
Development Index can be used as a measure to 
assess a country’s performance (86). The Index was 
agreed on by the international community in 2015 
and each of the 17 goals and their targets are equally 
weighted. An SDG Index score of 0 indicates the worst 
position in terms of target outcomes, and 100 indicates 
the best position on target outcomes (86). When 
comparing the average SDG Index scores between 
WHO regions, as shown in Fig. 13. 6, the Eastern 
Mediterranean Region had the second lowest average. 

Fig. 13.6. Average SDG Index score by WHO region, 2020 

Note: The SDG Index score “signifies a country’s position between the worst (0) and the best or target (100) outcomes” (87) in terms of performance on 
the 17 SDGs. Averages are based on countries in each region for which an SDI rank for 2020 was available. 
Source: Based on calculations of data from the Sustainable Development Report (2020) (87). 

Average SDI Index score
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A 2019 report on the sustainable development agenda 
in the Arab region (which includes all countries and 
territories of the Eastern Mediterranean Region, with 
the exception of Afghanistan, the Islamic Republic 
of Iran and Pakistan) outlined that there are common 
challenges, and showed poor performance on 
sustainable food production (SDG 2) and gender 
equality (SDG 5) (88). This was also reflected in the 
most recent data from the Sustainable Development 
Report for 2020, where all countries in the Region have 
either significant or major challenges remaining for both 
of these SDGs as well as other SDGs, notably SDG 6 

(clean water and sanitation), SDG 8 (decent work and 
economic growth), SDG 9 (industry, innovation and 
infrastructure), SDG 10 (reduced inequalities), SDG 11 
(sustainable cities and communities), SDGs 14 and 15 
(life on water and land) and SDG 16 (peace, justice and 
strong institutions). 

In terms of the current status of SDG 3 on good health 
and well-being, none of the countries in the Region 
have achieved the SDG targets (89). Fig. 13.8 shows 
progress made towards the SDGs in countries of the 
Region.

Notes: The SDG Index score “signifies a country’s position between the worst (0) and the best or target (100) outcomes” in terms of performance on 
the 17 SDG goals. Libya and occupied Palestinian territory were not scored.
Source: Sustainable Development Report (2020) (87). 

The SDG Index scores for countries in the Region for 2020 are shown in Fig. 13.7, with the best performance on the 
17 SDGs in Islamic Republic of Iran (87).

Fig. 13.7. SDG Index scores in the Region, by country, 2020 
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Fig. 13.8. Current assessment of progress on the SDGs in the Region, by country , 2020
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Examples of country initiatives to advance progress on the SDGs in the Region include: benchmarking and trend 
analysis of health-related SDGs in the Islamic Republic of Iran; development of HiAP in Sudan; establishment of a 
Secretariat on SDGs in the National Assembly in Pakistan; and a national conference on health and the SDGs held 
in Morocco in 2017 (90). A number of countries in the Region have developed national strategies and plans that 
address aspects of the 2030 Agenda for Sustainable Development. Detailed examples of the health policy context 
relating to the SDGs in Egypt and Jordan are shown in Box 13.16. 

Box 13.15. Policy context related to health and the SDGs in Egypt and Jordan 

In Egypt, the Sustainable Development Strategy: Egypt Vision 2030 was launched in 2016 (91). 
Strategy development was led by the Ministry of Planning and Administrative Reform, with input from 
United Nations agencies and international development partners. The document is aligned with the 
SDGs and includes 10 pillars that cover various aspects of sustainable development (92). In 2014, the 
Ministry for Health and Population in partnership with the WHO Country Office in Egypt developed the 
“White Paper”, a framing document for developing health policies and strategies in the country (92). 
This document formed the basis of the health pillar of the Sustainable Development Strategy, which 
incorporates SDG 3 (good health and well-being) and its targets – adapted to the national context. 
Particular emphasis is put on universal health coverage and one of the key performance indicators of the 
Strategy is “the percent of the population covered by formal social health insurance mechanism” (92). 

The 2030 Agenda was incorporated by the Government of Jordan in Jordan 2025: a National Vision 
and Strategy. The Strategy outlines a socioeconomic social framework for social policies and economic 
governance, based on ensuring equal opportunities for all. The Executive Development Plan serves to 
translate the Strategy into actionable programmes and many of the SDGs and associated targets have 
been mainstreamed into this plan (92). Additionally, the National Strategy for the Health Sector in Jordan 
(2016–2020) is aligned with the 2030 Agenda for Sustainable Development; its main focuses include 
universal health coverage, health sector governance, patient-centred services and financial protection 
coverage (92). A strategic plan for 2018–2022 in line with the SDGs has been outlined by the Ministry of 
Health (93).
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Box 13.16. The Regional Health Alliance (94) 

In 2020, a partnership between 12 multilateral health, development and humanitarian agencies in 
the Eastern Mediterranean/Middle East and North Africa regions was established and launched 
as the Regional Health Alliance. The Alliance is hosted by WHO and consists of regional offices of 
organizations including UNAIDS, UNDP, UNFPA, UN Women, UNICEF, UNESCO, IOM, WFP, UNHCR 
and the International Telecommunication Union. The aim of the Alliance is to support countries and 
territories in the Region in accelerating their progress towards the health-related targets of the SDGs, 
as well as to assist in implementing the Global Action Plan for Healthy Lives and Well-being for All. As 
part of this alliance, the agencies have made commitments to harmonize their strategies and policies 
to “ensure mutual accountability and strengthen collaboration with countries and each other under 
seven accelerator themes”. These accelerator themes are primary health care, sustainable financing 
for health, community and civil society engagement, determinants of health, innovative programming 
in fragile and vulnerable settings, research and development, innovation and access and data and 
digital health.

Action to accelerate progress on the SDGs has also been taken at a regional level, as detailed in Box 13.17. 

In the following subsection on data systems, we outline 
how monitoring for the SDGs can support monitoring 
for health equity. 

STRENGTHEN HUMAN RIGHTS APPROACHES IN 
THE REGION  

As we have shown throughout this report, human 
rights approaches are hugely beneficial to progress 
on health equity. In the Region of the Americas, the 
explicit use of human rights frameworks and strategies 
can be demonstrated to have led to “the exposure 
of systematic discrimination against marginalized 
populations, the reallocation of health budgets to 
improve equity, enhancement of quality of care in 
facilities, increased oversight of health systems, 
and access to quality care as a political and legal 
entitlement by the public” (14, 95). Beyond access to 
health care, human rights mechanisms can drive action 
on social determinants of health. 

The Committee on Economic, Social and Cultural 
Rights, which monitors implementation of the United 
Nations International Covenant on Economic, Social 
and Cultural Rights, indicates that the right to the 
highest attainable standard of health includes a right to 
the underlying social determinants of health (14, 96): 

The right to health embraces a wide range of 
socioeconomic factors that promote conditions 
in which people can lead a healthy life, and 
extends to the underlying determinants of 
health, such as food and nutrition, housing, 
access to safe and potable water and 
adequate sanitation, safe and healthy working 
conditions and a healthy environment ... The 
Committee interprets the right to health ... as 
an inclusive right extending not only to timely 
and appropriate health care but also to the 
underlying determinants of health.
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The Universal Declaration of Human Rights (1948) 
outlines 30 fundamental rights and freedoms which 
belong to all, including the right to asylum, the right 
to education and the right to social security and 
health (97). The Declaration is outlined by the United 
Nations General Assembly as a common standard 
of achievement for all nations: “Its acceptance by all 
countries around the world gives great moral weight 
to the fundamental principle that all human beings, 
whatever our nationality, place of residence, sex, 
national or ethnic origin, colour, religion, language, or 
any other status, are to be treated equally and with 
respect” (98). Such rights apply to all people at all times 
and “lay down the obligations which States are bound 
to respect” for all people within a State´s jurisdiction or 
effective control, including migrants (99). The Universal 
Declaration of Human Rights continues to underpin 
international human rights law. 

Since the 1948 Universal Declaration, a number of 
international human rights treaties and agreements 
have been adopted by the United Nations (99). These 
form the basis for the framework for discussing 
and applying human rights (99). There are nine 
core human rights treaties which, in addition to the 
Universal Declaration on Human Rights, are used as 
the instruments for the international human rights 
framework (99). The nine core human rights treaties are 
as follows.

1. The International Covenant on Civil and Political 
Rights

2. The International Covenant on Economic, Social 
and Cultural Rights

3. The Convention against Torture and other Cruel, 
Inhuman or Degrading Treatment or Punishment 

4. The Convention on the Rights of the Child 
5. The International Convention on the Elimination of 

All Forms of Racial Discrimination 
6. The Convention on the Elimination of All Forms of 

Discrimination Against Women 
7. The Convention on the Rights of Persons with 

Disabilities
8. The International Convention on the Protection of 

the Rights of All Migrant Workers and Members of 
Their Families

9. The International Convention for the Protection of 
all Persons from Enforced Disappearance

The principles and rights outlined in these agreements 
become legal obligations for the States which adopt 
the treaties (99). Some of these core treaties have 
optional protocols, which are “treaties in their own right 
and are open to signature, accession or ratification by 
countries who are party to the main treaty” (100); there 
are nine optional protocols. The status of ratification 
of the core treaties and their optional protocols by 
countries in the Eastern Mediterranean Region are 
outlined in Table 13.2. 
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Table 13.2. Status of ratification of the nine core international human rights treaties and their nine optional 
protocols in the Region, by country, 2021 

 Country Status of ratification

 Afghanistan 11

Bahrain 9

 Djibouti 12

 Egypt 10

Iran (Islamic Republic of) 6

Iraq 10

 Jordan 9

Kuwait 9

Lebanon 8

Libya 12

 Morocco 13

 Oman 9

Pakistan 9

Qatar 9

Saudi Arabia 8

Somalia 7

Sudan 8

 Syrian Arab Republic 11

Tunisia 15

United Arab Emirates 6

Yemen 10

Note: No available data for occupied Palestinian territory. 

Source: OHCHR (101).

While ratification of human rights treaties and protocols is low in some countries and implementation is weak across 
the Region, there are opportunities to push forward on rights-based approaches to foster more equitable health and 
improve social determinants in the Region. There are a number of civil society organizations which are working to 
support the implementation of human rights in the Region, with examples provided in Box 13.18. 
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Box 13.17. Documenting human rights violations in the Eastern Mediterranean Region

Al-Haq was established by a group of Palestinian lawyers in 1979 in the West Bank and became one 
of the first human rights organizations in the Arab world. Al-Haq documents human rights violations 
in the occupied Palestinian territory, including east Jerusalem, and conducts research and studies on 
breaches of international humanitarian and human rights law. Al-Haq works closely with Palestinian 
civil society organizations and government institutions to ensure that international human rights 
standards are embedded into Palestinian law and policies (102).

The MENA Rights Group is a nongovernmental organization, first registered in 2018 (103). The Group 
works to defend and promote fundamental rights and freedoms in the Middle East and North Africa 
region and their geographic mandate includes the 22 member states of the Arab League (104). The 
MENA Rights Group mainly focuses on violations of political and civil rights including the right to 
life, liberty and security of person, fair trial rights, freedom of opinion and expression, and peaceful 
assembly and association (104). The organization works at both the individual and structural levels. 
For example, they represent victims of human rights violations to international law bodies and also 
work to identify and bring to the attention of relevant stakeholders the key underlying issues of these 
violations, in order to support legal and policy reform (103). 

The Lebanese Center for Human Rights is a human rights organization based in Beirut, established 
in 2006 (105). The Center serves to monitor the status of the human rights situation in Lebanon and 
works against enforced disappearance and arbitrary detention, and also organizes regular press 
conferences and advocacy meetings on human rights issues. The organization opened a rehabilitation 
centre for victims of torture in Beirut in 2007 (105).

In the Middle East and North Africa region, the Office 
of the United Nations High Commissioner for Human 
Rights (OHCHR) was established in 2002 and is an 
important ally for those working to improve health and 
social determinants of health (106).

Within the Region, there is great scope to foster human 
rights-based approaches in support of health equity. 
While human rights are not the principle motivation for 
governments in the Region, there is increasing interest 
and focus from civil society, which can help to shift 
norms and hold governments accountable.

DEVELOP DATA AND MONITORING SYSTEMS TO 
INFORM EVIDENCE-BASED ACTION ON HEALTH 
EQUITY, TRANSPARENCY AND ACCOUNTABILITY 

Establishing effective data monitoring systems and 
regular reporting on inequities in health and its social 
determinants is vitally important to: understanding 
how much progress has been made in reducing health 
inequities in each country; developing additional 

policies and actions required to achieve greater equity; 
and identifying any areas in which inequities have 
widened. Designing effective, equitable programmes 
and policies requires good quality data. Without 
these data, the scale of inequities will also go largely 
unrecognized making it difficult to generate the support 
required for taking and prioritizing action; public 
engagement on issues around equity will be driven 
by conflicting opinions rather than hard evidence, 
and governments will not be held to account for their 
performance on equity. 

We have noted throughout this report that there are 
substantial gaps in data availability and quality in the 
Region, which hamper understanding of inequities in 
health and its social determinants. As we highlighted 
in Chapter 2, many countries lack fundamental 
information and do not have complete vital registration 
systems necessary for even the most basic 
monitoring of health. Investment needs to be made 
in the infrastructure required for vital registration and 
associated statistical systems as a first step towards 
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health equity monitoring. Further, to understand the 
extent of health inequities within countries, a range 
of disaggregated health outcome data is required, 
based on the recommendations of the United Nations 
Statistical Commission, to enable comparisons to be 
made between groups within society – not only in terms 
of the gaps between the best and worst off, but also to 
measure the distribution of inequity across society i.e. 
the social gradient. 

We have reported on what is available, but there is 
a need for routine national monitoring systems to 
enable regular reporting on inequities in health and 
its social determinants within countries at each stage 
of life. As outlined in United Nations resolutions 
(107, 108), it is desirable to have disaggregation 
by age, gender, geography (such as urban/rural, 
region, local administration, or area deprivation), 
education, and an indicator of material resources 
(such as income, material possessions/deprivation, 
wealth, socioeconomic position). Where vulnerability 
is associated with specific characteristics, this will 
be required to understand the contextual basis of 
inequity – for example, gender, or migrant position – 
to leave no one behind. 

The 2030 Agenda for Sustainable Development (108), 
with its 17 goals and associated targets and indicators, 
presents an opportunity to improve monitoring of 
health equity and equity in the key social determinants 
of health. Indicators for monitoring the SDGs were 
developed by the Inter-Agency and Expert Group 
on Sustainable Development Goal Indicators, and 
the global indicator framework was adopted by the 
General Assembly at its seventy-first session in 2017 
(A/RES/71/313) (109). The global indicator framework 
opens with a statement, backed by previous United 
Nations resolutions (107, 110), which reinforces the 
need for data disaggregation: 

Sustainable Development Goal indicators 
should be disaggregated, where relevant, by 
income, sex, age, race, ethnicity, migratory 
status, disability and geographic location, or 
other characteristics in accordance with the 
Fundamental Principles of Official Statistics (109).

Measurement of trends in inequities is also required 
in order to track the consequences of policy 
decisions on health inequities and to be able to 
hold governments to account for progress on 
health equity (14). Governments must act to enable 
transparent, public reporting of actions and progress 
through a comprehensive monitoring system for 
health equity and social determinants. WHO held a 
global consultation on its proposed global monitoring 
system for action on the social determinants of 

health in 2016. A revised framework and set of core 
indicators are being developed. 

This Commission’s recommendation is to establish 
data monitoring systems according to each country’s 
pre-existing level of capacity and to develop 
minimum data standards for the Region, including for 
international organizations that collect and collate data, 
that allow analysis of health inequities and tracking of 
progress in all countries and territories of the Region. 

According to each country and territory’s level of 
development, we propose:

Do something – Develop and improve coverage 
of vital registration of births and deaths. Develop 
mortality and morbidity indicators that can be stratified 
by sex, at least two social markers (e.g. education, 
income, occupation, migratory status) and at least 
one geographic marker (e.g. rural/urban). Ensure 
that a survey such as DHS or MICS is conducted 
regularly. Obtain data on the health of vulnerable and 
disadvantaged populations and involve communities in 
the generation and prioritization of data. 

Do more – Ensure universal vital registration coverage, 
including vulnerable populations, refugees and 
undocumented migrants. Ensure regular reporting on 
SDG indicators that relate to the conceptual framework 
on health equity and social determinants of health. 
Develop and implement regular household surveys 
covering health, income, living conditions and labour 
market participation. 

Do better– Ensure that data for all SDG indicators 
relevant to the conceptual framework accord with 
United Nations resolutions (107, 108) i.e. high-quality, 
timely and reliable data disaggregated by sex, age, 
geography, income, race, ethnicity, migratory status, 
disability, and other characteristics relevant to 
national contexts. The data system should include full 
monitoring of human rights and vulnerable populations, 
refugees and undocumented migrants.

A further critical component of effective action and 
accountability is evidence from policy and impact 
evaluations. As well as providing information on the 
extent of inequities and health outcomes, evaluation 
research generates knowledge on which components 
of policies and interventions work well, and which less 
well, as well as showing their overall impact. In the 
following section on setting a health equity research 
agenda for the Region, we set out priority research 
needs for programme evaluation. 
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STRENGTHEN LEGAL OBLIGATIONS AND 
REGULATIONS TO SUPPORT HEALTH EQUITY 

In 2019, the Lancet Commission on the Legal 
Determinants of Health warned health risks are beyond 
the control of any single government in any country 
and that laws “can be a powerful tool for securing and 
advancing health and equity … used to set and defend 
the norms and standards of good health, to establish 
and strengthen resilient health systems, and to hold 
actors and institutions accountable” (111). Given this 
Commission’s focus on the social determinants of 
health and equity, we extend the Lancet’s focus on 
legal determinants of health into all areas which impact 
health: fiscal policy and products; gender norms; 
rights of refugees; early years and education; working 
practices and pay; protections for older people; 
enhancement of built environments; and obligations 
on the health care sector and workforce. In each 
case, stronger legal mechanisms and enforcement 
of those mechanisms would enhance health equity. 
Constitutional and legal guarantees are critically 
important to the health equity agenda.

In Chapter 5, we set out how relatively weak 
legislation and lack of enforcement around marketing 
and production of unhealthy products has led to a 
proliferation of these products and to likely increases 
in NCDs and health inequities. We have also set out 
that low enforcement of legislation on taxation means 
there are high rates of tax evasion in the Region and 
low levels of payment of tax by global corporations. We 
have shown how weak legislation around employment 
practices and pay mean that unhealthy working 
conditions are damaging the health of many workers 
and effectively allowing child labour. In addition, 
legal obligations around education are overlooked, 
particularly for refugees, and there is widespread 
discrimination and exclusion based on gender and 
migrant position in the Region, even when legislation 
is in place. In all these cases, ineffective legislation 
and lack of enforcement of any existing laws have 
damaged health and health equity. Strengthening 
legal requirements and ensuring compliance is a vital 
step for most countries in the Region. While in many 
cases, laws are not in place or not enforced, there are 
also high levels of corruption in some countries in the 
Region which allow governments, public servants and 
corporate interests to by-pass legal obligations, even 
where they are present. 

REDUCE CORRUPTION 

According to the World Bank, corruption refers to the 
“abuse of public office for private gain” (112). Weak 
government institutions, poor regulatory environments, 
lack of citizen involvement in public decision-making, 
social and personal pressures, and poverty and 
inequity can all serve to create favourable conditions 
for corrupt activities (113). There are different 
categories of corruption, including grand corruption (at 
the highest levels of government), state capture (“when 
policies and laws meant to benefit the public good 
have instead been ‘captured’ and moulded to favour 
private interests”), vertical corruption (when there are 
multiple levels of government colluding in corruption) 
and administrative corruption (involving lower level 
bureaucrats) (113–115). Additionally, there are four main 
types of corruption including bribery, bureaucratic or 
political corruption, theft and misinformation for private 
gain (116). 

Corruption has significant financial, economic and 
social impacts. For example, corruption can limit 
economic growth, meaning that there is less government 
revenue for spending on public services such as health, 
education and social protection, all of which affect 
health. The SDGs make a link between corruption and 
just and inclusive societies, specifically through SDG 16. 
For instance, target 16.5 of SDG 16 is to “substantially 
reduce corruption and bribery in all their forms” and 
target 16.6 is to “develop effective, accountable and 
transparent institutions at all levels” (117).

There is evidence indicating that high levels of 
corruption can increase poverty and inequity and 
can lead to a deterioration in population health, 
particularly for the most vulnerable groups (116). As 
such, corruption can have a significant impact on 
health outcomes and poses considerable challenges 
to achieving public health goals (113) as well as 
undermining willingness, resources and capacity to act 
on health equity.

The Corruption Perceptions Index (CPI) is the most 
widely used indicator of corruption globally. It is a 
composite index which ranks “countries and territories 
by their perceived levels of public sector corruption, 
according to experts and business people” (118). The 
Index is based on a combination of 13 surveys and 
assessments of corruption (118). It ranges from 0 to 
100, with 0 being “highly corrupt” and 100 being “very 
clean” (118). When comparing regions, the Eastern 
Mediterranean Region had the second lowest average 
CPI when compared to other regions, just above sub-
Saharan Africa, as shown in Fig. 13.9. 
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Fig. 13.9. Average CPI score, by region, 2019 

Note: A high score indicates “clean”.
Source: Transparency International (2020) (119).

CPI score
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Note: No data available for occupied Palestinian territory.
Source: Transparency International (2019) (118). 

Fig. 13.10. CPI scores in the Region, by country, 2019 

Political corruption can significantly compromise progress towards sustainable development, and such corruption 
continues to be a challenge in the Region. Data from the Arab Barometer survey in 2018 showed that over 50% of 
survey respondents from selected countries agreed that that there was a medium to large extent of corruption within 
national state agencies and institutions in their country (Fig. 13.11). 

Public opinion data from the Middle East and North Africa, published by Transparency International, suggest that 
corruption is increasing in a number of countries (120). In 2019, only five countries were above the world average 
(CPI of 43), including Jordan, Oman, Saudi Arabia, Qatar and the United Arab Emirates. Tunisia was on par with the 
world average. Three of the countries (Somalia, Syrian Arab Republic and Yemen) were in the lowest five countries 
globally in terms of CPI scores for 2019, shown in Fig. 13.10. 

CPI score
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Source: Arab Barometer (2018) (121).

Source: Transparency International (2019) based on data from the 10th edition of the Global Corruption Barometer – Middle East and North Africa (120). 

Fig. 13.11. Perceived extent of corruption within national state agencies and institutions, by selected country 
in the Region, 2018

In a number of countries in the Region, citizens generally perceive that their government’s actions towards 
addressing corruption are weak, as shown in Fig. 13.12. In Lebanon, 87% of respondents indicated that they thought 
that the government was doing badly in addressing corruption. 

Fig. 13.12. Percentage of respondents who think government is doing well or poorly at addressing corruption, 
by selected country in the Region, 2019

Percentage of respondents (%)

Percentage of respondents (%)
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“Petty corruption” is when individuals are required to “pay bribes in order to get the service they are entitled to from 
a public employee” (122). Such corruption can significantly damage public services and damage equity; for example, 
it can compromise an individual’s ability to access necessary health care (122). There are data which indicate that 
there is corruption in public services in the Region, shown in Fig. 13.13. 

Fig. 13.13. Percentage of public service users who had paid a bribe in the past 12 months for services such as 
health care and education. by selected country in the Region, 2018–2019

Source: Transparency International (2019) based on data from the 10th edition of the Global Corruption Barometer – Middle East and North Africa (120).

Efforts to reduce health inequities and make progress on the social determinants of health requires action on 
corruption to prevent further inequities in access to services and jobs, and to ensure that governments are prioritizing 
equity issues. A number of countries in the Region have taken action by passing laws and strategies against 
corruption (123). Additionally, all countries in the Region, with the exception of Somalia and the Syrian Arab Republic, 
are State Parties to the United Nations Convention against Corruption, which is the only universal anti-corruption 
instrument which is legally binding (124, 125). The Syrian Arab Republic signed in 2003 but has not ratified the 
convention and Somalia has not signed or ratified the convention. However, despite these efforts, there has been 
only limited progress towards eliminating the problem of corruption across the Region (123). Some examples of 
initiatives undertaken by countries to address corruption are detailed in Box 13.19. 

Percentage of respondents (%)
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Box 13.18. Examples of anti-corruption initiatives in the Region

The Integrity Network Initiative for small and medium-sized enterprises in Egypt

In 2015, the United Nations Global Compact in collaboration with the Egyptian Junior Business 
Association developed an integrity network as part of the Siemens Initiative for Integrity (126). The 
main aim of this network was to raise awareness about the advantages of promoting a culture of 
integrity among small and medium-sized enterprises and to build on their capacity to resist and 
fight against corruption (126). As part of this, the network encourages small and medium-sized 
enterprises to sign pledges of integrity. These pledges involve a 10-step implementation procedure 
and signatories to these pledges are evaluated for their compliance. Additionally, the network seeks 
to participate in dialogues with stakeholders including from the public sector, major companies and 
social actors with the purpose of developing recommendations on anti-corruption policies (126). The 
network now includes close to 100 small and medium-sized enterprises and 22 partners, and has 
trained 680 individuals from around 400 small and medium-sized enterprises in anti-corruption issues 
and compliance. 

Initiatives as part of Morocco’s National Anti-Corruption Strategy 

As part of the National Anti-Corruption Strategy in Morocco, initiatives were piloted to address 
corruption in key economic sectors including in health, transport and energy, in partnership with 
OECD and within the Strengthening Business Integrity project (126). Actions included raising 
awareness among representatives from the three sectors and facilitating discussions on how 
to strengthen a framework of integrity within the sectors. The final stage involved the signing of 
declarations from each of the sectors marking the formalization of the commitment to supporting 
progress against corruption. 

The Arab Network for Promoting Integrity and Combating Corruption

The Arab Network for Promoting Integrity and Combating Corruption was established in 2008, with 
the aim of bringing together government and nongovernmental organizations to facilitate exchange 
of information, to explore means of developing anti-corruption policies and to develop capacities of 
members (127). The network is composed of 28 official bodies and ministries for 18 countries in the 
Arab region, as well as civil society organizations and representatives from the private sector and 
from academic bodies (127). The network launched a regional initiative relating to corruption: the Anti-
Corruption and Integrity in Arab Countries initiative (128). National capacities for the implementation 
of the United Nations Convention against Corruption were established in the first phase of this 
initiative (2011–2014) in six of the countries along with strengthening of nongovernment participation 
(128). The second phase of the initiative (2015–2018) supported the introduction of legislative reforms 
and sectoral measures for increasing accountability and transparency in eight of the countries (128). 
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RESEARCH AGENDA  

Throughout this report, we have highlighted the 
significant gaps in data in the Region. At the most 
fundamental level, there needs to be complete vital 
registration of births and deaths in all countries and 
territories. More generally, data are lacking to build 
a complete picture of equity in health and the social 
determinants of health. Even wealthier countries in the 
Region have insufficient data to enable monitoring for 
health inequities. Countries and territories need to align 
their efforts to set up systems to monitor the SDGs with 
monitoring of social determinants of health and health 
equity. This will enable data from other sectors to be 
analysed in relation to their impact on health equity. We 
have set out requirements for data monitoring systems 
in previous chapters. 

In addition, there is a lack of evidence related to 
programme and policy evaluation, which is essential 
for building knowledge on what works well to reduce 
inequities and for directing how investments are made. 

Filling these gaps will require both enhancement of 
routine systems of data collection and analysis and 
specialized surveys. 

Below, we set out a series of recommendations for 
priority research that is vital for understanding health 
inequities in the Region, assessing the impacts of 
policies and programmes, and developing the most 
appropriate interventions for national contexts. The 
whole of the report, however, can be viewed as a 
research agenda, given how weak the evidence base 
and data systems to understand levels of health 
inequities and their social determinants currently are. 
The recommendations, below, are suggested areas 
and further work is needed to develop a detailed 
research agenda appropriate for different countries and 
contexts.

The research agenda includes recommendations 
for the development of data systems for monitoring 
and policy-related data collection, evaluations, 
assessments of global evidence with relevance for the 
Region, and the formulation of national standards and 
plans for critical issues. 

Priorities 

• Development of data systems for monitoring inequities in health and the social determinants of health.
• Support for regular surveys to monitor within-country inequities.
• Monitoring and evaluation of policies and interventions.
• Inclusion of civil society organizations and communities in research.
• Overview of the global evidence base for specific social determinants and their impacts on health. 
• Development of research programmes to analyse within-country inequities in health. 
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RESEARCH RECOMMENDATIONS 

Research area Research priorities 

Health inequities • Build monitoring systems that include disaggregated data to establish levels of health 
inequities and causes of inequities within countries. 

• Establish monitoring of mental health in community and health care settings.
• Build monitoring systems to evaluate the effectiveness of interventions to reduce 

smoking and obesity and the impact on equity. 
• Build monitoring systems to establish causes of road traffic deaths and evaluate 

interventions to reduce fatality rates and the effects on equity. 

COVID-19 • Assess the impact of containment measures on inequities in income, food insecurity, 
working hours and job losses, violence against women and girls, education outcomes 
and mental health.

• Assess global evidence on practices to increase vaccination uptake, e.g. catch-up 
campaigns, actions to reduce vaccine hesitancy.

Conflict and 
consequences and 
migration

• Fund research on the long-term effects of conflict on health equity and social 
determinants of health in the Region. 

• Overview global evidence on effective United Nations human rights instruments and 
legal obligations.

• Assess the short- and long-term effects of migration on health and well-being, including 
establishing health monitoring systems in refugee and IDP settings.

• Assess effect of sanctions on health and social determinants of health, including 
monitoring and reporting on the impact of sanctions on civilian populations.

• Establish the evidence base on sanction cut-off thresholds based on impacts on health 
and civilian populations and develop international thresholds for action to alleviate 
specific sanctions.

Economic drivers • Assess impact of integrating health equity in economic development plans.
• Develop tools to measure national progress based on health equity and well-being, in 

addition to economic measures of progress.
• Develop minimum healthy living standards for each national context and set up 

monitoring systems to assess their implementation and coverage.
• Develop regulations and standards for unhealthy products and practices.
• Assess the impact of social protection on health, incomes and cost to national purse.

Society and culture • Establish criteria for involving civil society and faith-based organizations as partners in 
the health equity agenda.

• Evaluate the effectiveness of actions to reduce female genital mutilation and to maintain 
low prevalence.

• Assess the impacts of gender inequity on population health and health inequities.
• Pilot programmes to reduce violence against women and girls in the Region, including 

legislation and education.
• Evaluate intervention programmes to reduce violence against women and girls.
• Analyse the impact of legislation and education on shifting gender norms.

The natural 
environment and 
climate change

• Assess the impact of sustainable agricultural practices on levels of food insecurity.
• Analyse the relationship between conflict and climate change. 
• Assess the impacts of mitigation and adaptation measures on reducing emissions and 

on health and equity. 
• Research the effects of fuel and water subsidies on consumption and on equity and 

develop tools to reduce subsidies in an equitable way. 
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Research area Research priorities 

Maternal and child 
health, early years 
and education

• Assess global evidence of efficacy of conditional cash transfers for rural poor and 
refugees to support primary and secondary school completion.

• Assess the importance of conditionalities in cash transfers to reduce poverty and the 
effectiveness of unconditional cash transfers.

• Assess efficacy of legislation and community interventions to reduce child marriage.
• Evaluate and review global evidence on supporting female employment and pathways 

for female students post-secondary school.

Working lives • Analysis of benefits of female employment to family and population health.
• Assessments of costs and benefits of minimum wage and development of standards 

and enforcement mechanisms.
• Assess global interventions to regularize informal workers 
• Development of standards and protections for migrant workers, especially low paid, 

domestic workers.
• Assess legislation and interventions needed to eradicate child labour. 

Healthy ageing • Assess inequities in health, disability and well-being among older adults, including 
mental health.

• Assess prevalence of poverty among older adults. 
• Analyse financial costs to working-age people of caring for older relatives. 
• Review societal benefits and costs of extending pension provision. 
• Research interventions needed to improve healthy ageing in the Region. 
• Evaluate equity impacts associated with age-friendly city development. 
• Evaluate impact of social integration measures on health and well-being of older 

people.

Built environments • Review global evidence of best practices in national and urban planning for 
management of rapid, unplanned urbanization.

• Development of national standards for healthy living conditions.
• Establish air pollution monitoring by deprivation.
• Assess barriers and opportunities for renewable energy for electricity generation in 

remote areas.
• Establish effect of public transport on population health and social determinants. 

Health systems • Establish the evidence base on equitable and effective actions to improve health 
behaviours.

• Develop tools for implementing essential public health functions.
• Develop education programmes for health care workforce on health equity and the 

social determinants of health.
• Assess opportunities for action on the social determinants of health by the health 

system and workforce. 
• Interventions needed to improve access to health care in conflict-affected areas and for 

IDP/refugee populations.
• Monitoring of socioeconomic and migrant characteristics of patients, linked to health 

outcomes. 

Governance • Assess development and efficacy of national and transnational action plans on health 
equity. 

• Assess global evidence on interventions to reduce health inequities implemented by the 
private sector.

• Assess effectiveness of actions and interventions to reduce inequities in health and 
social determinants in humanitarian sector responses to conflict. 

• Assess effectiveness of actions and interventions to reduce health inequities 
implemented by civil society, community groups and faith-based organizations. 
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RECOMMENDATIONS FOR MAIN STAKEHOLDERS  

In each chapter of this report, we have made proposals for action to improve health equity. As we have stated, action 
for health equity is needed across many sectors and across the whole of government. In this section, we summarize 
the actions needed by the main stakeholders based on the overarching recommendations made in each chapter. 
This section also includes some additional recommendations which are stakeholder-specific for: 1) international 
organizations; 2) WHO; 3) national governments; 4) ministries of health; 5) local governments; and 6) civil society and 
faith-based organizations. 

The recommended actions are suggestions rather a complete agenda, which should be further developed by the 
respective stakeholders themselves. Other sectors and stakeholders can make their own health equity agenda, by 
selecting relevant information and proposals from the main report. 

1. ACTIONS FOR INTERNATIONAL ORGANIZATIONS 

Health inequities in the Region

• Work with WHO to support countries in developing national social determinants and health equity plans. 
• Support countries to establish a monitoring framework and generate data on inequities in social determinants 

and health. 

COVID-19 and health inequities 

• Urgently ensure sanitation, hygiene and access to clean running water and soap in all IDP and refugee 
settlements and schools.

• Ensure emergency social protection and nutrition support to include everyone with low incomes in every country 
(not only those on lowest incomes) and provide financial support to quarantined workers. 

• Work with communities to develop communication plans and use pharmacies and community health workers to 
disseminate information. 

• Help to secure and fund vaccines for lower income countries in the Region and promote regional cooperation, 
particularly through mechanisms such as the COVAX Facility. 

• Prioritize communications and actions to reduce vaccine hesitancy. 

Conflict and consequences and health equity

• Work with partners to provide for safe, orderly and regular migration, including development of data monitoring 
systems as well as institutional support and advocacy for the Global Compact for Safe, Orderly and Regular 
Migration. 

• Ensure that the social determinants of health are addressed, along with emergency health care, by emergency 
relief, humanitarian and aid agencies in conflict-affected settings. 

• Build relevant staff capacities in promotion of health equity and peacebuilding in conflict-affected settings, 
through Health as a Bridge for Peace concepts.

• Support the establishment of specific cut-off thresholds for consequences for civilians that will trigger easing of 
sanctions. 

Economic drivers of health inequities

• Include public health representation in national and international economic policy negotiations.
• Support lower income countries to improve health, reduce inequities, achieve the SDGs and uphold human 

rights through development of economic policies and enforcement of standards.
• Work with countries and businesses to reduce levels of tax evasion.
• Work with countries to develop national measures of progress that are based on equitable social and economic 

development, rather than relying on GDP to measure progress. 

Society and culture and health equity 

• Work with WHO, ministries and relevant national authorities to develop governance arrangements and scrutiny 
mechanisms for collaborations with faith-based organizations and religious leadership to promote health equity 
and action on the social determinants of health. 

• Fund interventions to reduce violence against women and girls. 
• Work in partnership to create mechanisms to monitor the implementation of the Global Compact for Safe, 

Orderly and Regular Migration. 
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Climate change, the natural environment and health equity

• Increase Green Climate Fund subsidies and other international climate change adaptation funding to reach 
countries and communities most at risk of poor health from climate- and weather-related disasters.

• Support countries to rapidly develop the green economy with job opportunities for those on low incomes. 

Equity in maternal and child health, the early years and education 

• Advocate for increased political commitment and investment in sexual and reproductive health services and 
programmes.

• Provide additional support for early years and secondary education at the same levels of primary education. 
• Support greater gender equity in post-school training and employment.

Working lives and health equity

• Fund and support opportunities for quality active labour market programmes, with a particular focus on 
providing formal employment for young people. 

• Support countries to regularize employment.
• Support countries to end production and marketing of unhealthy products and poor working practices from 

large corporates.
• Work with countries to support efforts to eliminate child labour, slavery and trafficking. 

Healthy ageing 

• Support and establish guidelines for good practice in caring for older people at home and in long-term care 
facilities. 

Built environments and health equity

• Increase funding and support to improve the provision of basic services that cover water and sanitation, 
housing, transport, electricity and the internet, including in refugee and informal settlements.

• Support countries to develop and enforce national plans to reduce air pollution through regulation of 
manufacturing, resource extraction and transport emissions. 

• Advocate for the implementation of sustainable and accessible transport systems. 
• Fund and support upgrading of poor-quality housing, including in refugee and informal settlements. 
• Prioritize equitable and accessible water, sanitation and hygiene services in redesigning informal settlements. 
• Fund renewable energy infrastructure projects, including small-scale projects supporting individual families and 

farmers. 
• Fund provision of internet access.

Health systems for health equity

• Support national cross-sectoral strategies to address the social determinants of health and health inequities. 
• Provide support and guidance to include the social determinants of health as a standard compulsory part of 

training of medical and health professionals.
• Promote Health as a Bridge for Peace both for health gains i.e. universal health coverage, as well as for the 

promotion of peace in conflict-affected countries. 

Governance and action to build back fairer

• Support the humanitarian sector to have a strong focus on the social determinants of health and build capacity 
and resources in social determinants during reconstruction efforts, focusing on community resilience and long-
term sustainable improvements for equitable social and economic outcomes. 

• Work with countries to strengthen human rights approaches in the Region. 
• Base social action for health equity on the principle of proportionate universalism. 
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2. ACTIONS FOR WHO

Health inequities in the Region 

• Provide regional leadership on the social determinants of health and health equity, collaborating with non-health 
sectors, United Nations agencies, nongovernmental organizations, civil society and donors.

• Develop policy standards for healthy living.
• Lead the development of a regional health equity surveillance system to improve data and monitoring.
• Lead the development of the regional strategy on the social determinants of health and health equity.
• Support Member States to develop national social determinants of health and health equity plans. 
• Demonstrate the effectiveness of the social determinants of health approach to help to build an evidence base 

for the Region. 
• Provide technical advice on monitoring and surveillance of health equity.

COVID-19 and health inequities 

• Advocate for health equity to be an essential component of the COVID-19 pandemic response, specifically 
highlighting the needs of vulnerable populations and frontline health and non-health workers. 

• Work with humanitarian partners to reduce inequities in infection and mortality by addressing the underlying 
causes of inequities. 

• Work with development partners such as the World Bank to collect data on the reach and efficacy of social 
protection measures and promote the introduction of social protection for vulnerable populations. 

• Promote equity-driven national vaccine roll-out plans and promote regional cooperation, particularly through 
mechanisms such as the COVAX Facility. 

• Support countries to prioritize communications and actions to reduce vaccine hesitancy. 
• Advocate for a build back fairer approach in recovery plans and promote health equity as essential to national 

recovery and development.

Conflict and consequences and health equity 

• Work with IOM to strengthen international cooperation and global partnerships for safe, orderly and regular 
migration, including development of data systems and advocacy for the Global Compact for Safe, Orderly and 
Regular Migration. 

• Advocate for the social determinants of health to be addressed by humanitarian, emergency relief and aid 
agencies, along with emergency health care. 

• Promote Health as a Bridge for Peace by implementing and documenting innovative programmes in conflict-
affected settings. 

• Build staff capacity in the promotion of health equity in conflict-affected settings and peace promotion through 
Health as a Bridge for Peace concepts.

• Support the establishment of specific cut-off thresholds for consequences for civilians that will trigger easing of 
sanctions. 

• Advocate for adherence to human rights protections from violence, including the right to health. 

Economic drivers of health inequities 

• Support government policy-setting bodies to strengthen public health representation in national and 
international economic policy negotiations.

• Develop a methodology for countries to make the economic case for improving health equity. 
• Collaborate with national governments to strengthen public sector leadership in the provision of essential 

health-related goods/services and control of health-damaging commodities.
• Build and strengthen national capacity for progressive taxation, efficient tax collection and reducing tax 

avoidance.
• Advocate for priority to be given to the health and social consequences of policy at national level.
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Society and culture and health equity 

• Work with ministries of health and other relevant national authorities to develop governance arrangements and 
scrutiny mechanisms for collaborations with faith-based organizations and religious leadership to promote 
health equity and action on the social determinants of health. 

• Promote best practice examples of involvement of faith-based organizations and religious leaders in health and 
well-being programmes. 

• Provide long-term funding and ensure sustainability of gender equity teams within the Organization that are 
mandated to analyse and to act on the gender equity implications of policies, programmes and institutional 
arrangements; and continue to fund programmes to reduce gender-based violence and enhance gender equity.

• Work closely with IOM and humanitarian partners to strengthen international cooperation and global 
partnerships for safe, orderly and regular migration.

• Promote compliance with the Convention on the Elimination of all Forms of Discrimination Against Women 
through advocacy, providing guidance to national authorities and including the status of country compliance in 
WHO reports.

Climate change, the natural environment and health equity

• Build on the Intergovernmental Panel on Climate Change recommendations, and support ministries of health in 
assessing the health equity impacts of adaptation to, and mitigation of, climate change. 

• Provide technical guidance to establish governance mechanisms, ensure intersectoral coordination between 
health and non-health sectors and strengthen the regulatory capacity of ministries of health to address health 
and climate issues. 

Equity in maternal and child health, the early years and education

• Advocate for increased political commitment to and investment in sexual and reproductive health services and 
programmes, building towards universal coverage of services.

• Work with UNICEF to set up an interagency mechanism to ensure policy coherence and a comprehensive 
approach for early child development interventions. 

Working lives and health equity

• Advocate for fair employment and decent quality work to be a central part of national policy agendas and 
development strategies, with strengthened representation of workers.

• Intensify and extend the transfer of knowledge and skills in the area of work-related health and safety. 
• Assist ministries of health to address health workforce emigration, focusing on investment in human resources 

for health, training and strategies for recruitment from poor and rural communities. 

Healthy ageing

• Promote and guide development of programmes and policies to support older people’s mental health and 
reduce maltreatment within the home.

• Advocate for and assist in expansion of the Global Network for Age-friendly Cities and Communities 
across the Region. 

Built environments and health equity 

• Provide guidance on the development and implementation of standards for universal basic services that 
cover water and sanitation, housing, transport, electricity and the internet, including in refugee and informal 
settlements.

• Provide technical support and advocacy on improvement of road and vehicle safety standards to reduce high 
levels of vehicle accidents. 

• Develop regional planning mechanisms to facilitate orderly and healthy urbanization. 

Health systems for health equity

• Strengthen universal health coverage in the Region and ensure equitable and affordable access to health care. 
• Include migrants in universal health coverage and implement and uphold the right to health, particularly in 

conflict-affected settings. 
• Promote Health as a Bridge for Peace both for health gains and for the promotion of peace in conflict-affected 

countries. 
• Develop health system performance assessments to monitor inequities in access to services and health 

outcomes. 
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Governance and action to build back fairer

• Develop data and monitoring systems to inform evidenced-based action on health equity and enable greater 
transparency and accountability. 

• Work with United Nations partners, the World Bank, IMF and key stakeholders to develop a regional social 
determinants of health and health equity plan. 

• Base social action for health equity on the principle of proportionate universalism. 
• Engage the private sector in efforts to achieve the SDGs and address health equity. 

3. ACTIONS FOR NATIONAL GOVERNMENTS

Health inequities in the Region

• Establish cross-government meetings to develop a multisectoral strategy to address health inequities. 
• Undertake health equity assessments of all policies and develop policies to intensify action on health equity. 
• Develop a monitoring framework and generate data on inequities in social determinants and health. 
• Work with WHO and international organizations to support national and regional action on health equity and the 

social determinants of health. 

COVID-19 and health inequities 

• Advocate for the development and implementation of plans to build back fairer, based on this report. 
• Continue/expand emergency social protection and nutrition support to include everyone with low incomes in 

every country (not only those on lowest incomes) and provide financial support to quarantined workers. 
• Ensure sanitation, hygiene, access to clean running water and soap in all IDP and refugee settlements and 

schools. 
• Develop and implement national strategies to mitigate the unequal impacts of containment measures on 

unemployment, income, hunger and gender equity, and increase jobs, skills education and training opportunities 
for young people. 

• Prioritize action on gender-based violence and improve essential services to respond to gender-based violence. 
• Implement gender-responsive economic policies and increase women’s employment as part of recovery plans. 
• Wealthier countries should help to secure and fund vaccinations for lower-income countries in the Region and 

promote inter-country cooperation, particularly through mechanisms such as the COVAX Facility. 

Conflict and consequences and health equity

• Ensure access to basic services in humanitarian settings, including equitable access to health care.
• Work with humanitarian partners to facilitate access to basic services including water, sanitation and shelter, and 

prioritize long-term improvements in access. 
• Facilitate access to education, employment and health care for migrants, working with humanitarian and other 

partner organizations. 
• Ensure registration of migrants and allow refugees to work.
• Focus on social protection and social determinants as set out in this report. 

Economic drivers of health inequities

• Place equity and progressive fiscal policy at the centre of national economic policy and establish cross-
government committees to ensure equitable national economic strategies. 

• Increase levels of progressive taxation, ensure efficient tax collection and reduce tax avoidance. 
• Ensure that spending is allocated according to the principle of proportionate universalism – spend more on the 

areas of greatest need. 
• Develop national standards for a minimum income for healthy living, as the basis for social protection and 

minimum wage policies. 
• Ensure adequate funding of the public sector and improve regulation to ensure equitable and quality services. 
• Meet the United Nations social protection floor.
• Enact and implement legislation to regulate health-damaging corporate practices and products.
• Wealthier countries in the Region should increase official development assistance to 0.7% of gross national 

income. 
• Develop measures of national progress which are based on equitable social and economic development, rather 

than relying on GDP to measure progress. 
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Society and culture and health equity 

• Use the prominent role of religion to accelerate progress towards the SDGs, uphold human rights and improve 
health equity. 

• Develop governance arrangements and scrutiny mechanisms for collaborations with faith-based organizations 
and religious leadership to promote health equity and action on the social determinants of health. 

• Ratify and comply with the Convention on the Elimination of All Forms of Discrimination Against Women. 
• Establish and/or support the effective functioning of high-level women’s councils, particularly in monitoring 

of gender-related SDG targets and compliance with the Convention on the Elimination of all Forms of 
Discrimination Against Women.

• Strengthen national legislation to criminalize intimate partner violence, including marital rape. 
• Develop education and religious programmes to reduce gender-based violence and enhance gender equity. 
• Address the legal needs of migrants, including protection of human rights, and promote public support for these 

measures. 
• Create mechanisms to monitor the implementation of the Global Compact for Safe, Orderly and Regular 

Migration. 

Climate change, the natural environment and health equity 

• Recognize climate change as a public health emergency and integrate health and climate policies, ensuring that 
ministries of health are involved in climate change policy. 

• Catalyse multisectoral interventions and mobilize support for integrated health, equity and climate action.
• Build on the Intergovernmental Panel on Climate Change recommendations, and assess the health equity 

impacts of adaptation to, and mitigation of, climate change. 
• Increase the proportion of energy production and consumption from renewable energy and rapidly decrease 

fossil fuel production, and reduce fossil fuel subsidies. 
• Rapidly develop the green economy with job opportunities for those on low incomes. 
• Build the resilience of regional water resources, develop wastewater recycling strategies and reduce demand for 

desalinated water.
• Integrate agriculture and poverty reduction policies to improve food security and protect biodiversity. 
• Introduce and enforce minimum environmental performance standards for appliances and buildings, and 

develop sustainable transport systems. 

Equity in maternal and child health, the early years and education 

• Increase the legal age of marriage to 18 and apply effective measures to prevent child marriage.
• Ensure all children are registered at birth without financial cost to the household. 
• Increase primary and secondary school completion to 100% and focus on the poorest communities and rural 

areas to reduce numbers of children under 18 who are out of school. 
• Increase government expenditure on education as a percentage of total government expenditure. 
• Reduce the quality gap between private and state education. 
• Build on progress in gender equity in education and increase post-school training and employment of women. 

Working lives and health equity

• Make fair employment and decent quality work a central part of national policy agendas and development 
strategies, with strengthened representation of workers.

• Introduce active labour market programmes with a particular focus on providing formal employment for young 
people.

• Introduce or strengthen unemployment benefits.
• Abide by the Convention on Elimination of All Forms of Discrimination Against Women. 
• Establish work safety standards, including for migrant workers.
• Regulate systems of sponsorship to protect migrant workers from abuse and introduce formal protections for 

domestic workers. 
• Increase investment in public services to facilitate increases in public service employment. 
• Introduce minimum wage legislation based on assessments of minimum income for healthy living. 
• Adopt ILO recommendations for transition from the informal to the formal economy. 
• Introduce and enforce legislation to eliminate child labour and slavery and trafficking.
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Healthy ageing 

• Develop programmes and policies to support older people’s mental health and reduce maltreatment within the 
home. 

• Expand the care workforce and establish career and training opportunities.
• Legislate protection and regulation of carers in facilities and domestic settings and ensure minimum wages for 

carers. 
• Extend non-contributory pension schemes with a particular focus on women, migrants, informal workers and 

the unemployed.
• Base non-contributory pension allowances on the minimum income for healthy living standards.
• Develop national strategies to improve the health and well-being of older people, with a focus on active ageing. 

Built environments and health equity

• Develop national planning strategies for sustainable rural and urban development. 
• Develop and implement national standards for universal basic services that cover water and sanitation, housing, 

transport, electricity and the internet, including in refugee and informal settlements.
• Prioritize equitable and accessible water, sanitation and hygiene services in redesigning informal settlements. 
• Implement and enforce national strategies for the management of informal settlements and include public 

recreational spaces, schools, safe and walkable spaces, and health care services.
• Improve road and vehicle safety standards to reduce high levels of road traffic accidents. 
• Establish legislation and mechanisms for formalizing land tenure of inhabitants living in informal settlements. 
• Develop and enforce national plans to reduce air pollution through regulation of manufacturing and resource 

extraction and transport emissions, and promote the use of electric vehicles.
• Implement national programme of renewable energy, including small-scale farmers and businesses and those in 

rural areas. 
• Improve internet access and reduce costs. 

Health systems for health equity

• Increase public financing to support equitable access to health care and reduce likelihood of catastrophic 
expenditure on health care.

• Implement and uphold the right to health, particularly in conflict-affected settings. 
• Develop whole-system approaches to health which include action to improve living conditions and health 

education and training programmes. 
• Strengthen partnerships with other sectors including housing, transport, social protection and education. 

Governance and action to build back fairer

• Adopt principles for governance to build back fairer and achieve greater health equity as set out in this report. 
• Involve the whole of government in policies and practice to improve health equity. 
• Adopt a health equity in all policies approach. 
• Lead the national discussion and multisectoral interventions on improving health equity. 
• Base social action for health equity on the principle of proportionate universalism. 
• Adopt indicators to measure social, economic and health progress that incorporate levels of inequities. 
• Develop data and monitoring systems to inform evidence-based action on health equity and enable greater 

transparency and accountability. 
• Strengthen legal obligations and regulations to enforce actions to support health equity. 
• Strengthen the contribution of the commercial sector to health equity and stop harmful practices. 
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4. ACTIONS FOR MINISTRIES OF HEALTH

Health inequities in the Region

• Lead across government (whole-of-government) to develop multisectoral programmes and a health equity in all 
policies approach.

• Undertake health equity assessments of all policies and develop/strengthen policies to intensify action on health 
equity.

• Develop information systems and accountability mechanisms to monitor and report on health equity as a marker 
of national progress and to inform programmatic action.

• Undertake health system performance assessments to monitor inequities in access to services and health 
outcomes.

• Work with WHO to develop national and regional plans on health equity and the social determinants of health. 
• Work with WHO to develop policy standards for healthy living appropriate to national and regional contexts. 
• Provide evidence, material and support to regional meetings to facilitate information exchange.
• Improve data systems and monitoring at national and local levels, including disaggregated data, to understand 

health inequities and causes of inequities. 

COVID-19 and health inequities 

• Provide free testing and transportation to testing sites for migrant workers. 
• Expand access to mental health services. 
• Prioritize at-risk populations such as key workers, migrants, refugees and IDPs in vaccine roll-out plans.
• Work with communities to develop communication about vaccination and use pharmacies and community 

health workers to disseminate information. 
• Develop equity-driven national vaccine roll-out plans that consider exposure risks of certain populations.

Conflict and consequences and health equity

• Work with humanitarian agencies and other relevant partners to ensure universal access to basic services in 
conflict-affected and humanitarian settings, including water, shelter and education as well as health care.

• Work with humanitarian agencies and relevant partner organizations to facilitate registration of migrants and 
ensure access to services. 

• Encourage development and implementation of Health as a Bridge for Peace programmes, including mental 
health and psychosocial support for affected populations (e.g. young people). 

• Assess the negative impact of sanctions on health and social determinants of health. 
• Advocate for adherence to human rights protections from violence, including the right to health.
• Highlight United Nations resolutions related to occupation and its impact on health and equity.

Economic drivers of health inequities

• Build the case to demonstrate the economic benefits of improving health equity, working with other ministries to 
share this information. 

• Collaborate with relevant ministries such as finance, employment, education and social affairs, and advocate 
strongly for health equity in economic plans.

• Build capacity within the health ministry to strengthen public sector leadership in the provision of essential 
health-related goods/services and control of health-damaging commodities. 

Society and culture and health equity 

• Strengthen faith-based organizations as participants in and leaders of the equity agenda, with the support of 
WHO and other partners. 

• Work with WHO and other relevant national authorities to develop governance arrangements and scrutiny 
mechanisms for collaboration with faith-based organizations and religious leadership in promoting health equity 
and action on the social determinants of health. 

• Monitor compliance with international obligations, particularly the Convention on the Elimination of all Forms 
of Discrimination Against Women, and to facilitate collection, analysis and dissemination of data on violence 
against women. 

• Advocate for and create mechanisms to monitor implementation of the Global Compact for Safe, Orderly and 
Regular Migration. 
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Climate change, the natural environment and health equity

• Recognize climate change as a public health emergency and integrate health and climate policies. 
• Establish governance policies and define leadership responsibilities for protecting health from the impacts of 

climate change. 
• Enhance health systems to monitor and respond to the health impacts of climate change. 
• Strengthen health sector regulatory, monitoring and stewardship roles to better address the environmental and 

social determinants of health. 
• Catalyse multisectoral interventions and mobilize support for integrated health, equity and climate action. 
• Introduce and enforce minimum environmental performance standards for appliances and building regulations, 

and develop sustainable transport systems.

Equity in maternal and child health, the early years and education 

• Develop mechanisms to expand access to modern contraceptive methods and reduce inequities in access.
• Encourage early learning as part of interventions for optimal cognitive development, nutrition and support for 

infants and young children.
• Ensure national health policy gives high priority to reducing inequities in access to maternal and postnatal health 

care.
• Prioritize interventions to reduce the high and often increasing rates of anaemia, wasting and stunting among 

women, children and adolescents.
• Promote psychosocial interventions to support maternal and child mental health, particularly in conflict-affected 

and humanitarian settings.

Working lives and health equity

• Work with ministries of employment and finance to advocate for employment and unemployment as key health 
equity issues and develop healthy employment standards.

• Invest in health workforce and training, and target health sector recruitment drives in poor and rural areas. 
• Work with relevant ministries and partners to develop workplace health and safety standards, including for 

migrant workers, and ensure enforcement in all working environments.

Healthy ageing 

• Develop programmes and policies to support older people’s mental health and reduce maltreatment within the 
home. 

• Develop national strategies to improve the health and well-being of older people, with a focus on active ageing. 
• Advocate for all areas to become “healthy-ageing communities”.

Built environments and health equity 

• Work with relevant ministries and communities to develop and implement standards for universal basic services 
that cover water and sanitation, housing, transport, electricity and the internet, including in refugee and informal 
settlements. 

• Lead a cross-government strategy to reduce air pollution, focusing first on the most deprived areas. 
• Advocate for implementation of sustainable and accessible transport systems. 
• Work with relevant ministries to improve road and vehicle safety standards to reduce high levels of road traffic 

accidents.

Health systems for health equity

• Develop population health systems with a strong focus on prevention, equity and action on social determinants 
of health. 

• Strengthen partnerships with other sectors including housing, transport, social protection and education. 
• Focus health system interventions on social and economic drivers of health-related behaviours and mental 

health disorders. 
• Advocate with educational institutions and relevant ministries to make the social determinants of health a 

standard compulsory part of training of medical and health professionals.
• Include migrants in universal health coverage and implement and uphold the right to health, particularly in 

conflict-affected settings. 



557

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

Governance and action to build back fairer

• Base social action for health equity on the principle of proportionate universalism. 
• Involve the whole of government in policies and practices to improve health equity. 
• Lead a national strategy to improve monitoring systems including birth and death registration.
• Work with the private sector and businesses to promote health equity; for example, improving safety in working 

environments and quality of employment conditions.
• Support healthy environments within local communities, train and employ local people, use a local supply chain 

and embed social values in contracts. 

5. ACTIONS FOR LOCAL GOVERNMENT

Health inequities in the Region 

• Undertake health equity assessments of all policies and develop policies to intensify action on health equity.
• Create/support local multisectoral partnerships to develop strategies to address health equity. 

COVID-19 and health inequities 

• Advocate for the implementation of plans to build back fairer based on this report. 
• Urgently ensure sanitation, hygiene and access to clean running water and soap in all IDP and refugee 

settlements and schools. 
• Devise and implement local strategies to increase jobs, skills education and training opportunities for young 

people. 
• Devise and support actions on gender-based violence and ensure services to respond to violence against 

women.

Conflict and consequences and health equity 

• Work with migrant communities and IDPs to improve access to basic services. 
• Allow IDPs and migrants to work. 

Economic drivers of health inequities  

• Place health equity at the centre of local economic policy and establish cross-government committees to 
ensure that economic strategies support health equity. 

• Ensure that spending is allocated according to the principle of proportionate universalism – spend more on the 
areas of greatest need. 

Society and culture and health equity 

• Use the prominent role of religion to accelerate progress towards the SDGs, uphold human rights and improve 
health equity. 

• Coordinate local actions and bring together stakeholders to create and implement a strategy for greater gender 
equity. 

• Work with local stakeholders to develop education and religious programmes to reduce violence against women 
and girls and enhance gender equity. 

• Bring migrant and local communities together to reduce tensions and encourage understanding. 
• Work with local stakeholders to develop education and religious programmes to foster greater tolerance and 

support for refugee and migrant communities. 

Climate change, the natural environment and health equity

• Recognize climate change as a public health emergency and integrate health and climate policies. 
• Work with local communities to catalyse and mobilize support for integrated health, equity and climate action.
• Develop sustainable public transport systems and encourage active transport.

Equity in maternal and child health, the early years and education

• Develop local strategies with education professionals and communities to increase primary and secondary 
school completion to 100% and focus on the poorest communities and rural areas to reduce the number of 
children under 18 who are out of school. 

• Develop and establish child-friendly communities.
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Working lives and health equity

• Improve quality of active labour market programmes, with a particular focus on providing formal employment for 
young people. 

• Abide by the Convention on Elimination of All Forms of Discrimination Against Women. 
• Monitor and enforce work safety standards in all working environments, including for migrant workers. 
• Develop systems to identify child labour, trafficking and slavery and institute mechanisms to end these 

practices. 

Healthy ageing

• Develop local programmes to support older people’s mental health and reduce maltreatment within the home. 
• Develop local strategy to improve the health and well-being of older people, with a focus on active ageing. 
• Join WHO’s Global Network for Age-friendly Cities and Communities. 

Built environments and health equity 

• Enforce standards for universal basic services that cover water and sanitation, housing, transport, electricity 
and the internet, including in refugee and informal settlements.

• Enforce national plans and standards to reduce air pollution and develop location-specific strategies to reduce 
air pollution. 

• Implement and enforce national laws and strategies related to management of informal settlements. 
• Improve public transport systems to reduce impact on the built environment and improve safety of public 

transport, particularly for women and older people.
• Develop local strategies to provide good-quality, healthy, environmentally sustainable development and 

housing.
• Support small-scale farmers and businesses and those in rural areas through renewable energy schemes.

Health systems for health equity

• Develop local cross-sectoral strategy to focus on health equity and action on the social determinants of health. 
• Strengthen partnerships with other sectors including housing, transport, social protection and education, and 

support community health workers.

Governance and action to build back fairer

• Adopt a local whole-of-government approach to improve health equity. 
• Base social action for health equity on the principle of proportionate universalism. 
• Develop local mechanisms to ensure effective coordination, such as cross-government steering groups. 

6. ACTIONS FOR CIVIL SOCIETY AND FAITH-BASED ORGANIZATIONS

Health inequities in the Region

• Participate in multisectoral programmes and initiatives to reduce health inequities. 
• Monitor and report on health equity to inform programmes for action and national/local advocacy for greater 

health equity.
• Undertake assessments to evaluate the efficacy of health equity interventions. 

COVID-19 and health inequities 

• Expand and support access to mental health services. 
• Support strategies to increase jobs, skills, education and training opportunities for young people. 
• Support action on gender-based violence, improve essential services to respond to violence against women 

and implement violence prevention programmes.

Conflict and consequences and health equity

• Advocate for and support access to basic services including water, shelter and education, along with health 
care, in conflict-affected and humanitarian settings. 

• Advocate for universal access to services for refugees, IDPs and migrants. 
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Economic drivers of health inequities

• Support countries to enact and implement legislation to regulate health-damaging corporate practices and 
products.

• Work with countries to develop measures of national progress that are based on equitable social and economic 
development, rather than relying on GDP to measure progress. 

Society and culture and health equity 

• Work with partners to develop and implement programmes that will accelerate progress towards the SDGs, 
uphold human rights and improve health equity.

• Comply with the Convention on the Elimination of All Forms of Discrimination Against Women in all areas of 
work. 

• Develop and deliver education and religious programmes to reduce gender-based violence and enhance gender 
equity. 

• Establish and/or support the effective functioning of high-level women’s councils, particularly in monitoring the 
achievement of gender-related SDG targets and compliance with the Convention on the Elimination of All Forms 
of Discrimination Against Women. 

• Engage with organizations working on safe migration by providing services for conflict-affected communities. 
• Deliver education programmes to foster greater tolerance and support for refugee and migrant communities. 

Climate change, the natural environment and health equity 

• Work with stakeholders and communities to mobilize support for action on climate change and health equity. 
• Support programmes for implementation of renewable energy production.

Equity in maternal and child health, the early years and education 

• Work with communities to reduce inequities in access to modern contraceptive methods and maternal and 
postnatal health care.

• Develop interventions and strengthen advocacy to reduce the high and often increasing rates of anaemia, 
wasting and stunting among women, children and adolescents.

• Support maternal and child mental health programmes, particularly in humanitarian settings.
• Support government initiatives to increase primary and secondary school completion to 100% and focus on the 

poorest communities and rural areas to reduce the number of children under 18 who are out of school. 
• Provide opportunities to build on progress in gender equity in education and increase post-school training and 

employment of women.

Working lives and health equity

• Fund and support opportunities for active labour market programmes, with a particular focus on providing 
formal employment for young people, women, vulnerable communities and refugees, and in rural areas. 

• Support efforts to eliminate child labour, slavery and trafficking, 

Healthy ageing 

• Increase support for care and care homes among the poorest and most vulnerable populations. 
• Develop programmes and policies to support older people’s mental health and reduce maltreatment within the 

home. 

Built environments and health equity

• Support the implementation of standards for universal basic services that cover water and sanitation, housing, 
transport, electricity and the internet, including in refugee and informal settlements. 

• Work with communities in informal settlements to improve their design, prioritizing equitable and accessible 
water, sanitation and hygiene services. 

• Include public recreational spaces, schools, safe and walkable spaces, and education and health care services 
in redesigning informal settlements. 

• Work with communities to improve the safety of public transport, particularly for women and older people. 
• Support provision of internet access, including actions to improve access for women and girls. 
• Work with communities to improve education on road and vehicle safety. 
• Support the creation of sustainable and accessible transport systems. 
• Support renewable energy programmes for agricultural communities and small-scale businesses and 

entrepreneurs.
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Health systems for health equity

• Work in partnership with health and other sectors to address the social determinants of health.
• Undertake advocacy with local communities and local and national government to improve affordable access to 

health care for all.

Governance and action to build back fairer

• Facilitate discussions and advocacy with national government and local populations for health equity. 
• Hold governments and decision-makers to account for their progress, or lack of progress, on levels of inequity 

in the social determinants of health and health outcomes.
• Ensure the perspectives and needs of communities and people that civil society represent are included in 

decision-making at national and local levels. 
• Provide vital evidence and input into policies and interventions – a particularly critical role in the absence of 

robust data and monitoring systems.
• Provide advice and services directly to communities to bolster health equity and address the social 

determinants of health.



561

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION



REFERENCES  | CHAPTER 1:
INTRODUCTION TO THE COMMISSION

1. Harmonized list of fragile situations FY19. Washington, DC: World Bank; 2019 (http://pubdocs.worldbank.org/
en/892921532529834051/FCSList-FY19-Final.pdf).

2. Countries [website]. Cairo: WHO Regional Office for the Eastern Mediterranean; 2021 (http://www.emro.who.int/
countries.html).

3. Data - Middle East and North Africa [online database]. Washington, DC: World Bank; 2021 (https://data.
worldbank.org/country/ZQ, accessed 6 March 2021).

4. Around 52 million in Near East, North Africa, suffering chronic undernourishment, new UN 
food agency report reveals [website]. New York: United Nations; 2019 (https://news.un.org/en/
story/2019/05/1038111#:~:text=The%20NENA%20regions%20consist%20of,and%20the%20United%20
Arab%20Emirates, accessed 6 March 2021).

5. The World Bank in the Gulf Cooperation Council [website]. Washington, DC: World Bank; 2021 (https://www.
worldbank.org/en/country/gcc, accessed 6 March 2021).

6. Facts about Arabs and the Arab World. In: ADC [website]. Washington, DC: American-Arab Anti-Discrimination 
Committee; 2009 (https://www.adc.org/facts-about-arabs-and-the-arab-world/#:~:text=The%20Arab%20
World%20consists%20of,United%20Arab%20Emirates%2C%20and%20Yemen, accessed 6 March 2021).

7. About ESCWA [website]. Beirut: Economic and Social Commission for Western Asia (https://www.unescwa.org/
about-escwa, accessed 27 March 2021).

8. Commission on Social Determinants of Health. Closing the gap in a generation: health equity through action 
on the social determinants of health. Final report of the Commission on Social Determinants of Health. 
Geneva: World Health Organization; 2008 (https://www.who.int/social_determinants/final_report/csdh_
finalreport_2008.pdf).

9. Review of social determinants and the health divide in the WHO European Region: final report. Copenhagen: 
WHO Regional Office for Europe; 2013 (https://www.euro.who.int/__data/assets/pdf_file/0004/251878/Review-of-
social-determinants-and-the-health-divide-in-the-WHO-European-Region-FINAL-REPORT.pdf).

10. Commission of the Pan American Health Organization on Equity and Health Inequalities in the Americas. Just 
societies: health equity and dignified lives. Report of the Commission of the Pan American Health Organization 
on Equity and Health Inequalities in the Americas. Washington, DC: Pan American Health Organization; 2019 
(https://iris.paho.org/handle/10665.2/51571).

11. Marmot M, Allen J, Goldblatt P, Boyce T, McNeish D, Grady M, et al. Fair society, healthy lives: the Marmot 
review: strategic review of health inequalities in England post-2010. London: UCL Institute of Health Equity; 
2010 (https://www.parliament.uk/globalassets/documents/fair-society-healthy-lives-full-report.pdf).

12. Human development report 2020: the next frontier – human development and the Anthropocene. New York: 
United Nations Development Programme; 2020 (http://hdr.undp.org/sites/default/files/hdr2020.pdf).

13. Life expectancy and healthy life expectancy data by country [online database]. Geneva: World Health 
Organization; 2020 (https://apps.who.int/gho/data/view.main.SDG2016LEXv?lang=en, accessed 6 March 2021).

14. Human development reports: table 1: human development index and its components [website]. New York, NY: 
United Nations Development Programme; 2019 (http://hdr.undp.org/en/content/table-1-human-development-
index-and-its-components-1, accessed 27 March 2021).

15. Global index: overview [website]. Washington, DC: Social Progress Imperative; 2018 (https://www.
socialprogress.org/index/global, accessed 27 March 2021).

16. Global index: methodology [website]. Washington, DC: Social Progress Imperative; 2018 (https://www.
socialprogress.org/index/global/methodology, accessed 27 March 2021).

17. 2020 social progress index [presentation]. Washington, DC: Social Progress Imperative; 2020 (https://www.
socialprogress.org/static/8dace0a5624097333c2a57e29c2d7ad9/2020-global-spi-findings.pdf).

18. 2020 social progress index [online database]. Washington, DC: Social Progress Imperative; 2020 (https://www.
socialprogress.org, accessed 27 March 2021).

562

REFERENCES: INTRODUCTION TO THE COMMISSION



REFERENCES  | CHAPTER 1:
INTRODUCTION TO THE COMMISSION

563

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION



564

REFERENCES: HEALTH INEQUITIES IN THE REGION

REFERENCES  | CHAPTER 2:
HEALTH INEQUITIES IN THE REGION

1. Regional overview of food security and nutrition in the Near East and North Africa 2019 – rethinking food 
systems for healthy diets and improved nutrition. Cairo: Food and Agriculture Organization of the United 
Nations, International Fund for Agricultural Development, United Nations Children’s Fund, World Food 
Programme and World Health Organization; 2020 (https://doi.org/10.4060/ca8684en). 

2. Monitoring health and health system performace in the Eastern Mediterranean Region: core indicators and 
indicators on the health-related Sustainable Development Goals 2019. Cairo: WHO Regional Office for the 
Eastern Mediterranean; 2020 (https://apps.who.int/iris/handle/10665/331953).

3. Just societies: health equity and dignified lives. Report of the Commission of the Pan American Health 
Organization on Equity and Health Inequalities in Americas. Washington, DC: Pan American Health Organization; 
2019 (https://iris.paho.org/handle/10665.2/51571). 

4. UCL Institute of Health Equity. Review of social determinants of health and the health divide in the WHO 
European Region: final report. Copenhagen: WHO Regional Office for Europe; 2013 (https://www.euro.who.
int/__data/assets/pdf_file/0004/251878/Review-of-social-determinants-and-the-health-divide-in-the-WHO-
European-Region-FINAL-REPORT.pdf). 

5. Shaping the future of health in the WHO Eastern Mediterranean Region: reinforcing the role of WHO 2012–
2016: progress report May 2016. Cairo: WHO Regional Office for the Eastern Mediterranean; 2016 (https://
applications.emro.who.int/dsaf/EMROPUB_2016_EN_18776.pdf?ua=1).

6. Regional strategy for the improvement of civil registration and vital statistics systems 2014–2019. Cairo: WHO 
Regional Office for the Eastern Mediterranean; 2014 (https://applications.emro.who.int/dsaf/EMROPUB_2014_
EN_1754.pdf?ua=1).

7. Health and well-being profile of the Eastern Mediterranean Region: an overview of the health situation in the 
Region and its countries in 2019. Cairo: WHO Regional Office for the Eastern Mediterranean; 2020 (https://
applications.emro.who.int/docs/9789290223399-eng.pdf?ua=1).

8. The Demographic and Health Surveys (DHS) Program [website]. Washington, DC: United States Agency for 
International Development (https://dhsprogram.com/, accessed 20 January 2021). 

9. Statistics and monitoring: Multiple Indicator Cluster Survey (MICS) [website]. New York, NY: United Nations 
Children’s Fund (https://www.unicef.org/statistics/index_24302.html, accessed 20 January 2021). 

10. Health equity assessment toolkit [website]. Geneva: World Health Organization (https://www.who.int/data/gho/
health-equity/assessment_toolkit, accessed 20 January 2021). 

11. Health equity monitor database [website]. Geneva: World Health Organization (https://www.who.int/data/gho/
health-equity, accessed 20 January 2021). 

12. The World Bank DataBank [online database]. Washington, DC: World Bank (https://databank.worldbank.org/
home.aspx, accessed 20 January 2021). 

13. The Global Health Observatory [data repository]. Geneva: World Health Organization (https://www.who.int/data/
gho, accessed 20 January 2021). 

14. Eastern Mediterranean Health Observatory [data repository]. Cairo: WHO Regional Office for the Eastern 
Mediterranean (https://rho.emro.who.int/drs, accessed 20 January 2021). 

15. Life expectancy and healthy life expectancy: data by country [online database]. Geneva: World Health 
Organization; 2020 (https://apps.who.int/gho/data/view.main.SDG2016LEXv?lang=en, accessed 21 January 
2021).

16. Khadr Z, Rashad H, Shawky S. Health inequalities in Jordan and their social determinants: evidence and policy 
implications. Cairo: The Social Research Center of the American University in Cairo and WHO/Jordan; 2019 
(https://documents.aucegypt.edu/Docs/src/Jordan-health-equity.pdf).

17. Mokhayeri Y, Mahmoudi M, Haghdoost AA, Amini H, Asadi-Lari M, Holakouie Naieni K. How within-city 
socioeconomic disparities affect life expectancy? Results of Urban HEART in Tehran, Iran. Med J Islam Repub 
Iran. 2014;28:80. PMID: 25405145. 

18. Healthy life expectancy (HALE) at birth [website]. Geneva: World Health Organization (https://www.who.int/data/
gho/indicator-metadata-registry/imr-details/66, accessed 16 February 2021).

19. World health statistics 2019: monitoring health for the SDGs. Geneva: World Health Organization; 2019 (https://
apps.who.int/iris/handle/10665/324835).



565

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 2:
HEALTH INEQUITIES IN THE REGION

20. Global Health Observatory data repository (Eastern Mediterranean Region): population data by WHO region 
[online database]. Geneva: World Health Organization; 2018 (https://apps.who.int/gho/data/view.main-emro.
POP2020?lang=en, accessed 16 February 2021).

21. Healthy life expectancy (HALE): data by country [online database]. Geneva: World Health Organization; 2020 
(https://apps.who.int/gho/data/view.main.HALEXv?lang=en, accessed 21 January 2021).

22. Healthy life expectancy (HALE) at 60 (years) [online database]. Geneva: World Health Organization (https://www.
who.int/data/gho/indicator-metadata-registry/imr-details/healthy-life-expectancy-(hale)-at-60-(years), accessed 
16 February 2021).

23. Mortality rate, infant (per 1,000 live births) [online database]. Washington, DC: World Bank; 2021 (https://data.
worldbank.org/indicator/SP.DYN.IMRT.IN, accessed 22 January 2021).

24. Fuchs R, Pamuk E, Lutz W. Education or wealth: which matter more for reducing child mortality in developing 
coutries? Vienna Yearbook of Population Research. 2010; 8:175-199. doi:10.1553/populationyearbook2010s175.

25. McKinnon B, Harper S, Kaufman J, Bergevin Y. Socioeconomic inequality in neonatal mortality in countries of 
low and middle income: a multicountry analysis. Lancet Glob Health. 2014;2(3):e165–73. doi:10.1016/S2214-
109X(14)70008-7.

26. Wang G, Liddell CA, Coates MM, Mooney MD, Levitz CE, Schumacher AE, et al. Global, regional, and national 
levels of neonatal, infant and under-5 mortality during 1990-2013: a systematic analysis for the Global Burden of 
Diseases Study 2013. Lancet. 2014;384(9947):957–79. doi:10.1016/S0140-6736(14)60497-9.

27. Moss WJ, Ramakrishnan M, Storms D, Henderson Siegle A, Weiss WM, Lejnev W, et al. Child health in complex 
emergencies. Bull World Health Organ. 2006;84(1):58–64. doi:10.2471/blt.04.019570.

28. Gissler M, Alexander S, Macfarlane A, Small R, Stray-Pederson B, Zeitlin J, et al. Still births and infant 
deaths among migrants in industrialized countries. Act Obstet Gynecol Scand. 2009;88(2):134–48. 
doi:10.1080/00016340802603805.

29. Economic status: wealth quintile: data by country [online database]. Geneva: World Health Organization; 2020 
(https://apps.who.int/gho/data/view.main.947485, accessed 28 January 2021).

30. Metadata glossary: mortality rate, under-5 (per 1,000 live births) [website]. Washington, DC: World Bank; 2021 
(https://datacatalog.worldbank.org/mortality-rate-under-5-1000-live-births-7, accessed 16 February 2021).

31. Mortality rate, under-5 (per 1,000 live births) [online database]. Washington, DC: World Bank (https://data.
worldbank.org/indicator/SH.DYN.MORT, accessed 28 January 2021).

32. Indicators and a monitoring framework: launching a data revolution for the Sustainable Development Goals 
[website]. Sustainable Development Solutions Network (https://indicators.report/targets/1-3/, accessed 29 
January 2021).

33. Eastern Mediterranean Region profile. Seattle, WA: Institute for Health Metrics and Evaluation (http://www.
healthdata.org/sites/default/files/files/EMR%20Profile_final_4_0.pdf).

34. Probability of dying between exact ages 30 and 70 from any of cardiovascular disease, cancer, diabetes 
or chronic respiratory (%) [online database]. Geneva: World Health Organization (https://who.int/data/gho/
indicator-metadata-registry/imr-details/3354, accessed 29 January 2021).

35. Mortality between age 30 and exact age 70 from cardiovascular diseases, cancer, diabetes or chronic 
respiratory diseases: data by country [online database]. Geneva: World Health Organization; 2018 (https://apps.
who.int/gho/data/view.main.GSWCAH21v?lang=en, accessed 29 January 2021).

36. Steier G, Patel KK. Food policies’ roles on nutrition goals and outcomes: connecting of food and public health 
systems. International Food Law and Policy. 2016:213–251. doi:10.1007/978-3-319-07542-6_9.

37. Institute of Medicine. Public policy issues in food and beverage marketing to children and youth. In: Mcginnis J, 
Gootman J, Kraak V, editors. Food marketing to children and youth: threat or opportunity? Washington, DC: The 
National Academies Press; 2006 (https://www.nap.edu/catalog/11514/food-marketing-to-children-and-youth-
threat-or-opportunity). 

38. Kearney J. Food consumption trends and drivers. Philos Trans R Soc Lond B Biol Sci. 2010;365(1554):2793–
2807. doi:10.1098/rstb.2010.0149.

39. CardioSmart. US food subsidies fuel obesity and declining health [website]. Washington, DC: American College 
of Cardiology; 2016 (https://www.cardiosmart.org/news/2016/8/us-food-subsidies-fuel-obesity-and-declining-
health, accessed 2 February 2021)..



566

REFERENCES: HEALTH INEQUITIES IN THE REGION

REFERENCES  | CHAPTER 2:
HEALTH INEQUITIES IN THE REGION

40. Siegel KR, McKeever Bullard K, Imperatore G, Kahn HS, Stein AD, Ali MK, et al. Association of higher 
consumption of foods derived from subsidized commodities with adverse cardiometabolic risk among US 
adults. JAMA Intern Med. 2016;176(8):1124–35. doi:10.1001/jamainternmed.2016.2410.

41. Culliney K. Euromonitor: Middle East diabetes surge spells health bread prospects [website]. Bakery and 
Snacks, William Reed Business Media Ltd; 2014 (https://www.bakeryandsnacks.com/Article/2014/02/06/
Middle-East-diabetes-spells-bread-prospects-Euromonitor, accessed 16 February 2021).

42. Regional overview of food security and nutrition: building resilience for in times of conflict and crisis: food 
security and nutrition a perspective from the Near East and North Africa (NENA) region. Cairo: Food and 
Agriculture Organization of the United Nations; 2017 (http://www.fao.org/policy-support/tools-and-publications/
resources-details/en/c/1300338/).

43. Prevalence of overweight among adults, BMI >= 25 (age-standardized estimate (%) [online database]. Geneva: 
World Health Organization; 2017 (https://apps.who.int/gho/data/view.main.GLOBAL2461A?lang=en, accessed 
29 January 2021).

44. Prevalence of obesity among adults, BMI >= 30 (age-standardized estimate (%) [online database]. Geneva: 
World Health Organization; 2017 (https://www.who.int/data/gho/data/indicators/indicator-details/GHO/
prevalence-of-obesity-among-adults-bmi-=-30-(age-standardized-estimate)-(-), accessed 29 January 2021).

45. J Costa-i-Font, M Gyori. The Middle Eastern health inequality paradox and the gender obesity gap [website]. 
London: The London School of Economics and Political Science: 2018 (https://blogs.lse.ac.uk/mec/2018/10/31/
the-middle-eastern-health-inequality-paradox-and-the-gender-obesity-gap/), accessed 16 February 2021. 

46. Overweight prevalence among children under 5 year of age (%) (JME) [online database]. Geneva: World Health 
Organization (https://www.who.int/data/gho/data/indicators/indicator-details/GHO/gho-jme-overweight-
prevalence, accessed 16 February 2021).

47. Jaacks LM, Vandevijvere S, Pan A, McGowan CJ, Wallace C, Imamura F. The obesity transition: stages of the 
global epidemic. Lancet Diabetes Endocrino. 2019;7(3):231–40. https://doi.org/10.1016/S2213-8587(19)30026-9.

48. Health equity monitor: obesity prevalence in non-pregnant women aged 15-49 years, BMI >= 30 (%) [online 
database]. Geneva: World Health Organization; 2020 (https://www.who.int/data/gho/data/indicators/indicator-
details/GHO/hem-obesity-prevalence-in-non-pregnant-women-aged-15-49-years-bmi-30, accessed 30 January 
2021).

49. Aitsi-Selmi A, Chandola T, Friel S, Nouraei R, Shipley MJ, Marmot MG. Interaction between education 
and household wealth on the risk of obesity in women in Egypt. PLoS ONE. 2012;7(6):e39507. https://doi.
org/10.1371/journal.pone.0039507. 

50. VIZIT data visualization: distribution of diabetes based on HbA1c [online database]. Tehran: VIZIT; 2016 (https://
vizit.report/panel/steps/en/main.html#/forestLocation, accessed 16 February 2021).

51. Physical activity and women [website]. Geneva: World Health Organization (https://www.who.int/
dietphysicalactivity/factsheet_women/en/, accessed 17 February 2021).

52. Prevalence of insufficient physical activity among adults aged 18+ years (age-standardized estimate) (%) [online 
database]. Geneva: World Health Organization; 2018 (https://www.who.int/data/gho/data/indicators/indicator-
details/GHO/prevalence-of-insufficient-physical-activity-among-adults-aged-18-years-(age-standardized-
estimate)-(-), accessed 16 February 2021).

53. Malnutrition: key facts [website]. Geneva: World Health Organization; 2020 (https://www.who.int/news-room/
fact-sheets/detail/malnutrition, accessed 16 February 2021). 

54. Nutrition Landscape Information System (NLiS) [website]. Geneva: World Health Organization (https://www.who.
int/data/nutrition/nlis/data-search, accessed 16 February 2021).

55. Global report on food crises 2019 – update September 2019. Food Security Information Network; 2019 (https://
ec.europa.eu/knowledge4policy/publication/global-report-food-crises-2019-update-september-2019_en).

56. Khorsandi P. WFP chief warns of ‘hunger pandemic’ as Global Food Crises Report launched [website]. Rome: 
World Food Programme; 2020 (https://www.wfp.org/stories/wfp-chief-warns-hunger-pandemic-global-food-
crises-report-launched, accessed 16 February 2021).

57. Nutrition Landscape Information System (NLiS). Population below minimum level of dietary energy requirement 
(undernourishment) [website]. Geneva: World Health Organization (https://www.who.int/data/nutrition/nlis/info/
population-below-minimum-level-of-dietary-energy-requirement-(undernourishment), accessed 17 February 2021).



567

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 2:
HEALTH INEQUITIES IN THE REGION

58. Streit L. Malnutrition: definition, symptoms and treatment [website]. Healthline; 2019 (https://www.healthline.
com/nutrition/malnutrition, accessed 17 February 2021).

59. SDG indicator metadata: definition, concepts, and classifications. New York, NY: United Nations Statistics 
Division (https://unstats.un.org/sdgs/metadata/files/Metadata-02-01-01.pdf, accessed 16 February 2021). 

60. Data portal: Economic and Social Commission for Western Asia [online database]. Beirut: United Nations 
Economic and Social Commission for Western Asia (https://data.unescwa.org/portal/f8d39059-de26-4588-
b4e9-315233b2c24b, accessed 16 February 2021).

61. Resolution 70/1. Transforming our world: the 2030 Agenda for Sustainable Development. In: Seventieth session of 
the United Nations General Assembly 2015. New York: United Nations; 2015 (A/RES/70/1; https://www.un.org/en/
development/desa/population/migration/generalassembly/docs/globalcompact/A_RES_70_1_E.pdf).

62. Strategy on nutrition for the Eastern Mediterranean Region, 2020–2030. Cairo: WHO Regional Office for the 
Eastern Mediterranean; 2019 (https://applications.emro.who.int/docs/9789290222996-eng.pdf?ua=1). 

63. Prevalence of current (daily or occasional) tobacco smoking among adults (15 years and older) (percentage). 
Geneva: World Health Organization (https://www.who.int/whosis/whostat2006TobaccoAdults.pdf).

64. WHO global report on trends prevalence of tobacco use 2000–2025, third edition. Geneva: World Health 
Organization; 2019 (https://www.who.int/publications/i/item/who-global-report-on-trends-in-prevalence-of-
tobacco-use-2000-2025-third-edition).

65. Prevalence of current tobacco use among persons aged 15 years and older (age-standardized rate) [online 
database]. Geneva: World Health Organization (https://www.who.int/data/gho/indicator-metadata-registry/imr-
details/prevalence-of-current-tobacco-use-among-persons-aged-15-years-and-older-(age-standardized-rate), 
accessed 16 February 2021).

66. Prevlance of current tobacco use (% of adults) [online database]. Washington, DC: World Bank (https://data.
worldbank.org/indicator/SH.PRV.SMOK, accessed 2 February 2021).

67. Prevalence of current tobacco use in adolescents (13-15 years of age). Geneva: World Health Organization 
(https://www.who.int/whosis/whostat2006TobaccoAdolescents.pdf). 

68. STATcompiler: the DHS Program [online database]. Washington, DC: United States Agency for International 
Development (https://www.statcompiler.com/en/, accessed 17 February 2021).

69. Tobacco Tactics: Eastern Mediterranean Region [website]. Bath: University of Bath; 2020 (https://
tobaccotactics.org/wiki/eastern-mediterranean-region/, accessed 17 February 2021).

70. Jawad M, Charide R, Waziry R, Darzi A, Ballout RA, Akl EA. The prevalence and trends of waterpipe tobacco 
smoking: a systematic review. PLoS One. 2018;13(2):e0192191. doi:10.1371/journal.pone.0192191.

71. Alcohol, total per capita (15+) consumption [online database]. Geneva: World Health Organization (https://www.
who.int/data/gho/indicator-metadata-registry/imr-details/4759, accessed 16 February 2021).

72. Total alcohol consumption per capita (liters of pure alcohol, projected estimates, 15+years of age) [online 
database]. Washington, DC: World Bank (https://data.worldbank.org/indicator/SH.ALC.PCAP.LI, accessed 2 
February 2021).

73. WHO and the Calouste Gulbenkian Foundation. Social determinants of mental health. Geneva: World Health 
Organization; 2014 (https://www.who.int/mental_health/publications/gulbenkian_paper_social_determinants_of_
mental_health/en/).

74. GBD 2017 resources [website]. Washington, DC: Institute for Health Metrics and Evaluation (https://vizhub.
healthdata.org/gbd-compare/, accessed 17 Febrary 2021).

75. Marmot M, Allen J, Goldblatt P, Herd E, Morrison J. Build back fairer: the COVID-19 Marmot review. The 
pandemic, socioeconomic and health inequalities in England. London: Institute of Health Equity; 2020 (http://
www.instituteofhealthequity.org/resources-reports/build-back-fairer-the-covid-19-marmot-review).

76. Ritchie H, Roser M. Mental health [website]. Oxford: Our World in Data; 2018 (https://ourworldindata.org/
mental-health, accessed 2 February 2021).

77. Suicide mortality, female (per 100,000 female population) [online database]. Washington, DC: World Bank 
(https://data.worldbank.org/indicator/SH.STA.SUIC.FE.P5, accessed 17 February 2021).

78. Sucide mortality rate (per 100,000 population) [online database]. Washington, DC: World Bank (https://data.
worldbank.org/indicator/SH.STA.SUIC.P5, accessed 2 February 2021).

79. Incidence of tuberculosis (per 100,000) [online database]. Washington, DC: World Bank (https://data.worldbank.
org/indicator/SH.TBS.INCD, accessed 3 February 2021).



568

REFERENCES: HEALTH INEQUITIES IN THE REGION

REFERENCES  | CHAPTER 2:
HEALTH INEQUITIES IN THE REGION

80. Global tuberculosis report 2020. Geneva: World Health Organization; 2020 (https://apps.who.int/iris/bitstream/
handle/10665/336069/9789240013131-eng.pdf).

81. Number of new HIV infections estimates by WHO region [online database]. Geneva: World Health Organization; 
2020 (https://apps.who.int/gho/data/node.main.HIVINCIDENCE?lang=en, accessed 17 February 2021).

82. Incidence of HIV, all (per 1,000 uninfected population) [online database]. Washington, DC: World Bank (https://
data.worldbank.org/indicator/SH.HIV.INCD.TL.P3, accessed 17 February 2021).

83. Adults (ages 15-49) newly infected with HIV – Pakistan [online database]. Washington, DC: World Bank (https://
data.worldbank.org/indicator/SH.HIV.INCD?end=2019&locations=PK&start=2010, accessed 3 February 2021).

84. UNAIDS data 2020. Geneva: Joint United Nations Programme on HIV/AIDS; 2020 (https://www.unaids.org/sites/
default/files/media_asset/2020_aids-data-book_en.pdf, accessed 3 February 2021).

85. Gender equality in harm reduction services: integrating gender-specific services in harm reduction programs 
in the Middle East and North Africa (MENA) region. Beirut: Middle East and North Africa Harm Reduction 
Association (MENAHRA); 2015 (http://www.menahra.org/images/pdf/gender-menahra-03-08-16.pdf).

86. Mental health: DALYs/YLDs definition [website]. Geneva: World Health Organization (https://www.who.int/
mental_health/management/depression/daly/en/, accessed 3 February 2021). 

87. Global health estimates 2015: disease burden by cause, age, sex, by country and by region, 2000–2015. 
Geneva: World Health Organization; 2016 (http://www.who.int/healthinfo/global_burden_disease/estimates/en/).

88. Health topics [website]. Cairo: WHO Regional Office for the Eastern Mediterranean; 2019 (http://www.emro.who.
int/health-topics-section/), accessed 3 February 2021. 

89. Number of cases of cutaneous leishmaniasis reported: data by country [online database]. Geneva: World Health 
Organization; 2021 (https://apps.who.int/gho/data/view.main.NTDLEISHCNUMv, accessed 4 February 2021).

90. Ratanayake R, Finger F, Edmunds WJ, Checchi F. Early detection of cholera epidemics to support control in 
fragile states: estimation of delays and potential epidemic sizes. BMC Medicine. 2020;18(1):397. https://doi.
org/10.1186/s12916-020-01865-7.

91. Outbreak update – cholera in Somalia, 6 December 2020 [website]. Cairo: WHO Regional Office for the Eastern 
Mediterranean; 2020 (http://www.emro.who.int/fr/pandemic-epidemic-diseases/cholera/outbreak-update-
cholera-in-somalia-6-december-2020.html, accessed 17 February 2021).

92. Situation report December 2020: issue no.12: Yemen update. Cairo: WHO Regional Office for the Eastern 
Mediterranean; 2020 (https://reliefweb.int/sites/reliefweb.int/files/resources/WHO%20December%20Situation%20
Report_28.01.2021.pdf).

93. Intentional homicides (per 100,000 people) [online database]. Washington, DC: World Bank (https://data.
worldbank.org/indicator/VC.IHR.PSRC.P5, accessed 4 February 2021).

94. Road safety: estimated road traffic death rate (per 100 000 population), 2016 [online database]. Geneva: World 
Health Organization; 2016 (http://gamapserver.who.int/gho/interactive_charts/road_safety/road_traffic_deaths2/
atlas.html, accessed 17 February 2021).

95. Mortality rate due to road traffic injuries per 100,000 population [online database]. Cairo: WHO Regional Office 
for the Eastern Mediterranean; 2017 (https://rho.emro.who.int/ThemeViz/TermID/134, accessed 17 February).

96. Distribution of road traffic deaths by type of road user (%) [online database]. Geneva: World Health Organization; 
2020 (https://www.who.int/data/gho/data/indicators/indicator-details/GHO/distribution-of-road-traffic-deaths-
by-type-of-road-user-(-), accessed 17 February 2021).

97. The DHS Program: Demographic and Healthy Surveys: country list [website]. Washington, DC: United States 
Agency for International Development (https://dhsprogram.com/countries/country-list.cfm, accessed 17 
February 2021).

98. MICS: surveys [website]. New York, NY: United Nations Children’s Fund; 2021 (http://mics.unicef.org/surveys, 
accessed 17 February 2021).



569

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 2:
HEALTH INEQUITIES IN THE REGION



570

REFERENCES: COVID-19 AND INEQUITIES

REFERENCES  | CHAPTER 3:
COVID-19 AND INEQUITIES

1. COVID-19 and human development: assessing the crisis, envisioning the recovery. New York, NY: United 
Nations Development Programme; 2020 (http://hdr.undp.org/en/hdp-covid).

2. Marmot M, Allen J, Goldblatt P, Herd E, Morrison J. Build back fairer: the COVID-19 Marmot review. The 
pandemic, socioeconomic and health inequalities in England. London: Institute of Health Equity; 2020 (http://
www.instituteofhealthequity.org/resources-reports/build-back-fairer-the-covid-19-marmot-review). 

3. Burström B, Tao W. Social determinants of health and inequalities in COVID-19. Eur J Public Health. 
2020;30(4):617–8. https://doi.org/10.1093/eurpub/ckaa095. 

4. Hawkins RB, Charles EJ, Mehaffey JH. Socio-economic status and COVID-19-related cases and fatalities. 
Public Health. 2020;189:129–34. https://doi.org/10.1016/j.puhe.2020.09.016.

5. Wachtler B, Michalski N, Nowossadeck E, Diercke M, Wahrendorf M, Santos-Hovener C, et al. Socioeconomic 
inequalities and COVID-19 – a review of the current international literature. Journal of Health Monitoring. 
2020;5(S7). doi:10.25646/7059.

6. Bambra C, Riordan R, Ford J, et al. The COVID-19 pandemic and health inequalities. J Epidemiol Community 
Health. 2020;74(11):964–8. doi:10.1136/jech-2020-214401. 

7. Ji Y, Ma Z, Peppelenbosch MP, Pan Q. Potential association between COVID-19 mortality and health-care 
resource availability. Lancet Glob Health. 2020;8(4):e480. doi:10.1016/S2214-109X(20)30068-1. 

8. FAO-WFP early warning analysis of acute food insecurity hotspots: October 2020. Rome: Food and Agriculture 
Organization of the United Nations and World Food Programme; 2020 (http://www.fao.org/3/cb1907en/
CB1907EN.pdf). 

9. Impact of COVID-19 in the Middle East, North Africa, Central Asia, and Eastern Europe – update #7. Rome: 
World Food Programme; 2020 (https://reliefweb.int/report/world/impact-covid-19-middle-east-north-africa-
central-asia-and-eastern-europe-update-7).

10. Response, recovery and prevention in the coronavirus (COVID-19) pandemic in developing countries: women 
and girls on the frontlines [website]. Paris: Organisation for Economic Co-operation and Development; 2020 
(http://www.oecd.org/coronavirus/policy-responses/response-recovery-and-prevention-in-the-coronavirus-
covid-19-pandemic-in-developing-countries-women-and-girls-on-the-frontlines-23d645da/#section-d1e709, 
accessed 18 February 2021). 

11. COVID-19 and its impact on food security in the Near East and North Africa: how to respond? Rome: Food and 
Agriculture Organization of the United Nations; 2020 (http://www.fao.org/3/ca8778en/CA8778EN.pdf).

12. Furceri D, Loungani P, Ostry JD, Pizzuto P. COVID-19 will raise inequality if past pandemics are a guide 
[website]. VoxEu, Centre for Economic Policy Research; 2020 (https://voxeu.org/article/covid-19-will-raise-
inequality-if-past-pandemics-are-guide, accessed 18 February 2021).

13. COVID-19, inequalities and building back better: policy brief by the HLCP Inequalities Task Team. New York, 
NY: United Nations; 2020 (https://www.un.org/development/desa/dspd/wp-content/uploads/sites/22/2020/10/
HLCP-policy-brief-on-COVID-19-inequalities-and-building-back-better-1.pdf).

14. Georgieva K. Confronting the crisis: priorities for the global economy. Statement by the Managing 
Director [website]. Washington, DC: International Monetary Fund; 2020 (https://www.imf.org/en/News/
Articles/2020/04/07/sp040920-SMs2020-Curtain-Raiser, accessed 18 February 2021).

15. Da’ar OB, Haji M, Jradi H. Coronavirus disease 2019 (COVID-19): potential implications for weak health systems 
and conflict zones in the Middle East and North Africa region. Int J Health Plann Manage. 2020;35:1240–5. 
doi:10.1002/hpm.2982.

16. Eastern Mediterranean Regional Office COVID-19 dashboard [website]. Cairo: WHO Regional Office for the 
Eastern Mediterranean (https://app.powerbi.com/w?r=eyJrIjoiN2ExNWI3ZGQtZDk3My00YzE2LWFjYmQtNG
MwZjk0OWQ1MjFhIiwidCI6ImY2MTBjMGI3LWJkMjQtNGIzOS04MTBiLTNkYzI4MGFmYjU5MCIsImMiOjh9, 
accessed 18 February 2021).

17. Salameh P. COVID-19 in the Eastern Mediterranean Region: testing frequency, cumulative cases and mortality 
analysis. East Mediterr Health J. 2020;26(9):1005–10. doi:10.26719/emhj.20.110. 



571

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 3:
COVID-19 AND INEQUITIES

18. Coronavirus (COVID-19) deaths [online database]. Our World in Data; 2021 (https://ourworldindata.org/covid-
deaths, accessed 18 February 2021).

19. Dyer P, Schaider I, Letzkus A. Infographic: cumulative deaths from COVID-19 in the Middle East and North 
Africa [website]. Brookings Institution; 2020 (https://www.brookings.edu/interactives/infographic-cumulative-
deaths-from-covid-19-in-the-middle-east-and-north-africa/, accessed 6 February 2021).

20. Meo S, Abukhalaf A, Alomar A, Alsalame N, Al-Khlaiwi T, Usmani A. Effect of temperature and humidity on the 
dynamics of daily new cases and deaths due to COVID-19 outbreak in Gulf countries in Middle East Region. 
Euro Rev Med Pharmacol Sci. 2020;24(13):7524–33. doi:10.26355/eurrev_202007_21927.

21. Iqbal MM, Abid I, Hussain S, Shahzad N, Wagas MS, Iqbal MJ. The effects of regional climatic condition on the 
spread of COVID-19 at global scale. Sci Total Environ. 2020;739:140101. doi:10.1016/j.scitotenv.2020.140101.

22. Wu Z, McGoogan J. Characteristics of and important lessons from the coronavirus disease 2019 (COVID-19) 
outbreak in China: summary of a report of 72 314 cases from the Chinese Center for Disease Control and 
Prevention. JAMA. 2020;323(13):1239–42. doi:10.1001/jama.2020.2648.

23. Khan A, Althunayyan S, Alsofayan Y, Alotaibi R, Mubarak R, Arafat M, et al. Risk factors associated with worse 
outcomes in COVID-19: a retrospective study in Saudi Arabia. East Mediterr Health J. 2020;26(11):1371–80. 
doi:10.26719/emhj.20.130. 

24. COVID-19 significantly impacts health services for noncommunicable diseases [website]. Geneva: World Health 
Organization; 2020 (https://www.who.int/news/item/01-06-2020-covid-19-significantly-impacts-health-services-
for-noncommunicable-diseases, accessed 8 February 2021).

25. Senghore M, Savi M, Gnangnon B, Hanage W, Okeke I. Leveraging Africa’s preparedness towards the next 
phase of the COVID-19 pandemic. Lancet. 2020;8(7):E884–5. https://doi.org/10.1016/S2214-109X(20)30234-5.

26. Somalia responds: together we can fight COVID-19 in Somalia [website]. International Organization for 
Migration; 2020 (https://www.iom.int/donate/campaigns/somalia-responds, accessed 18 February 2021).

27. Ramírez-Aldana R, Gomez-Verjan JC, Bello-Chavolla OY. Spatial analysis of COVID-19 spread in Iran: insights 
into geographical and structural transmission determinants at a province level. PLoS Negl Trop Dis. 2020;14(11): 
e0008875. https://doi.org/10.1371/journal.pntd.0008875.

28. Alkire S, Dirksen J, Nogales R, Oldiges C. Multidimensional poverty and COVID-19 risk factors: a rapid overview 
of interlinked deprivations across 5.7 billion people. Oxford: Oxford Poverty and Human Development Initiative, 
University of Oxford; 2020 (https://ophi.org.uk/b53/).

29. COVID-19 and human rights: we are all in this together. New York, NY: United Nations; 2020 (https://www.un.org/
victimsofterrorism/sites/www.un.org.victimsofterrorism/files/un_-_human_rights_and_covid_april_2020.pdf).

30. COVID-19: ensuring refugees and migrants are not left behind [website]. Copenhagen: WHO Regional Office 
for Europe; 2020 (https://www.euro.who.int/en/health-topics/health-determinants/migration-and-health/news/
news/2020/4/covid-19-ensuring-refugees-and-migrants-are-not-left-behind, accessed 18 February 2021). 

31. COVID-19 pandemic: COVID-19 pandemic in locations with a humanitarian response plan [online database]. 
Humanitarian Data Exchange; 2020 (https://data.humdata.org/event/covid-19, accessed on 21 January 2021).

32. COVID-19 brief: impact on refugees [website]. Washington, DC: U.S. Global Leadership Coalition; 2020 (https://
www.usglc.org/coronavirus/refugees/, accessed 18 February 2021).

33. WHO UNICEF JMP. Progress on drinking water, sanitation and hygiene in schools: special focus on COVID-19. 
New York, NY: United Nations Children’s Fund and World Health Organization; 2020 (https://washdata.org/sites/
default/files/2020-09/JMP-2020-WASH-schools.pdf).

34. COVID-19: water, sanitation and hygiene in schools: a safe return to schools for refugee children and youth. 
Geneva: United Nations High Commissioner for Refugees; 2020 (https://www.unhcr.org/5fbfdc674.pdf).

35. NRC in Afghanistan [website]. Oslo: Norwegian Refugee Council (https://www.nrc.no/countries/asia/
afghanistan/, accessed 18 February 2021).

36. Alahmad B, Kurdi H, Colonna K et al. COVID-19 stressors on migrant workers in Kuwait: cumulative risk 
considerations. BMJ Glob Health. 2020;5(7):e002995. doi:10.1136/bmjgh-2020-002995.



572

REFERENCES: COVID-19 AND INEQUITIES

REFERENCES  | CHAPTER 3:
COVID-19 AND INEQUITIES

37. Chuloy M. Migrant workers bear brunt of coronavirus pandemic in Gulf [website]. The Guardian; 2020 (https://
www.theguardian.com/world/2020/apr/19/migrant-workers-bear-brunt-of-coronavirus-pandemic-in-gulf, 
accessed 17 February 2021).

38. Koh D. Migrant workers and COVID-19. Occup Environ Med 2020;77(9):634–6. doi:10.1136/
oemed-2020-106626. 

39. Covid in the camps: migrant workers in cramped Gulf dorms fear infection [website]. Beirut: The Economist; 
2020 (https://www.economist.com/middle-east-and-africa/2020/04/23/migrant-workers-in-cramped-gulf-
dorms-fear-infection, accessed 17 February 2021). 

40. Global migration data portal: migration data relevant for the COVID-19 pandemic [online database]. Berlin: 
International Organization for Migration; 2021 (https://migrationdataportal.org/themes/migration-data-relevant-
covid-19-pandemic, accessed 17 February 2021).

41. Bond J. COVID-19, migrant labor, and the case for labor recruitment reform [website]. Council on Foreign 
Relations; 2020 (https://www.cfr.org/blog/covid-19-migrant-labor-and-case-labor-recruitment-reform, accessed 
18 February 2021).

42. Least protected, most affected: migrants and refugees facing extraordinary risks during the COVID-19 
pandemic. Geneva: International Federation of Red Cross and Red Crescent Societies; 2020 (https://media.ifrc.
org/ifrc/document/least-protected-affected-migrants-refugees-facing-extraordinary-risks-covid-19-pandemic/).

43. Covid-19 puts Gulf migrant workers “in dangerous situation” [website]. Geneva: Geneva Solutions; 2020 
(https://genevasolutions.news/global-health/covid-19-puts-gulf-migrant-workers-in-dangerous-situation, 
accessed 17 February 2021).

44. Ali MA, Al-Khani AM, Sidahmed LA. Migrant health in Saudi Arabia during the COVID-19 pandemic. East 
Mediterr Health J. 2020;26(8):879–80. https://doi.org/10.26719/emhj.20.094. 

45. Larochelle MR. “Is it safe for me to go to work?” Risk stratification for workers during the Covid-19 pandemic. N 
Eng J Med. 2020;383(5):e28. doi:10.1056/NEJMp2013413.

46. Coronavirus (COVID-19) related deaths by occupation, England and Wales: deaths registered 
between 9 March and 25 May 2020 [website]. London: Office for National Statistics; 
2020 (https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/
causesofdeath/bulletins/coronaviruscovid19relateddeathsbyoccupationenglandandwales/
deathsregisteredbetween9marchand25may2020, accessed 18 February 2021).

47. Al-Mandhari AS, Brennan RJ, Abubakar A, Hajjeh R. Tackling COVID-19 in the Eastern Mediterranean Region. 
Lancet. 2020;396(10265):1786–8. doi:10.1016/S0140-6736(20)32349-7.

48. Lankarani KB. Why is COVID-19 more deadly among physicians than other health-care workers in the Islamic 
Republic of Iran? East Mediterr Health J. 2020; 26(12):1440–1. doi:10.26719/emhj.20.134.

49. Syria to receive Russian, Chinese COVID-19 vaccines in April [website]. Damascus: Asharq Al-Awsat; 2020 
(https://english.aawsat.com/home/article/2753616/syria-receive-russian-chinese-covid-19-vaccines-april, 
accessed 18 February 2021).

50. Middle East and North Africa region COVID-19: situation report no. 11, 21 October 2020. New York, NY: 
United Nations Children’s Fund; 2020 (https://www.unicef.org/media/89316/file/UNICEF-MENARO-COVID-19-
Situation-Report-No.-11-21-October-2020.pdf).

51. COVID-19 external update: Pakistan. Geneva: United Nations High Commissioner for Refugees; 2020 (https://
reporting.unhcr.org/sites/default/files/UNHCR%20Pakistan%20COVID-19%20update%20December%20
2020.pdf).

52. Sherlock R. Lebanon’s full hospitals turn away coronavirus patients amid record daily cases [website]. 
Washington, DC: National Public Radio; 2021 (https://www.npr.org/sections/coronavirus-live-
updates/2021/01/08/954478781/lebanons-full-hospitals-turn-away-coronavirus-patients-amid-record-daily-
cases?t=1612695980788, accessed 7 February 2021).



573

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 3:
COVID-19 AND INEQUITIES

53. Intensive care units in Tunisian state hospitals reach 80% capacity [website]. Tunis: Reuters; 2020 (https://www.
reuters.com/article/health-coronavirus-tunisia-int-idUSKBN2761IW, accessed 7 February 2021).

54. Policy and institutional responses to COVID-19 in the Middle East and North Africa: Morocco. Doha: Brookings 
Doha Center; 2020 (https://www.brookings.edu/wp-content/uploads/2020/12/MENA-Covid-19-Survey-
Morocco.pdf).

55. Syrian Arab Republic UN Country Team. Framework for the immediate socio-economic response to COVID-19 
for Syrian Arab Republic. United Nations Development Programme; 2020 (https://unsdg.un.org/resources/
framework-immediate-socio-economic-response-covid-19-syrian-arab-republic).

56. Libya: fighting COVID-19 in times of conflict [website]. Geneva: World Health Organization; 2020 (https://www.
who.int/news-room/feature-stories/detail/libya-fighting-covid-19-in-times-of-conflict, accessed 18 February 
2021).

57. Devi S. Funding crisis threatens Palestinian refugee agency. Lancet. 2020;396(10264):1714. doi:10.1016/S0140-
6736(20)32527-7.

58. Shifat Ahmed SAK, Ajisola M, Azeem K, Bakibinga P, Chen YF, Nayeem Choudhury N, et al. Impact of the 
societal response to COVID-19 on access to healthcare for non-COVID-19 health issues in slum communities 
of Bangladesh, Kenya, Nigeria and Pakistan: results of pre-COVID and COVID-19 lockdown stakeholder 
engagements. BMJ Glob Health. 2020;5(8):e003042. doi:10.1136/bmjgh-2020-003042.

59. United Nations Lebanon. Rapid socio-economic impact assessment. New York, NY: United Nations; 2020 
(https://www.arabstates.undp.org/content/rbas/en/home/library/crisis-response0/rapid-socio-economic-
impact-assessment-lebanon.html).

60. Asi YM. Migrant workers’ health and COVID-19 in GCC countries. Washington, DC: Arab Center Washington 
DC; 2020 (http://arabcenterdc.org/policy_analyses/migrant-workers-health-and-covid-19-in-gcc-countries/).

61. OCHA on behalf of Humanitarian Country Team and partners. Humanitarian needs overview Afghanistan. New 
York, NY: United Nations Office for the Coordination of Humanitarian Affairs; 2020 (https://reliefweb.int/sites/
reliefweb.int/files/resources/afghanistan_humanitarian_needs_overview_2021_0.pdf).

62. Individuals using the internet (% of population) [online database]. Washington, DC: World Bank (https://data.
worldbank.org/indicator/IT.NET.USER.ZS, accessed 7 February 2021). 

63. The impact of COVID-19 on gender equality in the Arab Region. Policy brief 4. Beirut: Economic and Social 
Commission for Western Asia, UN Women; 2020 (https://digitallibrary.un.org/record/3873600). 

64. Unlocking the lockdown gender-differentiated consequences of COVID-19 in Afghanistan. New York, NY: UN 
Women and International Rescue Committee; 2020 (https://www.rescue.org/sites/default/files/document/5373/
covid-19surveyreport121020.pdf). 

65. Practical guidance for risk communication and community engagement (RCCE) for refugees, internally 
displaced persons (IDPs), migrants, and host communities particularly vulnerable to the Covid-19 pandemic. 
Vienna: United Nations Office on Drugs and Crime; 2020 (https://www.unodc.org/documents/drug-prevention-
and-treatment/Practical-Guidance-RCCE-Refugees-IDPs-Migrants.pdf).

66. OCHA Afghanistan. Afghanistan: COVID-19 multi-sectoral response operational situation report. New York, NY: 
United Nations Office for the Coordination of Humanitarian Affairs; 2020 (https://reliefweb.int/report/afghanistan/
afghanistan-covid-19-multi-sectoral-response-operational-situation-report-12-0).

67. WHO Somalia: working with an expanded network of national and international partners to address COVID-19. 
Geneva: World Health Organization; 2020 (https://www.who.int/publications/m/item/somalia-working-with-an-
expanded-network-of-national-and-international-partners-to-address-covid-19). 

68. Five charts that illustrate COVID-19’s impact on the Middle East and Central Asia [website]. Washington, DC: 
International Monetary Fund; 2020 (https://www.imf.org/en/News/Articles/2020/07/14/na071420-five-charts-
that-illustrate-covid19s-impact-on-the-middle-east-and-central-asia, accessed 18 February 2021).

69. Global economic prospects: Middle East and North Africa, June 2020. Washington, DC: World Bank; 2020 
(http://pubdocs.worldbank.org/en/638331588788199341/Global-Economic-Prospects-June-2020-Regional-
Overview-MENA.pdf).



574

REFERENCES: COVID-19 AND INEQUITIES

REFERENCES  | CHAPTER 3:
COVID-19 AND INEQUITIES

70. MENA: trade and regional integration are critical to economic recovery in the post-Covid era [website]. World 
Bank; 2020 (https://www.worldbank.org/en/news/press-release/2020/10/19/mena-trade-and-regional-
integration-are-critical-to-economic-recovery-in-the-post-covid-era, accessed 18 February 2021).

71. Manuel M, Carson L, Samman E, Evans M. Financing the reduction of extreme poverty post-Covid-19 [website]. 
London: Overseas Development Institute (ODI); 2020 (https://www.odi.org/publications/17516-financing-
reduction-extreme-poverty-post-covid, accessed 18 February 2021).

72. Arezki R, Moreno-Dodson B, Yuting Fan R, Gansey R, Nguyen Ha, Cong Nguyen M, et al. Trading together: 
reviving Middle East and North Africa regional integration in the post-COVID era. Middle East and North 
Africa Economic Update. Washington, DC: World Bank; 2020 (https://openknowledge.worldbank.org/
handle/10986/34516).

73. Lakner C, Yonzan N, Gerszon Mahler D, Castaneda Aguilar RA, Wu H. Updated estimates of the impact of 
COVID-19 on global poverty: looking back at 2020 and the outlook for 2021 [website]. Washington, DC: World 
Bank; 2020 (https://blogs.worldbank.org/opendata/updated-estimates-impact-covid-19-global-poverty-looking-
back-2020-and-outlook-2021, accessed 18 February 2021). 

74. Policy brief: the impact of COVID-19 on the Arab region: an opportunity to build back better. New York, NY: 
United Nations; 2020 (https://www.un.org/sites/un2.un.org/files/sg_policy_brief_covid-19_and_arab_states_
english_version_july_2020.pdf). 

75. Poverty: overview [website]. Washington, DC: World Bank; 2020 (https://www.worldbank.org/en/topic/poverty/
overview, accessed 18 February 2021). 

76. Poverty and shared prosperity 2020: reversals of fortune. Washington, DC: World Bank; 2020 (https://
openknowledge.worldbank.org/bitstream/handle/10986/34496/9781464816024.pdf). 

77. United Nations, World Bank. Strategic note summary of: the social and economic impact of the Covid-19 crisis 
in Morocco. Washington, DC: World Bank; 2020 (http://pubdocs.worldbank.org/en/852971598449488981/ENG-
The-Social-and-Economic-Impact-of-the-Covid-19-Crisis-in-Morocco.pdf). 

78. COVID-19 crisis response in MENA countries [website]. Paris: Organisation for Economic Co-operation and 
Development; 2020 (https://www.oecd.org/coronavirus/policy-responses/covid-19-crisis-response-in-mena-
countries-4b366396/#annex-d1e2136, accessed 18 February 2021).

79. Akmal M, Crawfurd L, Hares S, Minardi AL. COVID-19 in Pakistan: a phone survey to assess education, 
economic, and health-related outcomes. CGD policy paper 188. Washington, DC: Center for Global 
Development; 2020 (https://www.cgdev.org/publication/covid-19-pakistan-phone-survey-assess-education-
economic-and-health-related-outcomes).

80. Impact of COVID-19 in the Middle East, North Africa, Central Asia, and Eastern Europe – update #6. Rome: 
World Food Programme; 2020 (https://reliefweb.int/report/world/impact-covid-19-middle-east-north-africa-
central-asia-and-eastern-europe-update-6).

81. World Bank Group and UNHCR. Compounding misfortunes: changes in poverty since the onset of Covid-19 on 
Syrian refugees and host communities in Jordan, the Kurdistan region of Iraq and Lebanon. Washington, DC: 
World Bank; 2020 (http://documents1.worldbank.org/curated/en/878321608148278305/pdf/Compounding-
Misfortunes-Changes-in-Poverty-Since-the-Onset-of-COVID-19.pdf).

82. Siegfried K. The refugee brief – 18 December 2020 [website]. Geneva: United Nations High Commissioner 
for Refugees; 2020 (https://www.unhcr.org/refugeebrief/the-refugee-brief-18-december-2020/, accessed 18 
February 2021).

83. Impact of COVID-19 on social cohesion in Iraq. Baghdad: United Nations Development Programme; 2020 
(https://www.arabstates.undp.org/content/rbas/en/home/library/crisis-response0/impact-of-covid-19-on-social-
cohesion-in-iraq.html).

84. Bottan N, Hoffmann B, Vera-Cossio D. The unequal impact of the coronavirus pandemic: evidence from 
seventeen developing countries. PLoS ONE. 2020:15(10):e0239797. doi:10.1371/journal.pone.0239797.

85. Populations at risk: implications of COVID-19 for hunger, migration and displacement. Geneva and Rome: World 
Food Programme, International Organization for Migration; 2020 (https://migration.iom.int/reports/populations-
risk-implications-covid-19-hunger-migration-and-displacement).



575

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 3:
COVID-19 AND INEQUITIES

86. ILO monitor: ILO monitor: COVID-19 and the world of work: sixth edition. Geneva: International Labour 
Organization; 2020 (https://www.ilo.org/wcmsp5/groups/public/---dgreports/---dcomm/documents/
briefingnote/wcms_755910.pdf).

87. Molini V, Lassoued A. How the coronavirus affects the poor in Tunisia: first findings [website]. Washington, DC: 
World Bank; 2020 (https://blogs.worldbank.org/arabvoices/how-coronavirus-affects-poor-tunisia-first-findings, 
accessed 7 February 2021).

88. Monitoring the socio-economic impacts of COVID-19 on Djiboutian households: results from second wave of 
survey (September 20–October 18). Washington, DC: World Bank; 2020 (http://documents1.worldbank.org/
curated/en/592371609912726337/pdf/Monitoring-the-Socio-Economic-Impacts-of-COVID-19-on-Djiboutian-
Households-Results-from-Second-Wave-of-Survey.pdf).

89. Wang F, Tian C, Qin W. The impact of epidemic infectious diseases on the wellbeing of migrant workers: a 
systematic review. International Journal of Wellbeing. 2020;10(3):7–25. doi:10.5502/ijw.v10i3.1301. 

90. Suresh R, James J, Balraju RSJ. Migrant workers at crossroads - the Covid-19 pandemic and the migrant 
experience in India. Soc Work Public Health. 2020;35(7):633–43. doi:10.1080/19371918.2020.1808552. 

91. Karim MR, Islam MT, Talukder B. COVID-19’s impacts on migrant workers from Bangladesh: in search of policy 
intervention. World Development. 2020;136:105123. doi:10.1016/j.worlddev.2020.105123.

92. Danylyshyn B. The peculiarities of economic crisis due to COVID-19 pandemic in a developing country: 
case of Ukraine. Problems and Perspectives in Management. 2020;18(2):13–22. http://dx.doi.org/10.21511/
ppm.18(2).2020.02.

93. Hashmi, S. Coronavirus leaves Gulf migrant workers stranded [website]. Dubai: BBC News; 2020. (www.bbc.
com/news/world-middle-east-52655131, accessed 18 February 2021).

94. Abdulla G, Almoayyed D, Al-Sebaie F, Al-Ubaydli O. An assessment of the socio-economic impact of Covid-19 
in Bahrain: analysis of survey data from Bahrain and comparative surveys from the UK and US. United 
Nations Development Programme; 2020 (https://www.bh.undp.org/content/bahrain/en/home/presscenter/
pressreleases/2020/An_Assessment_of_the_Socioeconomic_Impact_of_Covid19_in_Bahrain.html).

95. Sudan country refugee response plan: 2020 mid-year report. Refugee Consultation Forum; 2020 (https://data2.
unhcr.org/en/documents/details/83568).

96. Afghanistan: informal settlement assessment: factsheet booklet of multi-cluster & COVID-19 analysis. Round 2, 
December 2020. Washington, DC: United States Agency for International Development, REACH initiative; 2020 
(https://reliefweb.int/sites/reliefweb.int/files/resources/REACH_AFG_Informal-Settlements-Monitoring-ISETs_
Round-2_Factsheet-Profile-Booklet.pdf).

97. Mbiyozo AN. Migrant smugglers are profiting from travel restrictions [website]. Institute for Security Studies; 
2020 (https://issafrica.org/iss-today/migrant-smugglers-are-profiting-from-travel-restrictions), accessed 18 
February 2021.

98. Alahmad B, Kurdi H, Colonna K, Gasana J, Agnew J, Fox MA. COVID-19 stressors on migrant workers in 
Kuwait: cumulative risk considerations. BMJ Glob Health. 2020;5(7):e002995. doi:10.1136/bmjgh-2020-002995.

99. Cancho CA, Pradhan T. Mitigating the poverty implications of COVID-19 in Afghanistan [website]. Washington, 
DC: World Bank; 2020 (https://blogs.worldbank.org/endpovertyinsouthasia/mitigating-poverty-implications-
covid-19-afghanistan, accessed 18 February 2021). 

100. Data release: remittances to low- and middle-income countries on track to reach $551 billion in 2019 and $597 
billion by 2021 [website]. Washington, DC: World Bank; 2019 (https://blogs.worldbank.org/peoplemove/data-
release-remittances-low-and-middle-income-countries-track-reach-551-billion-2019, accessed 18 February 
2021).

101. Ratha D, De S, Ju EK, Plaza S, Seshan G, Yameogo ND. Phase II: COVID-19 crisis through a migration lens. 
Migration and development brief 33. Washington, DC: KNOMAD-World Bank; 2020 (https://www.knomad.org/
publication/migration-and-development-brief-33).



576

REFERENCES: COVID-19 AND INEQUITIES

REFERENCES  | CHAPTER 3:
COVID-19 AND INEQUITIES

102. UNHCR Jordan – year in review. Supporting refugees in Jordan: what we achieved in 2020. Geneva: United 
Nations High Commissioner for Refugees; 2020 (https://reporting.unhcr.org/sites/default/files/UNHCR%20
Jordan%20-%202020%20Year%20in%20Review.pdf).

103. Pakravan-Charvadeh MR, Mohammadi-Nasrabadi F, Gholamreza S, Vatanparast H, Flora C, Nabavi-
Pelesaraei A. The short-term effects of COVID-19 outbreak on dietary diversity and food security status 
of Iranian households (a case study in Tehran province). J Clean Prod. 2021;281:124537. doi:10.1016/j.
jclepro.2020.124537.

104. Ali A, Ahmed M, Hassan N. Socioeconomic impact of COVID‐19 pandemic: evidence from rural mountain 
community in Pakistan. J Public Affairs. 2020;e2355. doi.org/10.1002/pa.2355.

105. Wilkinson A. Local response in health emergencies: key considerations for addressing the COVID-19 pandemic 
in informal urban settlements. Environment & Urbanization. 2020;32(2)1–20. DOI:10.1177/0956247820922843.

106. Food crisis likely to worsen in the Middle East and North Africa as COVID-19 continues [website]. Cairo: WHO 
Regional Office for the Eastern Mediterranean; 2020 (http://www.emro.who.int/media/news/food-crisis-likely-to-
worsen-in-the-middle-east-and-north-africa-as-covid-19-continues.html, accessed 18 February 2021).

107. Elsahoryi N, Al-Sayyed H, Odeh M, McGrattan A, Hammad F. Effect of Covid-19 on food security: a cross-
sectional survey. Clin Nutr ESPEN. 2020;40:171–8. doi:10.1016/j.clnesp.2020.09.026.

108. COVID-19 level 3 emergency: external situation report #17. Rome: World Food Programme; 2020 (https://www.
wfp.org/publications/covid-19-situation-reports). 

109. UNHCR global COVID-19 emergency response – 22 December 2020. Geneva: United Nations High 
Commissioner for Refugees; 2020 (https://reporting.unhcr.org/sites/default/files/UNHCR%20Global%20
COVID-19%20Emergency%20Response%2022%20December%202020.pdf).

110. Policy brief: the impact of COVID-19 on food security and nutrition. New York, NY: United Nations; 2020 (https://
www.un.org/sites/un2.un.org/files/sg_policy_brief_on_covid_impact_on_food_security.pdf). 

111. World Food Day: rising food prices, job losses, and unabated conflict spark fears of rising hunger in 
communities across Africa [website]. International Committee of the Red Cross; 2020 (https://www.icrc.org/en/
document/world-food-day-rising-food-prices-job-losses-and-unabated-conflict-spark-fears-rising, accessed 18 
February 2021). 

112. A chance for every school child: partnering to scale up school health and nutrition in the COVID era. Rome: 
World Food Programme; 2020 (https://docs.wfp.org/api/documents/WFP-0000117436/download/?_
ga=2.155348091.1747939747.1603483082-569884006.1603483082).

113. Afghanistan: countrywide weekly market price bulletin: issue 29 (covering 5th week of November 2020). Rome: 
World Food Programme; 2020 (https://reliefweb.int/sites/reliefweb.int/files/resources/WFP-0000121710.pdf).

114. Policy brief: education during COVID-19 and beyond, August 2020. New York, NY: United Nations; 2020 
(https://www.un.org/development/desa/dspd/wp-content/uploads/sites/22/2020/08/sg_policy_brief_covid-19_
and_education_august_2020.pdf).

115. Hanushek EA, Woessmann L. The economic impacts of learning losses. Paris: Organisation for Economic Co-
operation and Development; 2020 (https://www.oecd.org/education/The-economic-impacts-of-coronavirus-
covid-19-learning-losses.pdf).

116. Azevedo JP, Hasan A, Goldemberg D, Iqbal SA, Geven K. Simulating the potential impacts of COVID-19 school 
closures on schooling and learning outcomes: a set of global estimates. World Bank; 2020 (http://pubdocs.
worldbank.org/en/798061592482682799/covid-and-education-June17-r6.pdf).

117. Araújo LA, Veloso CF, Souza MC, Azevedo JMC, Tarro G. The potential impact of the COVID-19 pandemic on 
child growth and development: a systematic review. J Pediatr (Rio J). 2020; doi:10.1016/j.jped.2020.08.008 
[e-pub ahead of print].

118. Armitage R, Nellums LB. Considering inequalities in the school closure response to COVID-19. Lancet Glob 
Health. 2020; 8(5):e644. doi:10.1016/S2214-109X(20)30116-9.



577

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 3:
COVID-19 AND INEQUITIES

119. UNESCO Institute for Statistics (UIS): out-of-school rate for children of primary school age, female. Year: 2014 
and 2017. Country: Liberia [online database]. Montreal: United Nations Educational, Scientific and Cultural 
Organization; 2020 (http://data.uis.unesco.org/).

120. UNESCO Institute for Statistics (UIS): gross enrolment ratio, secondary, gender parity index (GPI). Year: 2011. 
Country: Guinea [online database]. Montreal: United Nations Educational, Scientific and Cultural Organization; 
2020 (http://data.uis.unesco.org/).

121. Bandiera O, Buehren N, Goldstein M, Rasul I, Smurra A. The economic lives of young women in the time of 
Ebola: lessons from an empowerment programme. London: International Growth Centre; 2018 (https://www.
theigc.org/wp-content/uploads/2018/06/Bandiera-et-al-2018-Working-Paper_rev-Dec-2018.pdf).

122. Impact of COVID-19 on children in the Middle East and North Africa. New York, NY: United Nations Children’s 
Fund; 2020 (https://www.unicef.org/mena/media/10231/file/Impact%20of%20COVID%20on%20Children-
Snapshot%20report.pdf%20.pdf).

123. Vegas E. School closures, government responses, and learning inequality around the world during COVID-19 
[website]. Brookings Institution; 2020 (https://www.brookings.edu/research/school-closures-government-
responses-and-learning-inequality-around-the-world-during-covid-19/, accessed 8 February 2021).

124. Edwards J. Protect a generation. Save the Children; 2020 (https://www.savethechildren.org.za/sci-za/
files/21/211c29cd-81f6-479b-b8f7-13e6d3916b6d.pdf).

125. UNHCR global COVID-19 emergency response – 13 November 2020. Geneva: United Nations High 
Commissioner for Refugees; 2020 (https://reporting.unhcr.org/sites/default/files/13112020_UNHCR%20
Global%20COVID-19%20Emergency%20Response.pdf).

126. In constant fear of eviction: an analysis of shelter insecurity for vulnerable refugee households in Lebanon 
during Covid-19. Lebanon Protection Consortium, International Rescue Committee; 2020 (https://www.nrc.no/
resources/reports/in-constant-fear-of-eviction/).

127. Aftershock: abuse, exploitation & human trafficking in the wake of COVID-19. Global Protection Cluster; 2020 
(https://www.globalprotectioncluster.org/wp-content/uploads/Global-Protection-Update_191120.pdf). 

128. Policy brief: the impact of COVID-19 on women. New York, NY: United Nations; 2020 (https://www.unwomen.
org/en/digital-library/publications/2020/04/policy-brief-the-impact-of-covid-19-on-women).

129. Impact of the COVID-19 pandemic on family planning and ending gender-based violence, female genital 
mutilation and child marriage. New York, NY: United Nations Population Fund: 2020 (https://www.unfpa.org/
resources/impact-covid-19-pandemic-family-planning-and-ending-gender-based-violence-female-genital).

130. Abuhammad S. Violence against Jordanian women during COVID-19 outbreak. Int J Clin Pract. 2020;7;e13824. 
doi:10.1111/ijcp.13824.

131. UN Women, WHO, UNFPA, NCLW. Gender alert on COVID-19 in Lebanon: issue no. 3 on gender-based violence 
and justice, 3 June 2020. Cairo: UN Women Regional Office for Arab States (https://arabstates.unwomen.org/
en/digital-library/publications/2020/04/gender-alert-on-covid-19-lebanon). 

132. Impact of COVID-19 on violence against women and girls in the Arab States through the lens of women’s civil 
society organizations. Cairo: UN Women Regional Office for Arab States; 2020 (https://arabstates.unwomen.
org/en/digital-library/publications/2020/12/brief-the-impact-of-covid19-on-vaw-in-the-arab-states-through-the-
lens-of-women-csos).

133. COVID-19 global gender response tracker: factsheet: Northern Africa and Western Asia, version 1 (September 
28, 2020). New York, NY: United Nations Development Programme; 2020 (https://www.undp.org/content/undp/
en/home/librarypage/womens-empowerment/COVID-19-Global-Gender-Response-Tracker.html).

134. GBV/FGM rapid assessment report: in the context of COVID-19 pandemic in Somalia. UNFPA Somalia: 2020 
(https://somalia.unfpa.org/en/publications/gbvfgm-rapid-assessment-report-context-covid-19-pandemic-
somalia). 

135. Bhan G, Surie A, Horwood C, Dobson R, Alfers L, Portela A, et al. Informal work and maternal and child 
health: a blind spot in public health and research. Bull World Health Organ. 2020;98:219–21. doi:10.2471/
BLT.19.231258.



578

REFERENCES: COVID-19 AND INEQUITIES

REFERENCES  | CHAPTER 3:
COVID-19 AND INEQUITIES

136. COVID-19 crisis in the MENA region: impact on gender equality and policy responses. Paris: Organisation for 
Economic Co-operation and Development; 2020 (https://www.oecd.org/coronavirus/policy-responses/covid-19-
crisis-in-the-mena-region-impact-on-gender-equality-and-policy-responses-ee4cd4f4/). 

137. van Daalen KR, Bajnoczki C, Chowdhury M, Dada S, Khorsand P, Socha A, et al. Symptoms of a broken 
system: the gender gaps in COVID-19 decision-making. BMJ Glob Health. 2020;5(10):e003549. doi:10.1136/
bmjgh-2020-003549.

138. Mostafa A, Sabry W, Mostafa NS. COVID-19-related stigmatization among a sample of Egyptian healthcare 
workers. PLoS One. 2020;5(12):e0244172. doi:10.1371/journal.pone.0244172. 

139. Devi S. COVID-19 exacerbates violence against health workers. Lancet. 2020;396(10252):658. doi:10.1016/
S0140-6736(20)31858-4. 

140. Megnin-Viggars O, Carter P, Melendez-Torres G, Weston D, Rubin G. Facilitators and barriers to engagement 
with contact tracing during infectious disease outbreaks: a rapid review of the evidence. PLoS ONE. 
2020;15(10):e0241473. doi:10.1371/journal.pone.0241473.

141. Makoni M. COVID-19 in Africa: half a year later. Lancet Infect Dis. 2020;20(10):1127. doi:10.1016/S1473-
3099(20)30708-8.

142. Yee V. Virus forces Persian Gulf states to reckon with migrant labor [website]. New York, NY: New York Times; 
2020 (https://www.nytimes.com/2020/05/09/world/middleeast/virus-forces-persian-gulf-states-to-reckon-with-
migrant-labor.html, accessed 18 February 2021).

143. Nnaji CA, Moodley J. Impact of the COVID-19 pandemic on cancer diagnosis, treatment and research in African 
health systems: a review of current evidence and contextual perspectives. ecancer. 2021;15:1170. https://doi.
org/10.3332/ecancer.2021.1170. 

144. The COVID-19 pandemic in the Eastern Mediterranean Region (EM/RC67/7). Cairo: WHO Regional Office for the 
Eastern Mediterranean; 2020 (https://applications.emro.who.int/docs/EMRC677-eng.pdf?ua=1).

145. COVIDSurg Collaborative. Elective surgery cancellations due to the COVID‐19 pandemic: global predictive 
modelling to inform surgical recovery plans. BJS Society. 2020;107(11):1440–9. https://doi.org/10.1002/
bjs.11746. 

146. WHO and UNICEF warn of a decline in vaccinations during COVID-19 [website]. Geneva/New York: World 
Health Organization and United Nations Children’s Fund; 2020 (https://www.who.int/news-room/detail/15-07-
2020-who-and-unicef-warn-of-a-decline-in-vaccinations-during-COVID-19, accessed 18 February 2021).

147. Walker D, Chandir S. COVID-19’s lost generation of unvaccinated children. Lancet Glob Health. 2021;9(3):e250. 
doi:10.1016/S2214-109X(20)30535-0.

148. Chandir S, Siddiqi DA, Setayesh H, Khan AJ. Impact of COVID-19 lockdown on routine immunisation in Karachi, 
Pakistan. Lancet Glob Health. 2020;8(9):e1118-20. doi:10.1016/S2214-109X(20)30290-4. 

149. Global humanitarian overview 2021: Iraq HRP [website]. New York, NY: United Nations Office for the 
Coordination of Humanitarian Affairs; 2021 (https://gho.unocha.org/iraq, accessed 8 February 2021).

150. Polio vaccination campaigns resume in Afghanistan and Pakistan after COVID-19 disruptions leave 50 million 
children unimmunized [website]. New York, NY: United Nations Children’s Fund; 2020 (https://www.unicef.org/
press-releases/polio-vaccination-campaigns-resume-afghanistan-and-pakistan-after-covid-19, accessed 18 
February 2021). 

151. COVID-19 and social protection in Europe and Central Asia: a moment of opportunity to expand and strengthen 
social protection mechanisms to safeguard health, well-being and livelihoods, leaving no one behind. 
International Labour Organization, United Nations Children’s Fund, World Health Organization, United Nations 
Economic Commission for Europe, United Nations Issue-based Coalition on Social Protection, United Nations 
Sustainable Development Group; 2020 (https://socialprotection.org/discover/publications/covid-19-and-social-
protection-europe-and-central-asia-moment-opportunity).

152. Fiscal policy for an unprecedented crisis [website]. Washington, DC: International Monetary Fund; 2020 (https://
blogs.imf.org/2020/10/14/fiscal-policy-for-an-unprecedented-crisis/, accessed 18 February 2021).



579

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 3:
COVID-19 AND INEQUITIES

153. Martin A, Markhvida M, Halegatte S, Walsh B. Socio-economic impacts of COVID-19 on household 
consumption and poverty. Econ Disaster Clim Chang. 2020:1–27. doi:10.1007/s41885-020-00070-3.

154. Ahsan N, Xing S, Barkat MQ, Sana A, Ali A, Farwa B, et al. Epidemic spread and its management through 
governance and leadership response influencing the arising challenges around COVID-19 in Pakistan—a 
lesson learnt for low income countries with limited resource. Front Public Health. 2021;8:573431. https://doi.
org/10.3389/fpubh.2020.573431.

155. Sudan COVID-19 update, 11 June 2020. Geneva: United Nations High Commissioner for Refugees; 2020 
(https://data2.unhcr.org/en/documents/details/77104).

156. COVID-19 global gender response tracker [online database]. New York, NY: United Nations Development 
Programme (https://data.undp.org/gendertracker/, accessed 18 February 2021).

157. General Assembly adopts 4 humanitarian aid resolutions, as delegates brace for COVID-19’s broader impact 
amid threat of famine, economic hardship [website]. New York, NY: United Nations; 2020 (https://www.un.org/
press/en/2020/ga12300.doc.htm, accessed 18 February 2021). 

158. Global humanitarian assistance report 2020. Development Initiatives; 2020 (https://devinit.org/resources/global-
humanitarian-assistance-report-2020/#downloads). 

159. UNICEF humanitarian action for children 2021: overview. New York, NY: United Nations Children’s Fund; 2020 
(https://www.unicef.org/media/88416/file/HAC-2021-overview.pdf). 

160. COVID-19 supplementary appeal 2021. Geneva: United Nations High Commissioner for Refugees; 2020 (https://
reporting.unhcr.org/sites/default/files/COVID-19%20Supplementary%20Appeal%202021%20-%2018%20
December%202020_0.pdf). 

161. COVID-19 response: Somalia, as at 21 May 2020. Geneva: United Nations High Commissioner for Refugees; 
2020 (https://reporting.unhcr.org/sites/default/files/UNHCR%20Somalia%20COVID-19%20Update%20-%20
21MAY20.pdf).

162. Sudan flash update: issue no. 7 – 8 September 2020. Geneva: United Nations High Commissioner for 
Refugees; 2020 (https://reliefweb.int/sites/reliefweb.int/files/resources/Flash%20Update%207%20Sudan%20
Flooding%20final.pdf).

163. Coronavirus international update [website]. London: Muslim Aid; 2020 (https://www.muslimaid.org/media-
centre/news/coronavirus-international-update/, accessed 17 February 2021).

164. Coronavirus appeal: those who are already vulnerable are at higher risk [website]. London: Islamic Relief; 2020 
(https://www.islamic-relief.org.uk/coronavirus-emergency-appeal/, accessed 17 February 2021).

165. Global Humanitarian Response Plan COVID-19: progress report: fourth edition, 17 November 2020. New York, 
NY: United Nations Office for the Coordination of Humanitarian Affairs; 2020 (https://reliefweb.int/report/world/
global-humanitarian-response-plan-covid-19-progress-report-fourth-edition-17-november).

166. MENA faces mixed prospects on vaccine rollout in 2021-22 [website]. The Economist Intelligence Unit; 2021 
(https://www.eiu.com/n/mena-faces-mixed-prospects-on-vaccine-rollout-in-2021-22/, accessed 8 February 2021).

167. COVAX: Commitment agreements as of 15 December 2020. Geneva: Gavi, the Vaccine Alliance; 2020 (https://
www.gavi.org/sites/default/files/covid/pr/COVAX_CA_COIP_List_COVAX_PR_15-12.pdf). 

168. Berkley S. COVAX explained [website]. Geneva: Gavi, the Vaccine Alliance; 2020. (https://www.gavi.org/
vaccineswork/covax-explained, accessed 8 February 2021).

169. Occupied Palestinian territory and Tunisia notified of indicative allocation of COVID-19 vaccine doses during first 
half of 2021 via COVAX Facility [website]. Cairo: WHO Regional Office for the Eastern Mediterranean; 2021 (http://
www.emro.who.int/media/news/occupied-palestinian-territory-and-tunisia-notified-of-indicative-allocation-of-
covid-19-vaccine-doses-during-first-half-of-2021-via-covax-facility.html, accessed 18 February 2021).

170. Brogan C. Q&A: cold chains, COVID-19 vaccines and reaching low-income countries [website]. London: 
Imperial College London; 2020 (http://www.imperial.ac.uk/news/209993/qa-cold-chains-covid-19-vaccines-
reaching/, accessed 8 February 2021).



580

REFERENCES: COVID-19 AND INEQUITIES

REFERENCES  | CHAPTER 3:
COVID-19 AND INEQUITIES

171. Haynes L. GPs raise alarm over low uptake of COVID-19 vaccine in BAME patients [website]. GP Online; 2021 
(https://www.gponline.com/gps-raise-alarm-low-uptake-covid-19-vaccine-bame-patients/article/1704790, 
accessed 18 February 2021).

172. Majority of Africans would take a safe and effective COVID-19 vaccine [website]. Addis Ababa: Africa CDC; 
2020 (https://africacdc.org/news-item/majority-of-africans-would-take-a-safe-and-effective-covid-19-vaccine/, 
accessed 8 February 2021).

173. New poll finds BAME groups less likely to want COVID vaccine [website]. London: Royal Society for Public 
Health; 2020 (https://www.rsph.org.uk/about-us/news/new-poll-finds-bame-groups-less-likely-to-want-covid-
vaccine.html, accessed 8 February 2021).

174. The World Bank in Morocco: overview [website]. Washington, DC: World Bank; 2020 (https://www.worldbank.
org/en/country/morocco/overview, accessed 18 February 2021).

175. Sadiki L. Pandemic politics: Tunisia’s ‘success’ in fighting COVID-19: blighted by lingering marginalization? 
[website]. Brookings Institution; 2020 (https://www.brookings.edu/opinions/pandemic-politics-tunisias-success-
in-fighting-covid-19-blighted-by-lingering-marginalization, accessed 18 February 2021).

176. The Tunisian Parliament adopts a bill on the social and solidarity economy [website]. Geneva: International 
Labour Organization; 2020 (https://www.ilo.org/global/topics/cooperatives/news/WCMS_749012/lang--en/
index.htm), accessed 18 February 2021.

177. Policy responses to COVID-19: policy tracker [website]. Washington, DC: International Monetary Fund; 2020 
(imf.org/en/Topics/imf-and-covid19/Policy-Responses-to-COVID-19, accessed 19 October 2020).

178. Heger M, Sieghart L. Going green after COVID-19 will help MENA economies recover better [website]. 
Washington, DC: World Bank; 2020 (https://blogs.worldbank.org/arabvoices/going-green-after-covid-19-will-
help-mena-economies-recover-better, accessed 19 February 2021).

179. Qatar to pay workers in quarantine full salaries [website]. Al Jazeera; 2020 (https://www.aljazeera.com/
news/2020/4/1/qatar-to-pay-workers-in-quarantine-full-salaries, accessed 19 February 2021).

180. UN labor body: Qatar ‘dismantles’ kafala system [website]. Dubai: AP News; 2020 (https://apnews.com/article/
international-news-middle-east-business-united-nations-6e69edfb5d3bd9452540548625ef0ac8, accessed 18 
February 2021).

181. Batrawry A. Saudi Arabia to remove key restrictions on migrant laborers [website]. Dubai: AP News; 2020 
(https://apnews.com/article/international-news-dubai-migrant-workers-saudi-arabia-united-arab-emirates-6cb5
e681b00893e200fec707d92dba06, accessed 18 February 2021).

182. Bahrain: Covid-19 labour law changes “welcome” but NGO calls on Govt. to provide assistance to workers 
[website]. London: Business and Human Rights Resource Centre; 2020 (https://www.business-humanrights.org/
en/latest-news/bahrain-covid-19-labour-law-changes-welcome-but-ngo-calls-on-govt-to-provide-assistance-
to-workers/, accessed 18 February 2021).



581

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 3:
COVID-19 AND INEQUITIES



582

REFERENCES: CONFLICT AND CONSEQUENCES AND MIGRATION

REFERENCES  | CHAPTER 4:
CONFLICT AND CONSEQUENCES AND MIGRATION

1. Emergencies [website]. Geneva: World Health Organization; 2020 (https://www.who.int/emergencies/crises/en/, 
accessed 18 January 2021).

2. GBD compare: viz hub [online database]. Seattle, WA: Institute for Health Metrics and Evaluation, University of 
Washington; 2021 (http://vizhub.healthdata.org/gbd-compare, accessed 18 January 2021).

3. Brennan R, Hajjeh R, Al-Mandhari A. Responding to health emergencies in the Eastern Mediterranean region in 
times of conflict. London: Lancet. 2020. doi:10.1016/s0140-6736(20)30069-6.

4. Steel Z, Chey T, Silove D, Marnane C, Bryant R, Ommeren M. Association of torture and other potentially 
traumatic events with mental health outcomes among populations exposed to mass conflict and displacement: 
a systematic review and meta-analysis. JAMA. 2009;302(5):537–49). doi:10.1001/jama.2009.1132.

5. Jong J, Komproe I, Ommeren M. Common mental disorders in postconflict settings. Lancet. 
2003;361(9375):2128–30. doi:10.1016/S0140-6736(03)13692-6.

6. Doherty S, Hulland E, Lopes-Cardozo, Kirupakaran S, Surenthirakumaran R, Cookson S, et al. Prevalence of 
mental disorders and epidemiological associations in post-conflict primary care attendees a cross-sectional 
study in the Northern Province of Sri Lanka. BMC Psychiatry. 2019;19(1):83. doi:10.1186/s12888-019-2064-0.

7. Charlson F, Ommeren M, Flaxman A, Cornett J, Whiteford H, Saxena S. New WHO prevalence estimates of 
mental disorders in conflict settings: a systematic review and meta-analysis. Lancet. 2019;394(10194):240–8. 
doi:10.1016/S0140-6736(19)30934-1.

8. GBD 2016 Disease and Injury Incidence and Prevalence Collaborators. Global, regional, and national 
incidence, prevalence, and years lived with disability for 328 diseases and injuries for 195 countries, 1995-
2016: a systematic analysis for the Global Burden of Disease Study 2016. Lancet. 2017;390(10100):1211–59. 
doi:10.1016/S0140-6736(17)32154-2.

9. Humphreys G. Healing child soldiers. Bull World Health Organ. 2009;87(5):330–1. doi:10.2471/blt.09.020509.
10. Kalisya L, Justin P, Kimona C, Nyavandu K, Mukekulu E, Jonathon K, et al. Sexual violence toward children and 

youth in war-torn Eastern Democratic Republic of Congo. PLoS One. 2011;6(1):e15911. doi.org/10.1371/journal.
pone.0015911.

11. Rahman A, Khan M, Hamdani S, Chiumento A, Akhtar P, Nazir H, et al. Effectiveness of a brief group 
psychological intervention for women in a post-conflict setting in Pakistan: a single-blind, cluster, randomised 
controlled trial. Lancet. 2019;393(10182):1733–44. doi:10.1016/S0140-6736(18)32343-2. 

12. Weiss W, Murray L, Zangana G, Mahnooth Z, Kaysen D, Dorsey S, et al. Community-based mental health 
treatments for survivors of torture and militant attacks in Southern Iraq: a randomised control trial. BMC 
Psychiatry. 2015;15:249. doi:10.1186/s12888-015-0622-7.

13. Peterson-Dryden S. Barriers to accessing primary education in conflict-affected fragile states: final report. 
London: Save the Children International; 2009 (https://wcfia.harvard.edu/publications/barriers-accessing-
primary-education-conflict-affected-fragile-states-final).

14. Afghanistan sees three-fold increase in attacks on schools in one year – UNICEF. Press release, 28 May 2019 
[website]. New York: United Nations Children’s Fund; 2019 (www.unicef.org.uk/press-releases/afghanistan-
sees-three-fold-increase-in-attacks-on-schools-in-one-year-unicef/, accessed 12 October 2020).

15. UNICEF Afghanistan. Education: providing quality education for all [website]. Kabul: United Nations Children’s 
Fund (https://www.unicef.org/afghanistan/education, accessed 18 January 2021).

16. Global Education Cluster. Afghanistan [website]. Global Education Cluster; 2020 (https://www.educationcluster.
net/node/123, accessed 18 January 2021).

17. Afghanistan Education in Emergencies Working Group (EiEWG) dashboard – Jan-Dec 2020 [website]. 
Humanitarian Response, Afghanistan Education in Emergencies Working Group; 2020 (https://www.
humanitarianresponse.info/en/operations/afghanistan/document/eiewg-dashboard-regular-dashboard-
december-2020, accessed 18 January 2021).

18. When schools are targets: training teachers to protect students and themselves, 9 September 2020 [website]. 
Teach for All; 2020 (https://teachforall.org/news/when-schools-are-targets-training-teachers-protect-their-
students-and-themselves, accessed 18 January 2021).

19. Safe Schools Declaration. New York, NY: Global Coalition to Protect Education from Attack; 2015 (https://ssd.
protectingeducation.org/safe-schools-declaration-and-guidelines-on-military-use/, accessed 18 January 2021).

20. UNICEF Iraq. Education: every child in school, and learning [website]. Baghdad: United Nations Children’s Fund 
(https://www.unicef.org/iraq/what-we-do/education, accessed 18 January 2021).



583

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 4:
CONFLICT AND CONSEQUENCES AND MIGRATION

21. Education cluster strategy: Iraq 2019. Erbil and Baghdad: Iraq Education Cluster; 2019 (https://reliefweb.int/
report/iraq/iraq-education-cluster-strategy-2019). 

22. Global Education Cluster. Iraq [website]. Global Education Cluster; 2020 (https://www.educationcluster.net/
node/115, accessed 18 January 2021).

23. States that have endorsed the Safe Schools Declaration, 4 November 2020 [website]. Oslo: Government of 
Norway, Ministry of Foreign Affairs; 2020 (https://www.regjeringen.no/en/topics/foreign-affairs/development-
cooperation/safeschools_declaration/id2460245/, accessed 18 January 2021).

24. Who is a migrant? [website]. Geneva: International Organization for Migration; 2019 (https://www.iom.int/who-
is-a-migrant, accessed 10 January 2021).

25. Migration and Home Affairs: economic migrant [website]. European Commission (https://ec.europa.eu/home-
affairs/what-we-do/networks/european_migration_network/glossary_search/economic-migrant_en, accessed 10 
January 2021).

26. Refugee facts: what is a refugee? [website]. Washington, DC: USA for UNHCR (https://www.unrefugees.org/
refugee-facts/what-is-a-refugee/, accessed 10 January 2021).

27. IDP definition [website]. Geneva: United Nations High Commissioner for Refugees (https://emergency.unhcr.org/
entry/44826/idp-definition, accessed 10 January 2021).

28. Key migration terms [website]. Geneva: International Organization for Migration; 2020 (https://www.iom.int/key-
migration-terms, accessed 10 January 2021).

29. Douglas J, Hulshof K, Motus N, Naciri M, Nishimoto T. End stigma and discrimination against migrant workers 
and their children during COVID-19 pandemic. Joint op-ed by ILO, IOM, UNICEF, UNODC AND UN Women, 9 
June 2020. International Labour Organization, International Organization for Migration, United Nations Children’s 
Fund, UN Office on Drugs and Crime, UN Women; 2020 (https://reliefweb.int/report/world/end-stigma-and-
discrimination-against-migrant-workers-and-their-children-during-covid).

30. The Middle East and North Africa. In: Global Appeal 2021 update. Geneva: United Nations High Commissioner 
for Refugees; 2020 (https://reporting.unhcr.org/sites/default/files/ga2020/pdf/Chapter_MENA.pdf).

31. Syria refugee crisis explained [website]. Washington, DC: USA for UNHCR; 2020 (https://www.unrefugees.org/
news/syria-refugee-crisis-explained, accessed 27 January 2021).

32. Yemen sees fresh displacement after five years of conflict, 27 March 2020 [website]. Marib: United Nations High 
Commissioner for Refugees; 2020 (https://www.unhcr.org/news/latest/2020/3/5e7dba1e4/yemen-sees-fresh-
displacement-five-years-conflict.html, accessed 27 January 2021).

33. Chamie J. Desperate migration in the Middle East. Yale Global Online, 9 July 2015 [website]. New York, NY: Yale 
University; 2015 (https://yaleglobal.yale.edu/content/desperate-migration-middle-east, accessed 27 January 2021).

34. International migration stock 2019: country profiles [website]. New York, NY: United Nations Department of 
Economic and Social Affairs; 2019 (https://www.un.org/en/development/desa/population/migration/data/
estimates2/countryprofiles.asp, accessed 18 January 2021) 

35. International migrant stock 2019 documentation (United Nations database, POP/DB/MIG/Stock/Rev.2019). New 
York, NY: United Nations, Department of Social and Economic Affairs, Population Division; 2019 (https://www.un.org/
en/development/desa/population/migration/data/estimates2/docs/MigrationStockDocumentation_2019.pdf). 

36. Middle East’s migrant population more than doubles since 2005 [website]. Washington, DC: Pew Research 
Center; 2016 (https://www.pewresearch.org/global/2016/10/18/middle-easts-migrant-population-more-than-
doubles-since-2005/, accessed 27 January 2021).

37. Migration to, from and in the Middle East and North Africa Data snapshot. International Organization for 
Migration; 2016 (https://www.iom.int/sites/default/files/country/mena/Migration-in-the-Middle-East-and-North-
Africa_Data%20Sheet_August2016.pdf). 

38. Mixed migration flows in the Mediterranean: compilation of available data and information (December 2017) 
[website]. International Organization for Migration; 2017 (https://reliefweb.int/report/world/mixed-migration-flows-
mediterranean-compilation-available-data-and-information-december, accessed 27 January 2021).

39. Unemployment, total (% of total labor force) (modeled ILO estimate) [online database]. Washington, DC: World 
Bank; 2020 (https://data.worldbank.org/indicator/SL.UEM.TOTL.ZS, 22 January 2021).

40. Water scarcity in the Middle East. Naples: Nato Strategic Direction South (NSD-S HUB Publications); 2019 
(https://thesouthernhub.org/publications/nsds-hub-publications/water-scarcity-in-the-middle-east-).

41. Podesta J. The climate crisis, migration, and refugees. Washington, DC: Brookings; 2019 (https://www.
brookings.edu/research/the-climate-crisis-migration-and-refugees/).



584

REFERENCES: CONFLICT AND CONSEQUENCES AND MIGRATION

REFERENCES  | CHAPTER 4:
CONFLICT AND CONSEQUENCES AND MIGRATION

42. National Academies of Science, Engineering, and Medicine. Immigration as a social determinant of health: 
proceedings of a workshop (2018). Washington, DC: The National Academies Press; 2018 (https://www.nap.
edu/catalog/25204/immigration-as-a-social-determinant-of-health-proceedings-of-a).

43. Benage M, Greenough P, Vinck P, Omeira N, Pham P. An assessment of antenatal care among Syrian refugees in 
Lebanon. Confl Health. 2015;9:8. https://doi.org/10.1186/s13031-015-0035-8.

44. El Chammay R. Reforming mental health in Lebanon amid refugee crises. Bull World Health Organ. 
2016;94(8):564–5. doi:10.2471/BLT.16.030816.

45. Nakash O, Langer B, Nagar M, Shoham S, Lurie I, Davidovitch N. Exposure to traumatic experiences among 
asylum seekers from Eritrea and Sudan during migration to Israel. J Immigr Minor Health. 2015;17(4);1280–6. 
doi:10.1007/s10903-014-0022-y.

46. Abbas M, Aloudat T, Bartolomei J, Carballo M, Durieux-Paillard S, Gabus L, et al. Migrant and refugee 
populations: a public health and policy perspective on a continuing global crisis. Antimicrob Resist Infect 
Control. 2018;7:113. doi:10.1186/s13756-018-0403-4.

47. Campos-Matos I, Zenner D, Smith G, Cosford P, Kirkbride H. Tackling public health needs of refugees. BMJ. 
2016;352:i774. doi:10.1136/bmj.i774.

48. Crawshaw A, Hornigold R, Mandal S, Campos-Matos I. Caring for your migrant patients and providing for their 
needs. Practice Nursing. 2019;30(7):320–6. https://doi.org/10.12968/pnur.2019.30.7.320.

49. McNatt ZZ. Addressing noncommunicable diseases among urban refugess in the Middle East and North Africa - 
a scoping review. Confl Health. 2020;14:9. doi:10.1186/s13031-020-0255-4.

50. Amara A, Aljunid S. Noncommunicable diseases among urban refugees and asylum-seekers in developing 
countries: a neglected health care need. Global Health. 2014;10:24. doi:10.1186/1744-8603-10-24. 

51. Health department annual report 2019. Amman: United Nations Relief and Works Agency for Palestine Refugees 
in the Near East; 2019 (https://www.unrwa.org/2019UNRWAHealthAnnualReport).

52. Andersson L, Hjern A, Ascher H. Undocumented adult migrants in Sweden: mental health and associated 
factors. BMC Public Health. 2018;18:1369. https://doi.org/10.1186/s12889-018-6294-8.

53. Almeida L, Caldas J, Ayres-de-Campos D, Salcedo-Barrientos D, Dias S. Maternal healthcare in migrants: a 
systematic review. Matern Child Health J. 2013;17(8):1346–54. doi:10.1007/s10995-012-1149-x.

54. Sweileh WM. Global research output in the health of international Arab migrants (1988–2017). BMC Public 
Health. 2018;18:755. https://doi.org/10.1186/s12889-018-5690-4.

55. A regional action plan to promote the health of migrants, refugees and displaced populations. East Mediterr 
Health J. 2019;25(5):336–7. https://doi.org/10.26719/2019.25.5.366.

56. Castaneda H, Holmes SM, Madrigal DS, DeTrinidad Young M, Beyeler N, Quesada J. Immigration as a social 
determinant of health. Annu Rev Public Health. 2015;36:375–92. doi:10.1146/annurev-publhealth-032013-182419.

57. Dakkak A. Water crisis in refugee camps [website]. Doha: EcoMENA; 2020 (https://www.ecomena.org/water-
crisis-in-refugee-camps/, accessed 27 January 2021).

58. Abu Hamad B, Jones N, Samuels F, Gercama I, Presler-Marshall E, Plank G, et al. A promise of tomorrow: the 
effects of UNHCR and UNICEF cash assistance on Syrian refugees in Jordan. London: Overseas Development 
Institute (ODI); 2017 (https://www.odi.org/publications/10978-promise-tomorrow-effects-unhcr-and-unicef-
cash-assistance-syrian-refugees-jordan).

59. Global Detention Project: Kuwait immigration detention profile [website]. Geneva: Global Detention Project; 
2016 (https://www.globaldetentionproject.org/immigration-detention-in-kuwait, accessed 4 February 2021).

60. About Abu Dhabi Dialogue [website]. Abu Dhabi Dialogue (http://abudhabidialogue.org.ae/about-abu-dhabi-
dialogue, accessed 19 January 2021).

61. Migrant labor in the Gulf: summary report. Doha: Center for International and Regional Studies, Georgetown 
University School of Foreign Service in Qatar; 2011 (https://cirs.qatar.georgetown.edu/publications/migrant-
labor-in-the-gulf/).

62. Abu Dhabi Dialogue projects: an alternative model of labour recruitment [website]. Abu Dhabi Dialogue (http://
abudhabidialogue.org.ae/projects/alternative-model-labour-recruitment, accessed 19 January 2021).

63. Vignier N, Desgrees du Lou A, Pannetier J, Ravalihasy A, Gosselin A, Lert F, et al. Access to health insurance 
coverage among sub-Saharan African migrants living in France: results of the ANRS-PARCOURS study. PLoS 
One. 2018;13(2):e0192916. doi:10.1371/journal.pone.0192916.



585

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 4:
CONFLICT AND CONSEQUENCES AND MIGRATION

64. Kaya A, Kirac A. Vulnerability assessment of Syrian refugees in Istanbul: April 2016. Istanbul: Support to Life; 2016 
(https://data2.unhcr.org/en/documents/details/54518).

65. Protection in Lebanon [website]. Amman: United Nations Relief and Works Agency for Palestine Refugees in the 
Near East; 2019 (https://www.unrwa.org/activity/protection-lebanon, accessed 19 January 2021).

66. Employment of Palestinian refugees in Lebanon: an overview. Amman: United Nations Relief and Works Agency 
for Palestine Refugees in the Near East; 2017 (https://www.unrwa.org/resources/reports/employment-palestine-
refugees-lebanon-overview).

67. UNHCR Pakistan. Asylum system in Pakistan [website]. Geneva: United Nations High Commissioner for 
Refugees (https://unhcrpk.org/asylum-system-in-pakistan, accessed 1 February 2021).

68. Five reasons migration is a feminist issue [website]. New York, NY: United Nations Population Fund; 2018 
(https://www.unfpa.org/news/five-reasons-migration-feminist-issue, accessed 2 February 2021).

69. Baldwin-Edwards M. Migration in the Middle East and Mediterranean: a regional study prepared for the Global 
Commission on International Migration. Athens: Mediterranean Migration Observatory; 2005 (http://aei.pitt.
edu/7046/).

70. Economic news release: Table 1. Employment status of the foreign-born and native-born population by selected 
characteristics, 2018–2019 annual averages [website]. Washington, DC: U.S. Bureau of Labor Statistics; 2020 
(https://www.bls.gov/news.release/forbrn.t01.htm, accessed 28 January 2021).

71. National Academies of Sciences, Engineering, and Medicine. The integration of immigrants into American 
society. Washington, DC: The National Academics Press; 2015. doi.org/10.17226/21746.

72. Economic opportunities for Jordanians and Syrian refugees PforR [website]. Washington, DC: World Bank 
(https://projects.worldbank.org/en/projects-operations/project-detail/P159522, accessed 11 January 2021).

73. Additional finance: economic opportunities for Jordanians and Syrian refugees P4R (P171172). Program 
information documents (PID). Washington, DC: World Bank; 2020 (http://documents1.worldbank.org/curated/
en/762061587150712736/pdf/Appraisal-Stage-Program-Information-Document-PID-Additional-Finance-
Economic-Opportunities-for-Jordanians-and-Syrian-Refugees-PforR-P171172.pdf).

74. Improving refugees and host community livelihoods in Greater Cairo, Egypt [website]. Geneva: United Nations 
High Commissioner for Refugees; 2020 (https://globalcompactrefugees.org/article/improving-refugees-and-
host-community-livelihoods-greater-cairo-egypt, accessed 11 January 2021).

75. States Parties to the 1951 Convention Relating to the Status of Refugees and the 1967 Protocol. Geneva: 
United Nations High Commissioner for Refugees; 2015 (http://www.unhcr.org/protection/basic/3b73b0d63/
states-parties-1951-convention-its-1967-protocol.html). 

76. Protocol for the Treatment of Palestinians in Arab States (‘Casablanca Protocol’). League of Arab States; 1965 (http://
www.refworld.org/docid/460a2b252.html). 

77. Refugees and migrants: global compact for migration [website]. New York, NY: United Nations (https://
refugeesmigrants.un.org/migration-compact, accessed 10 January 2021).

78. Regional strategy for the improvement of civl registration and vital statistics systems 2014–2019. Cairo: WHO 
Regional Office for the Eastern Mediterranean; 2014 (https://applications.emro.who.int/dsaf/EMROPUB_2014_
EN_1754.pdf?ua=1).

79. In search of solutions: addressing statelessness in the Middle East and North Africa. Geneva: United Nations 
High Commissioner for Refugees; 2016 (https://data2.unhcr.org/en/documents/details/51053).

80. Gostin LO, Abubakar I, Guerra R, Rashid SF, Friedman EA, Jakab Z. WHO takes action to promote the health of 
refugees and migrants. Lancet. 2019;393(10185):2016–8. doi:10.1016/S0140-6736(19)31051-7.

81. Promoting the health of refugees and migrants: draft global action plan, 2019–2023. Report by the Director-
General. Geneva: World Health Organization; 2019 (https://www.who.int/publications/i/item/promoting-the-
health-of-refugees-and-migrants-draft-global-action-plan-2019-2023).

82. Abubakar I, Aldridge RW, Devakumar D, Orcutt M, Burns R, Barreto ML, et al. The UCL-Lancet Commission 
on Migration and Health: the health of a world on the move. Lancet. 2018;392(10164):2606¬–54. doi:10.1016/
S0140-6736(18)32114-7.

83. Health of refugees and migrants: practices in addressing the health needs of refugees and migrants. Cairo: 
WHO Regional Office for the Eastern Mediterranean; 2018 (https://www.who.int/migrants/publications/EMRO-
Practices.pdf?ua=1).

84. Global Compact for Safe, Orderly and Regular Migration. Resolution adopted by the General Assembly 
on 19 December 2018. New York, NY: United Nations; 2018 (https://www.un.org/en/ga/search/view_doc.
asp?symbol=A/RES/73/195).



586

REFERENCES: CONFLICT AND CONSEQUENCES AND MIGRATION

REFERENCES  | CHAPTER 4:
CONFLICT AND CONSEQUENCES AND MIGRATION

85. Sanctions [website]. United Nations Security Council; 2020 (https://www.un.org/securitycouncil/sanctions/
information, accessed 2 February 2021).

86. Segall A. Economic sanctions: legal and policy constraints [website]. International Review of the Red Cross. 
1999;836 (https://www.icrc.org/en/doc/resources/documents/article/other/57jq73.htm, accessed 28 January 
2021).

87. Annan, K. The UN has more sanctions in place than ever – but are they working? [website]. World Economic 
Forum; 2016 (https://www.weforum.org/agenda/2016/01/the-un-has-more-sanctions-in-place-than-ever-but-
are-they-working-595c8cb4-5cc5-4065-9be7-dd4a7e6cfa07, accessed 28 January 2021).

88. Rethinking sanctions [website]. Geneva: Kofi Annan Foundation; 2015 (https://www.kofiannanfoundation.org/
transitions-to-peace/rethinking-sanctions/, accessed 28 January 2021).

89. Pape RA. Why economic sanctions do not work. International Security. 1997;22(2):90–136. https://doi.
org/10.2307/2539368.

90. Bossuyt MJ. The adverse consequences of economic sanctions on the enjoyment of human rights, working 
paper. United Nations Economic and Social Council; 2000 (https://digitallibrary.un.org/record/419880?ln=en).

91. Escriba-Folch A. Authoritarian responses to foreign pressure: spending, repression and sanctions. Institut 
Barcelona d’Estudis Internacionals (IBEI); 2009 (http://www.jstor.org/stable/resrep14149). 

92. Peksen D, Cooper Drury A. Coercive or corrosive: the negative impact of economic sanctions on democracy. Int 
Interact. 2010;36(3):240–64. https://doi.org/10.1080/03050629.2010.502436.

93. Bessler M, Garfield R, Mc Hugh G. Sanctions assessment handbook: assessing the humanitarian implications 
of sanctions. Inter-Agency Standing Committee, United Nations Office for the Coordination of Humanitarian 
Affairs; 2004 (https://www.unocha.org/sites/unocha/files/dms/Documents/IASCSanctionsHB2004.pdf).

94. Ali MM, Shah IH. Sanctions and childhood mortality in Iraq. Lancet. 2000;355(9218):1851–7. doi:10.1016/
S0140-6736(00)02289-3. 

95. Daponte BO, Garfield R. The effect of economic sanctions on the mortality of Iraqi children prior to the 1992 
Persian Gulf War. Am J Public Health. 2000;90(4):546–52. doi:10.2105/ajph.90.4.546.

96. Kangarlou T. Doctors inside Iran believe coronavirus is more serious than reported, and getting worse [website]. 
TIME USA, 27 February 2020. (https://time.com/5791516/iran-doctors-coronavirus-middle-east/, accessed 29 
January 2021).

97. Abdi M. Coronavirus disease 2019 (COVID-19) outbreak in Iran: actions and problems. Infect Control Hosp 
Epidemiol. 2020;4(6):754–5. doi:10.1017/ice.2020.86.

98. Tabrizi AB. Iran’s ‘business as usual’ strategy amid the coronavirus crisis [website]. London: Royal United 
Services Institute; 2020 (https://rusi.org/commentary/irans-business-usual-strategy-amid-coronavirus-crisis, 
accessed 11 January 2021).

99. Afesorgbor S, Mahadevan R. The impact of economic sanctions on income inequality of target states. World 
Development. 2016;83(C):1–11. https://doi.org/10.1016/j.worlddev.2016.03.015.

100. O’Driscoll D. Impact of economic sanctions on poverty and economic growth. K4D Helpdesk Report. Brighton: 
Institute of Development Studies; 2017 (https://opendocs.ids.ac.uk/opendocs/handle/20.500.12413/13109).

101. Peksen D. Economic sanctions and human security: the public health effect of economic sanctions. Foreign 
Policy Analysis. 2011;7(3):237–51. https://doi.org/10.1111/j.1743-8594.2011.00136.x.

102. Sofuoglu M, Alemdar M. Have US-imposed sanctions ever worked? [website]. TRT World, 24 September 2018 
(https://www.trtworld.com/magazine/have-us-imposed-sanctions-ever-worked-20428, accessed 28 January 
2021).

103. Kokabisaghi F. Assessment of the effects and economic sanctions on Iranians’ rights to health by using human 
rights impact assessment tool: a systematic review. Int J Health Policy Manag. 2018;7(5):374–93. doi:10.15171/
ijhpm.2017.147.

104. Barbuscia D. Iran inflation could reach 40 percent this year as economy shrinks further - IMF [website]. Reuters, 
29 April 2019 (https://www.reuters.com/article/us-iran-economy-imf-idUSKCN1S509Q, accessed 28 January 
2021) .

105. McLean E, Whang T. Economic sanctions and government spending adjustments: the case of disaster 
preparedness. Br J Polit Sci. 2019;51(1):394–411. doi:10.1017/S0007123418000613.

106. Iran, Islamic Republic: recent developments. Washington, DC: World Bank; 2019 (http://pubdocs.worldbank.
org/en/355601570664054605/EN-MPO-OCT19-Iran.pdf).



587

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 4:
CONFLICT AND CONSEQUENCES AND MIGRATION

107. Gibbons E, Garfield R. The impact of economic sanctions on health and human rights in Haiti, 1991-1994. Am J 
Public Health. 1999;89(10):1499–504. doi:10.2105/ajph.89.10.1499.

108. Popal GR. Impact of sanctions on the population of Iraq. East Mediterr Health J. 2000;6(4):791–5. 
PMID:11794085.

109. Bezuidenhout L, Karrar O, Lezaun J, Nobes A. Economic sanctions and academia: overlooked impact and long-
term consequences. PLoS One. 2019;14(11):e0222669. doi:10.1371/journal.pone.0222669.

110. Marks SP. Economic sanctions as human rights violations: reconciling political and public health imperatives. 
Am J Public Health. 1999;89(10):1509–13. doi:10.2105/ajph.89.10.1509.

111. Health conditions in the occupied Palestinian territory, including east Jerusalem, and in the occupied Syrian 
Golan. Report by the Secretariat, 13 May 2010 (A63/28). Geneva: World Health Organization; 2010 (https://apps.
who.int/iris/handle/10665/2399).

112. Freedom of movement: human rights situation in the occupied Palestinian territory, including east Jerusalem. 
Report of the Secretary-General to the United Nations Human Rights Council, 20 January 2016 (A/HRC/31/44). 
Geneva: Office of the United Nations High Commissioner for Human Rights; 2016 (https://www.ohchr.org/
Documents/Countries/PS/SG_Report_FoM_Feb2016.pdf).

113. Humanitarian needs overview 2019. New York, NY: United Nations Office for the Coordination of Humanitarian 
Affairs; 2018 (https://www.ochaopt.org/content/humanitarian-needs-overview-2019).

114. Health conditions in the occupied Palestinian territory, including east Jerusalem, and in the occupied Syrian Golan. 
Report by the Director-General, 1 May 2019 (A72/33). Geneva: World Health Organization; 2019 (https://apps.who.
int/iris/handle/10665/328758).

115. Health conditions in the occupied Palestinian territory, including east Jerusalem, and in the occupied Syrian Golan. 
Report by the Director-General, 18 May 2018 (A71/27). Geneva: World Health Organization; 2018 (https://apps.
who.int/iris/handle/10665/276522). 

116. Townsend J. Palestinian education: success amidst struggle [website]. Philadelphia, PA: Penn Political Review; 2014 
(http://pennpoliticalreview.org/2014/04/palestinian-education-success-amidst-struggle/#ftn13, accessed 11 January 
2021).

117. The role and performance of Palestinian NGOs in health, education and agriculture. Washington, DC: World 
Bank, Bisan Center for Research and Development; 2006 (https://reliefweb.int/report/occupied-palestinian-
territory/role-and-performance-palestinian-ngos-health-education-and).

118. West Bank and Gaza: education sector analysis - impressive achievements under harsh conditions and the way 
forward to consolidate a quality education system (English). Washington, DC: World Bank Group; 2006 (http://
documents.worldbank.org/curated/en/691601468321251982/West-Bank-and-Gaza-Education-sector-analysis-
impressive-achievements-under-harsh-conditions-and-the-way-forward-to-consolidate-a-quality-educatio-
n-system).

119. The Global Health Observatory [online database]. Geneva: World Health Organization (https://www.who.int/data/
gho, accessed 1 December 2020). 

120. Data: battle-related deaths (number of people) Arab world [online database]. Washington, DC: The World Bank 
Group; 2018 (https://data.worldbank.org/indicator/VC.BTL.DETH?locations=1A, accessed 1 December 2021). 

121. Refugees and internally displaced persons in the Eastern Mediterranean Region: a health perspective. Cairo: 
WHO Regional Office for the Eastern Mediterranean; 2015 (https://www.who.int/publications/i/item/refugees-
and-internally-displaced-persons-in-the-eastern-mediterranean-region). 

122. WHO Health Emergencies: countries in crisis [website]. Cairo: WHO Regional Office for the Eastern 
Mediterranean; 2016 (http://www.emro.who.int/eha/countries-in-crisis/index.html, accessed 29 January 2021). 

123. Thabet AM, Thabet SS, Vostanis P. The relationship between war trauma, PTSD, depression, and anxiety among 
Palestinian children in the Gaza Strip. Health Science Journal. 2016;10(5):3 (https://www.hsj.gr/medicine/the-
relationship-between-war-trauma-ptsd-depression-and-anxiety-among-palestinian-children-in-the-gaza-strip.
php?aid=11302). 

124. Right to health: crossing barriers to access health in the occupied Palestinian territory, 2013. Cairo: WHO 
Regional Office for the Eastern Mediterranean; 2014 (http://www.emro.who.int/images/stories/palestine/
documents/WHO_-_RTH_crossing_barriers_to_access_health.pdf?ua=1).



588

REFERENCES: ECONOMIC DRIVERS OF HEALTH INEQUITIES

REFERENCES  | CHAPTER 5:
ECONOMIC DRIVERS OF HEALTH INEQUITIES

1. Development co-operation report 2018: joining forces to leave no one behind. Paris: Organisation for Economic 
Co-operation and Development 2018 (http://dx.doi.org/10.1787/dcr-2018-en).

2. Radwan T. The impact and influence of international financial institutions on the economics of the Middle East 
and North Africa. Tunis: Friedrich Ebert Stiftung; 2020 (http://library.fes.de/pdf-files/bueros/tunesien/16107.pdf).

3. Khondker HH. The impact of the Arab Spring on democracy and development in the MENA region. Sociology 
Compass. 2019;13(9): e12726. https://doi.org/10.1111/soc4.12726.

4. Just societies: health equity and dignified lives. Report of the Commission of the Pan American Health 
Organization on Equity and Health Inequalities in Americas. Washington, DC: Pan American Health Organization; 
2019 (https://iris.paho.org/handle/10665.2/51571).

5. Income inequality [website]. Public Health Scotland; 2019 (http://www.healthscotland.scot/health-inequalities/
fundamental-causes/income-inequality/income, accessed 19 October 2020).

6. GNI per capita, PPP (current international $) [online database]. Washington, DC: World Bank (https://data.
worldbank.org/indicator/NY.GNP.PCAP.PP.CD, accessed 31 January 2021). 

7. Roser M, Ortiz-Ospina E. Global extreme poverty [website]. Oxford: Our World in Data; 2019 (https://
ourworldindata.org/extreme-poverty, accessed 25 January 2021).

8. The 2020 global multidimensional poverty index: charting pathways out of multidimensional poverty: achieving 
the SDGs. United Nations Development Programme, Oxford Poverty and Human Development Initiative; 2020 
(http://hdr.undp.org/en/2020-MPI).

9. Ferreira F, Sanchez-Paramo C. A richer array of international poverty lines [website]. Washington, DC: World 
Bank Group; 2017 (https://blogs.worldbank.org/developmenttalk/richer-array-international-poverty-lines, 
accessed 31 January 2021).

10. Lakner C, Yonzan N, Mahler D, Aguilar A, Wu H, Fleury M. Updated estimates of the impact of COVID-19 on 
global poverty: the effect of new data [website]. Washington, DC: World Bank; 2020 (https://blogs.worldbank.
org/opendata/updated-estimates-impact-covid-19-global-poverty-effect-new-data, accessed 19 October 
2020).

11. Poverty headcount ratio at $1.90 a day (2011 PPP) (% of population) [online database]. Washington, DC: World 
Bank (https://data.worldbank.org/indicator/SI.POV.DDAY, accessed 25 January 2021).

12. Poverty headcount ratio at $5.50 a day (2011 PPP) (% of population) [online database]. Washington, DC: World 
Bank (https://data.worldbank.org/indicator/SI.POV.UMIC, accessed 31 January 2021). 

13. Jamal AA, Robbins M. Social justice and the Arab uprisings. Social Justice and Development Policy 
in the Arab World, working paper 31..Beirut: Issam Fares Institute for Public Policy and International 
Affairs, American University of Beirut; 2015 (https://www.aub.edu.lb/ifi/Documents/publications/working_
papers/2014-2015/20150401_sjau.pdf).

14. Abu-Ismail K, Hlasny V. Wealth inequality and closing the poverty gap in Arab countries: the case for a solidarity 
wealth tax. Beirut: Economic and Social Commission for Western Asia; 2020. (https://www.unescwa.org/
publications/wealth-inequality-closing-poverty-gap-arab-countries).

15. Minimum wages and wage protection in the Arab States: ensuring a just system for national and migrant 
workers. Note for policymakers, ILO Policy Advisory Committee on Fair Migration in the Middle East. Geneva: 
International Labour Organization; 2019 (http://ilo.org/beirut/publications/WCMS_660002/lang--en/index.htm).

16. Triponel Consulting: week of 31 August 2020: Qatar has introduced new labour laws [website]. London: Triponel 
Consulting; 2020 (https://triponelconsulting.com/2020/08/31/qatar-has-introduced-new-labour-laws-the-
country-is-establishing-the-first-minimum-wage-in-the-gulf-states/, accessed 31 January 2021).

17. Statement from the Ministry of Administrative Development, Labour and Social Affairs on new minimum wage 
and labour mobility law [website]. Doha: Government Communications Office; 2020 (https://www.gco.gov.qa/
en/top-news/adlsa-statement-minimum-wage-noc/, accessed 31 January 2021).

18. A new dawn for migrant workers in Qatar [website]. Brussels: International Trade Union Confederation; 2020 
(https://www.ituc-csi.org/migrant-workers-qatar, accessed 31 January 2021).

19. Perspectives on global development 2019: rethinking development strategies. Paris: Organisation for Economic 
Co-operation and Development; 2018. https://doi.org/10.1787/persp_glob_dev-2019-en.

20. Dewan P, Rorth R, Jhund P, Ferreira J, Zannad F, Shen L, et al. Income inequality and outcomes in heart failure. 
JACC Heart Failure. 2018;7(4):336–49. doi:10.1016/j.jchf.2018.11.005.



589

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 5:
ECONOMIC DRIVERS OF HEALTH INEQUITIES

21. Robbins M, Jamal A. The state of social justice in the Arab world: the Arab uprisings of 2011 and beyond. 
Contemporary Readings in Law and Social Justice. 2016;8(1):127–157. doi:10.22381/CRLSJ8120166. 

22. Moussa S. The economic figures behind the protests in the Middle East [website]. London: International Growth 
Centre; 2019 (https://www.theigc.org/blog/the-economic-figures-behind-the-protests-in-the-middle-east/, 
accessed 3 February 2021). 

23. Alvaredo F, Assouad L, Piketty T. Measuring inequality in the Middle East 1990–2016: the world’s most unequal 
region? Review of Income and Wealth. 2018;65(4):685–711. https://doi.org/10.1111/roiw.12385.

24. World Inequality Database: share of pre-tax national income [online database]. World Inequality Database; 2020 
(https://wid.world, accessed 12 October 2020). 

25. Assouad L. Inequality and its discontents in the Middle East [website]. Beirut: The Malcolm H Kerr Carnegie 
Middle East Center; 2020 (https://carnegie-mec.org/2020/03/12/inequality-and-its-discontents-in-middle-east-
pub-81266, accessed 3 February 2021)

26. Middle East – Gulf countries: overview of the EU’s agricultural trade with the Middle East and Gulf regions 
[website]. Brussels: European Commission (https://ec.europa.eu/info/food-farming-fisheries/trade/agricultural-
international-trade/bilateral-agreements/middle-east-gulf-countries_en, accessed 16 September 2020).

27. Assouad L. Rethinking the Lebanese economic miracle: the extreme concentration of income and wealth in 
Lebanon 2005-2014. WID.world working paper series no. 2017/13. World Inequality Database; 2018 (https://
wid.world/document/rethinking-lebanese-economic-miracle-extreme-concentration-income-wealth-lebanon-
2005-2014-wid-world-working-paper-201713/).

28. Alvaredo F, Chancel L, Piketty T, Saez E, Zucman G. World inequality report 2018. World Inequality Lab (WID.
world); 2017 (https://wir2018.wid.world).

29. Goldin I, Muggah R. COVID-19 is increasing multiple kinds of inequality. Here’s what we can do about it 
[website]. Cologny: World Economic Forum; 2020 (https://www.weforum.org/agenda/2020/10/covid-19-is-
increasing-multiple-kinds-of-inequality-here-s-what-we-can-do-about-it/, accessed 19 October 2020).

30. Furceri D, Loungani P, Ostry JD. How pandemics leave the poor even farther behind [website]. Washington, DC: 
International Monetary Fund; 2020 (https://blogs.imf.org/2020/05/11/how-pandemics-leave-the-poor-even-
farther-behind/, accessed 3 February 2021).

31. A solidarity tax to address the impact of covid-19 on poverty in the Arab region. Policy brief 7. Beirut: Economic 
and Social Commission for Western Asia; 2020 (https://digitallibrary.un.org/record/3876221?ln=en).

32. Tax revenue (% of GDP) [online database]. Washington, DC: World Bank; 2021 (https://data.worldbank.org/
indicator/GC.TAX.TOTL.GD.ZS, accessed 14 February 2021).  

33. Lethbridge J. Middle East/North Africa tax justice briefing. London: Public Service International Research Unit 
(PSIRU); 2015 (http://iffoadatabase.trustafrica.org/iff/2015-04-T-MENAregiontaxbriefing.pdf).

34. Jaber F, al-Riyahi I. Comparative study: tax systems in six Arab countries. Beirut: Arab NGO Network for 
Development; 2014 (https://www.researchgate.net/publication/319103176_Comparative_Study_Tax_Systems_
in_Six_Arab_Countries).

35. Lebanon economic report. Beirut: Bank Audi; 2018 (http://databank.com.lb/docs/Lebanon%20Economic%20
Report-Q2%202018.pdf, accessed 25 January 2021).

36. Angour N, Nmili M. Estimating shadow economy and tax evasion: evidence from Morocco. International Journal 
of Economics and Finance. 2019;11(5):7. doi:10.5539/ijef.v11n5p7.

37. Egypt GDP - Gross Domestic Product [website]. Country Economy; 2014 (https://countryeconomy.com/gdp/
egypt?year=2014, accessed 1 January 2021).

38. How do companies avoid tax? London: The Fair Tax Campaign Limited; 2013 (https://fairtaxmark.net/wp-
content/uploads/2014/01/How-Companies-Avoid-Tax.pdf). 

39. Tax Justice Network, Global Alliance for Tax Justice & Public Services International. The state of tax justice 
2020: Tax Justice Network; 2020 (https://www.taxjustice.net/reports/the-state-of-tax-justice-2020/).

40. DataBank: world development indicators [online database]. Washington, DC: World Bank; 2020 (https://
databank.worldbank.org/source/world-development-indicators).

41. Saudi Arabia and political, economic & social development. White paper, 12 May 2017. Washington, DC: The 
Embassy of the Kingdom of Saudi Arabia; 2017 (https://www.saudiembassy.net/reports/white-paper-saudi-
arabia-and-political-economic-social-development).



590

REFERENCES: ECONOMIC DRIVERS OF HEALTH INEQUITIES

REFERENCES  | CHAPTER 5:
ECONOMIC DRIVERS OF HEALTH INEQUITIES

42. UNDP Saudi Arabia. Sustainable economic and social development. In-depth: Saudi vision 2030 and the SDGs 
[website]. New York, NY: United Nations Development Programme (https://www.sa.undp.org/content/saudi_
arabia/en/home/sustainable-development/in-depth.html, accessed 20 October 2020).

43. Carbonell-Nicolau O, Llavador H. Inequality reducing properties of progressive income tax schedules: the case 
of endogenous income. Theoretical Economics. 2018;13(1):39–60. https://doi.org/10.3982/TE2533.

44. Journard I, Pisu M, Bloch D. Tackling income inequality: the roles of taxes and transfers. OECD Journal: 
Economic Studies. 2012;1:37–70. https://doi.org/10.1787/eco_studies-2012-5k95xd6l65lt.

45. Barrios S, Ivaskaite-Tamosiune V, Maftei A, Narazani E, Varga J. Progressive tax reforms in flat tax countries. 
Eastern European Economics. 2020;58(2):83–107. https://doi.org/10.1080/00128775.2019.1671201.

46. Mahon J, Bergman M, Arnson C. Progressive tax reform and equality in Latin America. Washington, DC: Wilson 
Center; 2015 (https://www.wilsoncenter.org/publication/progressive-tax-reform-and-equality-latin-america-
no-35).

47. Reducing income inequality while boosting economic growth: can it be done? In: Economic policy reforms 
2012: going for growth. Paris: OECD Publishing; 2012 (https://doi.org/10.1787/growth-2012-47-en). 

48. International tax Jordan highlights 2020. Deloitte; 2020 (https://www2.deloitte.com/content/dam/Deloitte/global/
Documents/Tax/dttl-tax-jordanhighlights-2020.pdf).

49. Tax overview of Iranian taxation and key challenges. Deloitte; 2016 (https://www2.deloitte.com/content/dam/
Deloitte/cn/Documents/international-business-support/deloitte-cn-ibs-iran-country-invest-en-2016.pdf).

50. Tunisia - Income tax. London: KPMG; 2020 (https://home.kpmg/xx/en/home/insights/2011/12/tunisia-income-
tax.html, accessed 25 January 2021).

51. International tax Syria highlights 2019. Deloitte; 2019 (https://www2.deloitte.com/content/dam/Deloitte/global/
Documents/Tax/dttl-tax-syriahighlights-2019.pdf?nc=1).

52. Egypt amends progressive individual income tax rates and penalties applicable on tax return differences 
[website]. EY: 2020 (https://www.ey.com/en_gl/tax-alerts/egypt-amends-progressive-individual-income-tax-
rates-and-penalties-applicable-on-tax-return-differences, accessed 25 January 2021).

53. Goncalves P. Oman to introduce income-tax on wealth individuals [website]. International Investment; 
2020 (https://www.internationalinvestment.net/news/4022586/oman-introduce-income-tax-wealthy-
individuals#:~:text=Oman%20expects%20to%20introduce%20an,battered%20by%20low%20oil%20prices, 
accessed 25 January 2021).

54. Egypt: individual - taxes on personal income [website]. PwC; 2020 (https://taxsummaries.pwc.com/egypt/
individual/taxes-on-personal-income, accessed 25 January 2021).

55. Top marginal income tax rates, selected countries, 1979 to 2002 [online database]. Our World in Data (https://
ourworldindata.org/grapher/top-mrts-on-individual-income, accessed 25 January 2021).

56. Reynolds A. Marginal tax rates [website]. The Concise Encyclopedia of Economics, Library of Economics and 
Liberty; 2008 (http://www.econlib.org/library/Enc/MarginalTaxRates.html, accessed 25 January 2021).

57. Population by country, available from 1800 to 2019 based on Gapminder data, HYDE, and UN Population 
Division (2019) estimates. Gapminder, HYDE and United Nations Population Division. [online database] (http://
www.gapminder.org/ and https://www.gapminder.org/data/documentation/gd003, accessed 25 January 2021).

58. Ortiz-Ospina E, Roser M. Government spending [website]. Oxford: Our World in Data; 2016 (https://
ourworldindata.org/government-spending, accessed 26 January 2021).

59. Why we need social protection. Bangkok: United Nations Economic and Social Commission for Asia and the 
Pacific; 2018 (https://www.socialprotection-toolbox.org/files/documents/Social-Protection-module-1.pdf, 
accessed 8 October 2020

60. Types of social protection [website]. Birmingham: GSDRC; 2015 (https://gsrdc.org/topic-guides/social-
protection/types-of-social-protection/, accessed 8 October 2020).

61. Social protection [website]. Geneva: International Labour Organization; 2015 (https://www.social-
protection.org/gimi/ShowTheme.action?id=2485#:~:text=Social%20protection%20schemes%20are%20
important,productivity%20and%20enhancing%20social%20stability, accessed 8 October 2020).

62. Social Protection [website]. New York, NY: United Nations Children’s Fund (https://www.unicef.org/social-policy/
social-protection, accessed 8 October 2020).

63. The World Bank in social protection [website]. Washington, DC: World Bank (https://www.worldbank.org/en/
topic/socialprotection/overview, accessed 31 January 2021).



591

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 5:
ECONOMIC DRIVERS OF HEALTH INEQUITIES

64. Social protection, income and health inequities. Final repot of the Task Group on GDP, Taxes, Income 
and Welfare. Review of social determinants of health and the health divide in the WHO European Region. 
Copenhagen: WHO Regional Office for Europe; 2016 (https://www.euro.who.int/en/health-topics/health-
determinants/social-determinants/publications/2016/social-protection,-income-and-health-inequities.-final-
report-of-the-task-group-on-gdp,-taxes,-income-and-welfare-2016).

65. Universal Declaration of Human Rights. New York, NY: United Nations; 1948 (https://www.un.org/en/universal-
declaration-human-rights/index.html).

66. Goal 1: end poverty in all its forms everywhere [website]. New York, NY: United Nations Statistics Division 
(https://unstats.un.org/sdgs/report/2016/goal-01, accessed 10 October 2020).

67. Indicators and a monitoring framework: launching a data revolution for the Sustainable Development Goals 
[website]. Sustainable Development Solutions Network (https://indicators.report/targets/1-3/, accessed 8 
October 2020).

68. The state of social safety nets 2018. Washington, DC: World Bank; 2018 (https://openknowledge.worldbank.org/
handle/10986/29115). 

69. ASPIRE: the Atlas of Social Protection: indicators of resilience and equity: Middle East and North Africa [online 
database]. Washington, DC: World Bank (https://www.worldbank.org/en/data/datatopics/aspire/region/middle-
east-and-north-africa, accessed 20 October 2020).

70. Concepts and definitions. New York, NY: United Nations Statistics Division; 2016 (https://unstats.un.org/sdgs/
metadata/files/Metadata-01-03-01b.pdf, accessed 1 January 2021).

71. Coverage of social protection and labor programs (% of population) [online database]. Washington, DC: World 
Bank (https://data.worldbank.org/indicator/per_allsp.cov_pop_tot, accessed 25 January 2021).

72. IEG (Independent Evaluation Group). Social safety nets: an evaluation of World Bank support, 2000–2010. 
Washington, DC: Independent Evaluation Group, the World Bank Group (http://www.oecd.org/derec/
worldbankgroup/49023353.pdf).

73. Coverage of social safety net programs (% of population) [online database]. Washington, DC: World Bank 
(https://data.worldbank.org/indicator/per_sa_allsa.cov_pop_tot, accessed 25 January 2021).

74. Social protection in Near East and North Africa Region: regional trends. Cairo: Food and Agriculture 
Organization of the United Nations; 2016 (http://www.fao.org/3/a-i6540e.pdf,).

75. Conditional cash transfers in the Arab region. Beirut: Economic and Social Commission for Western Asia; 2017 
(https://www.unescwa.org/sites/www.unescwa.org/files/page_attachments/conditional-cash-transfers-arab_
region-en_0.pdf).

76. Unconditional cash transfer [website]. Beirut: Economic and Social Commission for Western Asia (https://www.
unescwa.org/unconditional-cash-transfer, accessed 26 January 2021).

77. Policy in focus: social protection after the Arab Spring. Volume 14, issue no. 3. The International Policy Centre 
for Inclusive Growth; 2017 (http://www.ipcig.org/pub/eng/PIF40_Social_protection_after_the_Arab_Spring.pdf).

78. The story of Takaful and Karama cash transfer program [website]. Washington, DC: World Bank; 2018 (https://
www.worldbank.org/en/news/feature/2018/11/15/the-story-of-takaful-and-karama-cash-transfer-program, 
accessed 20 October 2020.] 

79. Khater L. Poverty targeting is not the solution for much needed social policy [website]. Beirut: Lebanese Center 
for Policy Studies; 2020 (https://lcps-lebanon.org/featuredArticle.php?id=280, accessed 26 January 2021).

80. Tayssir (cash transfer programme for children) [website]. socialprotection.org; 2020 (https://socialprotection.org/
discover/programmes/tayssir-cash-transfer-programme-children, accessed 20 October 2020). 

81. Social protection in Morocco: the role of zakat. Beirut: Economic and Social Commission for Western Asia 
(https://www.unescwa.org/sites/www.unescwa.org/files/page_attachments/social-protection-morocco-role-
zakat-en.pdf). 

82. World Bank launches new project to strengthen Sudan’s social protection systems [website]. Washington, DC: 
World Bank; 2016 (https://www.worldbank.org/en/news/press-release/2016/02/11/world-bank-launches-new-
project-to-strengthen-sudans-social-protection-systems, accessed 19 October 2020). 

83. Reconstructing paper on a proposed project restructuring of Sudan Social Safety Net Project, approved on 
February 12, 2016, to the Republic of the Sudan. Washington, DC: World Bank; 2016 (http://documents1.
worldbank.org/curated/en/542181587940392610/pdf/Disclosable-Restructuring-and-or-Additional-Financing-
Paper-Sudan-Social-Safety-Net-Project-P148349.pdf). 



592

REFERENCES: ECONOMIC DRIVERS OF HEALTH INEQUITIES

REFERENCES  | CHAPTER 5:
ECONOMIC DRIVERS OF HEALTH INEQUITIES

84. Sudan Social Safety Net Project (P148349): implementation status & results report. Washington, DC: World 
Bank (http://documents1.worldbank.org/curated/pt/380301515515198471/text/Disclosable-Version-of-the-ISR-
Sudan-Social-Safety-Net-Project-P148349-Sequence-No-03.txt). 

85. United Nations Development Group. The social protection floor initiative (SPF-I) [website]. Geneva: International 
Labour Organization; 2017 (http://www.social-protection.org/gimi/gess/ShowProject.action?id=2767, accessed 
19 October 2020).

86. Social protection floor [website]. Geneva: International Labour Organization (https://www.ilo.org/
secsoc/areas-of-work/policy-development-and-applied-research/social-protection-floor/lang--en/index.
htm#:~:text=Social%20protection%20floors%20are%20nationally,defined%20as%20necessary%20at%20the, 
accessed 27 January 2021).

87. The social protection floor initiative. Geneva: International Labour Organization (https://www.ilo.org/wcmsp5/
groups/public/---ed_protect/---soc_sec/documents/publication/wcms_207781.pdf).

88. The UN joint fund window for social protection floors. Geneva: International Labour Organization (https://www.
social-protection.org/gimi/gess/RessourcePDF.action?id=55065).

89. Participation and social protection in the Arab Region. Beirut: Economic and Social Commission for Western 
Asia; 2014 (https://yptoolbox.unescapsdd.org/wp-content/uploads/2017/08/ESCWA_Participation-and-Social-
Protection-in-the-Arab-Region.pdf).

90. Arab countries outline measures to enhance social protection floors [website]. Amman: International Labour 
Organization; 2014 (http://ilo.org/beirut/media-centre/news/WCMS_243352/lang--en/index.htm, accessed 27 
January 2021).

91. Social protection floor index 2020 [website]. Global Coalition for Social Protection Floors; 2020 (http://www.
socialprotectionfloorscoalition.org/2020/04/social-protection-floor-index-2020/, accessed 27 January 2021).

92. Rubin J, Taylor J, Krapels J, Sutherland A, Francisca Felician M, Liu JL, et al. Are better health outcomes related 
to social expenditure? A cross-national empirical analysis of social expenditure and population health measures. 
Santa Monica, CA: RAND Corporation; 2016 (https://www.rand.org/pubs/research_reports/RR1252.html).

93. Bradley E, Elkins BR, Herrin J, Elbel B. Health and social services expenditures: associations with health 
outcomes. BMJ Qual Saf. 2011;20(10):826–31. doi:10.1136/bmjqs.2010.048363.

94. Current health expenditure (% of GDP) [online database]. Washington, DC: World Bank (https://data.worldbank.
org/indicator/SH.XPD.CHEX.GD.ZS, accessed 31 January 2021).

95. Mokdad AH, Jaber S, Abel Aziz MI, AlBuhairan F, AlGhaithi A, AlHamad NM, et al. The state of health in the Arab 
world, 1990-2010: an analysis of the burden of diseases, injuries, and risk factors. Lancet. 2014;383(9914):309–
20. doi:10.1016/S0140-6736(13)62189-3.

96. El-Zein A, Jabbour S, Tekce B, Zurayk H, Nuwayhid, Khawaja M, et al. Health and ecological sustainability in the 
Arab world: a matter of survival. Lancet. 2014;383(9915):458–76. doi:10.1016/S0140-6736(13)62338-7.

97. Kickbusch I, Allen L, Franz C. The commercial determinants of health. Lancet Glob Health. 
2016;4(12):e895-e896. doi:10.1016/S2214-109X(16)30217-0.

98. Stuckler D, McKee M, Ebrahim S, Basu S. Manufacturing epidemics: the role of global producers in increased 
consumption of unhealthy commodities including processed foods, alcohol, and tobacco. PLoS Med. 
2012;9(6):e1001235. doi:10.1371/journal.pmed.1001235.

99. Mialon M. An overview of the commercial determinants of health. Global Health. 2020;16:74. doi:10.1186/
s12992-020-00607-x.

100. Rochford C, Tenneti N, Moodie R. Reframing the impact of business on health: the interface of corporate, 
commercial, political and social determinants of health. BMJ Glob Health. 2019;4(4):e001510. doi:10.1136/
bmjgh-2019-001510.

101. Wiist WH. The bottom line or public health: tactics corporations use to influence health and health policy and 
what we can do to counter them. Oxford: Oxford University Press; 2010.

102. Michael R. Bloomberg and Dr Tedros Adhanom Ghebreyesus call for global focus on noncommunicable 
diseases to save lives from COVID-19 [website]. Geneva: World Health Organization; 2021 (https://www.who.int/
news/item/03-02-2021-michael-r.-bloomberg-and-dr-tedros-adhanom-ghebreyesus-call-for-global-focus-on-
noncommunicable-diseases-to-save-lives-from-covid-19, accessed 10 February 2021).



593

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 5:
ECONOMIC DRIVERS OF HEALTH INEQUITIES

103. Endal D. WHO Director General Dr. Chan warns again against vested interests [website]. Gjøvik: Alcohol, Drugs 
and Development (ADD)/Forut Campaign for Development and Solidarity; 2013 (http://www.add-resources.org/
who-director-general-dr-chan-warns-again-against-vested-interests.5218033-315750.html#:~:text=Chan%20
warns%20again%20against%20vested%20interests,-Published%2014.&text=%E2%80%9CEfforts%20to%20
prevent%20non%2Dcommunicable,inter, accessed 10 February 2021).

104. West R, Marteau T. Commentary on Casswell (2013): the commercial determinants of health. Addiction. 
2013;108(4):686–7. doi:10.1111/add.12118.

105. GBD 1019 Risk Factor Collaborators. Global burden of 87 risk factors in 204 countries and territories, 
1990–2019: a systematic analysis for the Global Burden of Disease Study 2019. Global Health Metrics. 
2020;396(10258):1223-1249. doi:10.1016/S0140-6736(20)30752–2.

106. Nasreddine L, Ayoyb JJ, Al Jawaldeh A. Review of the nutrition situation in the Eastern Mediterranean Region. 
East Mediterr Health J. 2018;24(1):77–91. PMID:29658624.

107. Boutayeb A, Boutayeb S, Boutayeb W. Multi-morbidity of non communicable disease and equity in WHO 
Eastern Mediterranean countries. Int J Equity Health. 2013;12:60. doi:10.1186/1475-9276-12-60.

108. Pampel F, Krueger P, Denney J. Socioeconomic disparities in health behaviours. Annu Rev Sociol. 2010;36:349–
70. doi:10.1146/annurev.soc.012809.102529.

109. Gostin LO, Abou-Taleb H, Roache SA, Alwan A. Legal priorities for prevention of non-communicable diseases: 
innovations from WHO’s Eastern Mediterranean region. Public Health. 2017;144:4–12. doi:10.1016/j.
puhe.2016.11.001.

110. Moodie R, Stuckler D, Monteiro C, Sheron N, Neal B, Thamarangsi T, et al. Profits and pandemics: prevention of 
harmful effects of tobacco, alcohol and ultra-processed food and drink industries. Lancet. 2013;381(9867):670-
9. doi:10.1016/S0140-6736(12)62089-3.

111. Implementing the WHO recommendations on the marketing of food and non-alcoholic beverages to children in 
the Eastern Mediterranean Region. Cairo: WHO Regional Office for the Eastern Mediterranean; 2018 (https://
apps.who.int/iris/handle/10665/328213).

112. Set of recommendations on the marketing of foods and non-alcoholic beverages to children. Geneva: World 
Health Organization; 2010 (https://www.who.int/dietphysicalactivity/publications/recsmarketing/en/).

113. Al-Ghannami S, Al-Shammakhi A, Al Jawaldeh A, Al-Mamari F, Al Gammaria I, Al-Aamry J, et al. Rapid 
assessment of marketing of unhealthy foods to children in mass media, schools and retail stores in Oman. East 
Mediterr Health J. 2019;25(11):820-827. doi:10.26719/emhj.19.066

114. Promoting health across the life course [website]. Cairo: WHO Regional Office for the Eastern Mediterranean; 
2017 (http://www.emro.who.int/annual-report/2017/health-promotion.html), accessed 22 October 2020)

115. Lima JM, Galea S. The Corporate Permeation Index – a tool to study the macrosocial determinants of non-
communicable disease. SSM Popul Health. 2019;7:100361. https://doi.org/10.1016/j.ssmph.2019.100361.

116. Lima JM, Galea S. Corporate practices and health: a framework and mechanisms. Global Health. 2018;14(1):21. 
doi: 10.1186/s12992-018-0336-y.

117. Tobacco Tactics: Eastern Mediterranean Region [website]. Bath: University of Bath; 2020 (https://
tobaccotactics.org/wiki/eastern-mediterranean-region/, accessed 22 October 2020).

118. Selling addiction [website]. Cairo: WHO Regional Office for the Eastern Mediterranean; 2019 (http://www.emro.
who.int/stop_tobacco_industry/selling_addiction.html), accessed 22 October 2020).

119. Tobacco Free initiative. The truth about waterpipe tobacco use [Online]. Cairo: WHO Regional Office for the 
Eastern Mediterranean (http://www.emro.who.int/tfi/know-the-truth/waterpipe-tobacco-use.html), accessed 26 
January 2021). 

120. Time to deliver: report of the WHO Independent High-level Commission on Noncommunicable Diseases. 
Geneva: World Health Organization; 2018 (https://www.who.int/ncds/management/time-to-deliver/en/).

121. Kovic Y. The impact of junk food marketing regulations on food sales: an ecological study. Master’s Theses. 1324. 
University of Connecticut; 2019 (https://opencommons.uconn.edu/gs_theses/1324, accessed 31 January 2021).

122. Mytton OT, Boyland E, Adams J, Collins B, O’Connell M, Russell SJ, et al. The potential health impact of 
restricting less-healthy food and beverage advertising on UK television 05.30 and 21.00 hours: a modelling 
study. PLoS Med. 2020;17(10):e1003212. doi:10.1371/journal.pmed.1003212.



594

REFERENCES: ECONOMIC DRIVERS OF HEALTH INEQUITIES

REFERENCES  | CHAPTER 5:
ECONOMIC DRIVERS OF HEALTH INEQUITIES

123. Mozaffarian D, Angell SY, Lang T, Rivera JA. Role of government policy in nutrition - barriers to and 
opportunities for healthier eating. BMJ. 2018;361:361:k2426. doi:10.1136/bmj.k2426.

124. Baum FE, Sanders DM, Fisher M, Anaf J, Freudenbeg N, Friel S, et al. Assessing the health impact of 
transnational corporations: its importance and a framework. Global Health. 2016;12(1):27. doi:10.1186/s12992-
016-0164-x.

125. Saudi Arabia’s Food and Drug Authority has adopted specific policies vis a vis tobacco manufacturers [website]. 
Geneva: FCTC Secretariat, WHO Framework Convention on Tobacco Control; 2019 (https://untobaccocontrol.
org/impldb/saudi-arabias-food-and-drug-authority-has-adopted-specific-policies-vis-a-vis-tobacco-
manufacturers/, accessed 22 October 2020).

126. Alsukait R, Bleich S, Wilde P, Singh G, Folta S. Sugary drink excise tax policy process and implementation: case 
study from Saudi Arabia. Food Policy. 2020;90:101789. https://doi.org/10.1016/j.foodpol.2019.101789.

127. Al-Jawaldeh A, Megally R. Impact evaluation of national nutrition policies to address obesity through 
implementation of sin taxes in Gulf Cooperation Council countries: Bahrain, Saudi Arabia, Oman, United Arab 
Emirates, Kuwait and Qatar. F1000 Res. 2020;9:1287. doi:10.12688/f1000research.27097.1.

128. Alsukait R, Wilde P, Bleich S, Singh G, Folta S. Impact of Saudi Arabia’s sugary drink tax on prices and 
purchases. Current Dev Nutr. 2019;3(Suppl 1):nzz034. doi:10.1093/cdn/nzz034.P10-066-19.

129. Wiist AH. Public health and corporate avoidance of U.S. federal income tax. World Medical & Health Policy. 
2018;10(3):272–300. https://doi.org/10.1002/wmh3.274.

130. European tobacco use: trends report 2019. Copenhagen: WHO Regional Office for Europe; 2019 (https://www.
euro.who.int/__data/assets/pdf_file/0009/402777/Tobacco-Trends-Report-ENG-WEB.pdf).

131. Eglon M. European Investment Bank divests from fossil fuels – what it really means [website]. Taylor Hopkinson; 
2019 (https://www.taylorhopkinson.com/european-investment-bank-divests-from-fossil-fuels/, accessed 31 
January 2021).

132. EU Bank launches ambitious new climate strategy and energy lending policy [website]. Luxembourg; European 
Investment Bank; 2019 (https://www.eib.org/en/press/all/2019-313-eu-bank-launches-ambitious-new-climate-
strategy-and-energy-lending-policy, accessed 31 January 2021).

133. Payne C. The Tobacco-Free Finance Pledge: a tool for change [website]. Geneva: Union for International Cancer 
Control; 2020 (https://www.uicc.org/blog/tobacco-free-finance-pledge-tool-change, accessed 26 January 2021).

134. The Tobacco-Free Finance Pledge [website]. Geneva: UNEP FI Principles for Sustainable Insurance Initiative 
(https://www.unepfi.org/psi/tobacco-free-finance-pledge/, accessed 26 January 2021).

135. Norway divests $2 billion from tobacco companies [website]. Geneva: Framework Convention Alliance; 2009 
(https://www.fctc.org/norway-divests-2-billion-from-tobacco-companies/, accessed 26 January 2021).

136. Savell E, Gilmore AB, Sims M, Mony PK, Koon T,Yusoff K, et al. The environmental profile of a community’s 
health: a cross-sectional study on tobacco marketing in 16 countries. Bull World Health Organ. 2015;93(12):851–
61G. doi:10.2471/BLT.15.155846.

137. O’Hara J, Musicus A. Big soda vs. public health. Washington, DC: Center for Science in the Public Interest; 
2015 (https://cspinet.org/resource/big-soda-vs-public-health-2015-edition).

138. Jernigan D, Noel J, Landon J, Thornton N, Lobstein T. Alcohol marketing and youth alcohol consumption: a 
systematic review of longitudinal studies published since 2008. Addiction. 2017;112(Suppl 1):7–20. doi:10.1111/
add.13591.

139. Sadeghirad B, Duhaney T, Motaghipisheh S, Campbell NRC, Johnston BC. Influence of unhealthy food and 
beverage marketing on children’s dietary intake and preference: a systematic review and meta-analysis of 
randomized trials. Obes Rev. 2016;17(10):945–59. doi:10.1111/obr.12445.

140. Wellman RJ, Sugarman DB, DiFranza JR, Winickoff JP. The extent to which tobacco marketing and tobacco use 
in films contribute to children’s use of tobacco: a meta-analysis. Arch Pediatr Adolesc Med. 2006;160(12):1285–
96. doi:10.1001/archpedi.160.12.1285.

141. Nassar MA, Al Zien A. Effects of television advertising on children in the Middle East. Education, Business and 
Society: Contemporary Middle Eastern Issues. 2012;5(4):267–80. https://doi.org/10.1108/17537981211284443.

142. Policy brief: taking measures to implement the WHO set of recommendations to reduce the impact of the 
marketing of unhealth foods and non-alcoholic beverages to children. Geneva: World Health Organization; 2014 
(https://www.who.int/nmh/ncd-coordination-mechanism/Policybrief31.pdf?ua=1).



595

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 5:
ECONOMIC DRIVERS OF HEALTH INEQUITIES

143. Net ODA [website]. Paris: Organisation for Economic Co-operation and Development; 2021 (https://data.oecd.
org/oda/net-oda.htm, accessed 26 January 2021).

144. The top-10 ODA recipients in 2018 [website]. Nicosia: Development Aid; 2020 (https://www.developmentaid.
org/#!/news-stream/post/59556/the-top-10-oda-recipients-in-2018, accessed 14 February 2021).

145. Net ODA received per capita (current US$) [website]. Washington, DC: World Bank; 2020 (https://datacatalog.
worldbank.org/net-oda-received-capita-current-us-0, accessed 14 February 2021).

146. Net ODA received per capita (current US$) [online database]. Washington, DC. World Bank (https://data.
worldbank.org/indicator/DT.ODA.ODAT.PC.ZS, accessed 14 February 2021). 

147. Net ODA [online database]. Paris: Organisation for Economic Co-operation and Development (https://data.oecd.
org/oda/net-oda.htm, accessed 31 January 2021).

148. Development co-operation profiles. Paris: Organisation for Economic Co-operation and Development; 2020. 
https://doi.org/10.1787/2dcf1367-en.

149. Zhao Y, Micah AE, Gloyd S, Dieleman JL. Development assistance for health and the Middle East and North 
Africa. Globalization and Health. 2020;16(1):14. doi:10.1186/s12992-020-0545-z. 



596

REFERENCES: CULTURE AND SOCIETY

REFERENCES  | CHAPTER 6:
CULTURE AND SOCIETY

1. Seybold K, Hill P. The role of religion and spirituality in mental and physical health. Current Directions in 
Psychological Science. 2001;10:21–4. https://doi.org/10.1111%2F1467-8721.00106.

2. Idler E. Religion: the invisible social determinant. In Idler E, editor. Religion as a social determinant of public 
health. Oxford: Oxford University Press; 2014.

3. Deacon H. Towards a sustainable theory of health-related stigma: lessons from the HIV/AIDS literature. Journal 
of Community & Applied Social Psychology. 2006;16(6):418–25. https://doi.org/10.1002/casp.900.

4. Ouis P. Honourable traditions? Honour violence, early marriage and sexual abuse of teenage girls 
in Lebanon, the occupied Palestinian territories and Yemen. Int J Child Rights. 2009;17(3):445–74. 
doi:10.1163/157181808X389911.

5. Maghdoul B. The disease and religiosity study on the religious representation of AIDs and the spiritual 
experiences of patients. Insaniyat. 2018;17.

6. The global religious landscape [website]. Washington, DC: Pew Research Center; 2021 (https://www.pewforum.
org/2012/12/18/global-religious-landscape-exec/, accessed 5 January 2021).

7. Al-Kandari Y. Religiosity and its relation to blood pressure among selected Kuwaitis. J Biosoc Sci. 
2003;35(3):463–72. doi:10.1017/s0021932003004632.

8. Baetz M, Bowen R. Chronic pain and fatigue: Associations with religion and spirituality. Pain Res Manag. 
2008;13(5):383–88. doi:10.1155/2008/263751.

9. Chen Y, Kim E, VanderWeele T. Religious-service attendance and subsequent health and well-being throughout 
adulthood: evidence from three prospective cohorts. Int J Epidemiol. 2020;49(6):2030–40. doi:10.1093/ije/
dyaa120.

10. Koenig LB, Vaillant GE. A prospective study of church attendance and health over the lifespan. Health Psychol. 
2009;28(1):117–24. doi:10.1037/a0012984.

11. Mueller P, Plevak D, Rummans T. Religious involvement, spirituality, and medicine: implications for clinical 
practice. Mayo Clin Proc. 2001;76(12):1225–35. doi:10.4065/76.12.1225.

12. Jones J. Religion, health and the psychology of religion: how the research on religion and health helps us 
understand religion. J Relig Health. 2004; 317–32. doi:10.1007/s10943-004-4299-3.

13. The impact of spirituality on mental health: a review of the literature. London: The Mental Health Foundation; 
2006 (https://www.mentalhealth.org.uk/sites/default/files/impact-spirituality.pdf).

14. Partnership note on faith-based organizations, local faith communities and faith leaders. Geneva: United 
Nations High Commissioner for Refugees; 2014 (https://www.unhcr.org/protection/hcdialogue%20/539ef28b9/
partnership-note-faith-based-organizations-local-faith-communities-faith.html).

15. Kreuter M, Lukwago S, Dawn R, Bucholtz C, Clark E, Sanders-Thompson V. Achieving cultural appropriateness 
in health promotion programmes: targeted and tailored approaches. Health Educ Behav. 2003;30(2):133–46. 
doi:10.1177/1090198102251021.

16. Kreuter M, Sugg-Skinner C, Holt C, Clark E, Haire-Joshu D, Fu Q, et al. Cultural tailoring for mammography 
and fruit and vegetable intake among low-income African American women in urban public height centres. Prev 
Med. 2005;41(1):53–62. doi:10.1016/j.ypmed.2004.10.013.

17. Holt C, Lukwago S, Kreuter M. Spirituality, breast cancer beliefs and mammography utilization among urban 
African American women. J Health Psychol. 2003;8(3):383–96. doi:10.1177/13591053030083008.

18. Global Health Data Exchange. GBD results tool [online database]. Seattle, WA: Institute for Health Metrics and 
Evaluation; 2017 (http://ghdx.healthdata.org/gbd-results-tool, accessed 3 February 2021).

19. Lange S, Probst C, Gmel G, Rehm J, Burd L, Popova S. Global prevalence of fetal alcohol spectrum disorder 
among children and youth: a systematic review and meta-analysis. JAMA Pediatr. 2017;171(10):948–56. 
doi:10.1001/jamapediatrics.2017.1919.

20. UNFPA-UNICEF Joint Programme on Female Genital Mutilation/Cutting: accelerating change. New York, NY: 
United Nations Population Fund and United Nations Children’s Fund; 2014 (https://www.unfpa.org/publications/
unfpa-unicef-joint-programme-female-genital-mutilationcutting-accelerating-change).

21. Ahmed HM, Kareem MS, Shabila NP, Mzori BQ. Knowledge and perspectives of female genital cutting 
among the local religious leaders in Erbil governorate, Iraqi Kurdistan region. Reprod Health. 2018;15(1):44. 
doi:10.1186/s12978-018-0459-x.

22. Al-Azhar University in cooperation with UNICEF. Children in Islam: their care, upbringing and protection. Cairo: 
Al-Azhar University; 2005 (https://www.humanitarianresponse.info/sites/www.humanitarianresponse.info/files/
documents/files/children_in_islam_english.pdf).



597

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 6:
CULTURE AND SOCIETY

23. Tomkins A, Duff J, Fitzgibbon A, Karam A, Mills EJ, Munnings K, et al. Controversies in faith and health care. 
Lancet. 2015;386(10005):1776–85. doi:10.1016/S0140-6736(15)60252-5.

24. Cook RJ, Dickens BM, Fathalla MF. Female genital cutting (mutilation/circumcision): ethical and legal 
dimensions. Int J Gynaecol Obstet. 2002;79(3):281–7. doi:10.1016/s0020-7292(02)00277-1.

25. Facts about female genital mutilation. Cairo: WHO Regional Office for the Eastern Mediterranean; 2013 (https://
applications.emro.who.int/docs/High_Level_Exp_Meet_Rep_2013_EN_14808.pdf?ua=1).

26. Country profile: FGM in Egypt. London: 28 Too Many; 2017 (https://www.refworld.org/docid/5a17ef454.html).
27. Van Rossem R, Meekers D. The decline of FGM in Egypt since 1987: a cohort analysis of the Egypt 

Demographic and Health Surveys. BMC Womens Health. 2020;20(1):100. doi:10.1186/s12905-020-00954-2.
28. Hassan R. Is family planning permitted in Islam? The issue of a women’s right to contraception. In Webb G, 

editor. Windows of faith: Muslim women scholar-activists in North America. Syracuse, NY: Syracuse University 
Press; 2000:226–37 (http://riffathassan.info/wp-content/uploads/2014/03/Is_Family_Planning_Permitted_by_
Islam1.pdf).

29. Adams C, Manenti A. Flexibility and pragmatism in promoting health: an experience of synergy between health 
and religion in the Islamic Republic of Iran. East Mediterr Health J. 2012;18(8):892–8. doi:10.26719/2012.18.8.892.

30. Mehryar A. Ideological basis of fertility change in post-revolutionary Iran: Shiite teachings vs. pragmatic 
considerations. In: Karim M, Jones GW, editors. Islam, the state and population. London: Hurst & Co.; 2005.

31. Culture matters: lessons from a legacy of engaging faith-based organizations. New York, NY: United Nations 
Population Fund; 2008 (https://www.unfpa.org/sites/default/files/pub-pdf/Culture_Matter_II.pdf).

32. Working with communities and faith-based organizations: case studies from country programmes. New York, 
NY: United Nations Population Fund; 2005 (https://www.unfpa.org/resources/culture-matters-%E2%80%93-
working-communities-and-faith-based-organizations).

33. El Awa F. The role of religion in tobacco control interventions. Bull World Health Organ. 2004;82(12):894. 
PMID:15654402

34. Khayat MH, editor. Islamic ruling on smoking. The right path to health: health education through religion. Cairo: 
WHO Regional Office for the Eastern Mediterranean; 2000 (https://applications.emro.who.int/dsaf/dsa46.pdf).

35. Islamic Advisory Group for Polio Eradication [website]. Jeddah: The Islamic Advisory Group for Polio 
Eradication; 2020 (https://www.iag-group.org/home/, accessed 10 January 2021).

36. Equity, educational access and learning outcomes in the Middle East and North Africa. Amman: UNICEF 
MENA Regional Office; 2015 (https://www.unicef.org/mena/reports/equity-educational-access-and-learning-
outcomes-mena).

37. Abukari A. Education of women in Islam: a critical Islamic interpretation of the Quran. Religious Education. 
2014;109(1):4–23. doi:10.1080/00344087.2014.868203.

38. Declaration: mobilizing religious leaders in Afghanistan [website]. New York, NY: United Nations Children’s Fund; 
2003 (https://www.unicef.org/media/media_13249.html, accessed 19 February 2021).

39. Afghanistan imam training [website]. Women’s Islamic Initiative in Spirituality and Equality; 2011 (https://www.
wisemuslimwomen.org/programs/afghanistan-imam-training/, accessed 19 February 2021).

40. What we do [website]. Birmingham: Islamic Relief Worldwide; 2021 (https://www.islamic-relief.org/what-we-do/, 
19 February 2021, accessed 19 February 2021).

41. Muslim Aid [website]. London: Muslim Aid; 2021 (https://www.muslimaid.org/#, accessed 19 February 2021). 
42. Religion and development post-2015: report of a consultation among donor organizations, United Nations 

development agencies and faith-based organizations. New York, NY: United Nations Population Fund; 2014 
(https://www.unfpa.org/pcm/node/8939).

43. Islamic Relief Worldwide [website]. Birmingham: Islamic Relief Worldwide; 2021 (https://www.islamic-relief.org, 
accessed 10 March 2021).

44. Prior M. World Food Programme Insight. Why we can’t end hunger alone [website]. Rome: World Food 
Programme; 2016 (https://medium.com/world-food-programme-insight/why-we-cant-end-hunger-alone-
39396ea1c1a7), accessed 19 February 2021.

45. Aga Khan Development Network. Syria: Humanitarian assistance [website]. Geneva: Aga Khan Foundation; 
2020 (https://www.akdn.org/where-we-work/middle-east/syria/humanitarian-assistance-syria).



598

REFERENCES: CULTURE AND SOCIETY

REFERENCES  | CHAPTER 6:
CULTURE AND SOCIETY

46. Non-governmental organizations [website]. Rome: World Food Programme; 2021 (https://www.wfp.org/non-
governmental-organizations), accessed 19 February 2021.

47. Inter-religious engagement for Zero Hunger. Rome: World Food Programme; 2016 (https://www.wfp.org/
publications/2016-inter-religious-engagement-zero-hunger).

48. Hasselbarth S. Islamic charities in the Syrian context in Jordan and Lebanon. Beirut: Friedrich-Ebert-Stiftung; 
2014 (https://library.fes.de/pdf-files/bueros/beirut/10620.pdf).

49. Guidance for civil society organizations on partnership with UNICEF. New York: United Nations Children’s Fund; 
2020 (https://sites.unicef.org/about/partnerships/files/Guidance-for-CSOs-on-Partnership-with-UNICEF.pdf).

50. Engaging faith-based organizations in HIV prevention: a training manual for programme managers. New 
York, NY: United Nations Population Fund; 2007 (https://www.unfpa.org/resources/engaging-faith-based-
organizations-hiv-prevention-training-manual-programme-managers).

51. Guidelines for engaging faith-based organizations (FBOs) as culture agents of change. New York: United 
Nations Population Fund; 2009 (https://www.unfpa.org/sites/default/files/resource-pdf/fbo_engagement.pdf).

52. UN Inter-Agency Task Force on Engaging Faith-Based Actors for Sustainable Development and Humanitarian 
Work: highlights of FBO engagement by United Nations entities 2013–2015. New York, NY: United Nations 
Population Fund; 2015 (https://www.partner-religion-development.org/fileadmin/Dateien/Resources/
Knowledge_Center/UNIATF-ToR-and-2014-Overview.pdf).

53. Engaging religion and faith-based actors in 2016: annual report of the United Nations Inter-Agency Task Force 
on Engaging Faith-Based Actors for Sustainable Development. New York, NY: United Nations Population Fund; 
2016 (https://jliflc.com/resources/un-iatf-fbos-2016/).

54. Engaging religion and faith-based actors on Agenda 2030/SDGs 2017: annual report of the United Nations 
Inter-Agency Task Force on Engaging Faith-Based Actors for Sustainable Development. New York, NY: United 
Nations Population Fund; 2018 (https://www.partner-religion-development.org/fileadmin/Dateien/Resources/
Knowledge_Center/2017_Annual_Report_UNIATF.pdf).

55. Partnership with faith-based organizations: UNAIDS strategic framework. Geneva: Joint United Nations 
Programme on HIV/AIDS; 2009 (https://www.unaids.org/sites/default/files/media_asset/20100326_jc1786_
partnership_fbo_en_0.pdf).

56. Partnering with religious communities for children. New York, NY: United Nations Children’s Fund; 2012 
(https://sites.unicef.org/about/partnerships/files/Partnering_with_Religious_Communities_for_Children_
(UNICEF).pdf).

57. Cross-cutting gender issues in women’s health in the Eastern Mediterranean Region. Cairo: WHO Regional 
Office for the Eastern Mediterranean; 2007 (https://applications.emro.who.int/dsaf/dsa758.pdf).

58. Gender inequality index [online database]. New York, NY: United Nations Development Programme; 2021  
(http://hdr.undp.org/en/content/gender-inequality-index, accessed 6 January 2021).

59. Human Development Report Office. Gender equality in human development: measurement revisited. New York, 
NY: United Nations Development Programme; 2015 (http://hdr.undp.org/sites/default/files/hdro_issue_paper_
on_gender_indices_with_cover.pdf).

60. Human development report 2019: beyond income, beyond averages, beyond today: inequalities in human 
development in the 21st century. New York, NY: United Nations Development Programme; 2019 
(http://hdr.undp.org/sites/default/files/hdr2019.pdf).

61. El Feki S, Heilmen B, Barker G, editors. Understanding masculinities: results from the International Men and 
Gender Equality Survey (IMAGES) – Middle East and North Africa. Cairo and Washington, DC: UN Women and 
Promundo-US; 2017 (https://imagesmena.org/en/).

62. Sen G, Ostlin P, George A. Unequal, unfair, ineffective and inefficient gender inequity in health: why it exists and 
how we can change it. Final report to the WHO Commission on Social Determinants of Health, September 2007. 
Geneva: World Health Organization; 2007 (https://www.who.int/social_determinants/resources/csdh_media/
wgekn_final_report_07.pdf).

63. Girls’ education [website]. Washington, DC: The World Bank; 2020 (https://www.worldbank.org/en/topic/
girlseducation#1, accessed 6 January 2021).

64. Bourne J. Why educating girls makes economic sense [website]. Washington, DC: Global Partnership for 
Education; 2014 (https://www.globalpartnership.org/blog/why-educating-girls-makes-economic-sense), 
accessed 6 January 2021.



599

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 6:
CULTURE AND SOCIETY

65. Teaching and learning: achieving quality for all. Gender summary. Paris: United Nations Educational, Scientific 
and Cultural Organization; 2014 (http://strive.lshtm.ac.uk/sites/strive.lshtm.ac.uk/files/EFA%20global%20
monitoring%20report.pdf).

66. UNICEF says education for women and girls a lifeline to development [website]. New York: United Nations 
Children’s’ Fund; 2011 (https://www.unicef.org/media/media_58417.html, accessed 9 January 2021).

67. Pradhan E. Female education and childbearing: a closer look at the data [website]. Washington, DC: 
World Bank; 2015 (https://blogs.worldbank.org/health/female-education-and-childbearing-closer-look-
data#:~:text=In%20a%20nutshell%2C%20data%20show,she%20is%20likely%20to%20bear.&text=A%20
negative%20correlation%20is%20most,(TFR)%20in%20a%20population, accessed 3 February 2021).

68. Ferrant G, Pesando L, Nowacka K. Unpaid care work: the missing link in the analysis of gender gaps in labour 
outcomes. Paris: Organisation for Economic Co-operation and Development; 2014 
(https://www.oecd.org/dev/development-gender/Unpaid_care_work.pdf).

69. Markle L. Women and economic development in the Middle East and North Africa. Student Papers in Public 
Policy. 2013;1(1): Article 3 (https://docs.lib.purdue.edu/cgi/viewcontent.cgi?article=1003&context=sppp).

70. Guidelines for integrating gender-based violence interventions in humanitarian action. Geneva: Inter-Agency 
Standing Committee; 2015 (https://interagencystandingcommittee.org/system/files/2015-iasc-gender-based-
violence-guidelines_lo-res.pdf).

71. Declaration on the Elimination of Violence against Women. Geneva: Office of the United Nations 
High Commissioner for Human Rights; 1993 (https://www.ohchr.org/EN/ProfessionalInterest/Pages/
ViolenceAgainstWomen.aspx).

72. Global report highlights impact of violence on women’s health [website]. Cairo: WHO Regional Office for the 
Eastern Mediterranean; 2013 (http://www.emro.who.int/media/news/global-report-violence-women.html, 
accessed 31 December 2020).

73. Gender-based violence in health emergencies. In: WHO/Health cluster [website]. Geneva: World Health 
Organization; 2020 (https://www.who.int/health-cluster/about/work/task-teams/genderbasedviolence/en/, 
accessed 29 December 2020).

74. Abramsky T, Watts CH, Garcia-Moreno C, Devries K, Kiss L, Ellsberg M, et al. What factors are associated with 
recent intimate partner violence? Findings from the WHO multi-country study on women’s health and domestic 
violence. BMC Public Health. 2011;16(11):109. doi:10.1186/1471-2458-11-109.

75. Hassan SN, Memon E, Shahab M. Utilization of maternal healthcare services in women experiencing spousal 
violence in Pakistan: a comparative analysis of 2012–13 and 2017–18 Pakistan Demographic Health Surveys. 
PLOS One. 2020;15(9). doi:10.1371/journal.pone.0239722

76. Understanding and addressing violence against women: intimate partner violence. Geneva: World Health 
Organization; 2012 (https://apps.who.int/iris/bitstream/handle/10665/77432/WHO_RHR_12.36_eng.
pdf;sequence=1).

77. Potter L, Morris R, Hegarty K, Garcia-Moreno C, Feder G. Categories and health impacts of intimate partner 
violence in the World Health Organization multi-country study on women’s health and domestic violence. Int J 
Epidemiol 2020. doi:10.1093/ije/dyaa220.

78. Ellsberg M, Jansen H, Heise L, Watts C, Garcia-Moreno C. Intimate partner violence and women’s physical 
and mental health in the WHO multi-country study on women’s health and domestic violence: an observational 
study. Lancet. 2008;371(9619):1165–72. doi:10.1016/S0140-6736(08)60522-X.

79. Global and regional estimates of violence against women: prevalence and health effects of intimate partner 
violence and non-partner sexual violence. Geneva: World Health Organization; 2013 
(https://www.who.int/publications/i/item/9789241564625).

80. United Nations Population Fund. The economic cost of gender based violence survey Egypt 2015. Cairo: United 
Nations Population Fund, Central Agency for Public Mobilization and Statistics, National Council for Women; 
2016 (https://egypt.unfpa.org/en/publications/economic-cost-gender-based-violence-survey-egypt-2015).

81. Population Council. Situation analysis in gender and health [in press]. 
82. Marsh M, Purdin S, Navani S. Addressing sexual violence in humanitarian emergencies. Glob Public Health. 

2006;1(2):133–46. doi:10.1080/17441690600652787.



600

REFERENCES: CULTURE AND SOCIETY

REFERENCES  | CHAPTER 6:
CULTURE AND SOCIETY

83. Shaheen A, Ashkar S, Alkaiyat A, Bacchus L, Colombini M, Feder F, et al. Barriers to women’s disclosure 
of domestic violence in health services in Palestine: qualitative interview-based study. BMC Public Health. 
2020;20:1795.doi:10.1186/s12889-020-09907-8.

84. Violence against women [online database] Paris: Organisation for Economic Co-operation and Development; 
2019 (https://data.oecd.org/inequality/violence-against-women.htm, accessed 28 December 2020).

85. Violence against women: key facts [website]. Geneva: World Health Organization; 2017 
(https://www.who.int/news-room/fact-sheets/detail/violence-against-women#:~:text=Risk%20factors%20
for%20both%20intimate,violence%20(perpetration%20and%20experience)%3B, accessed 29 December 
2020).

86. Perry A. Risk factors of gender-based sexual violence. RTM Insights. 2012;23 (http://rutgerscps.weebly.com/
uploads/2/7/3/7/27370595/riskfactorsofgender-basedsexual_violence_rtminsights23.pdf).

87. Kiss L, Schraiber LB, Heise L, Zimmerman C, Gouveia N, Watts C. Gender-based violence and socioeconomic 
inequalities: does living in more deprived neighbourhoods increase women’s risk of intimate partner violence. 
Soc Sci Med. 2012;74(8):1172–9. doi10.1016/j.socscimed.2011.11.033.

88. Peterman A, Roy S, Ranganathan M. How is economic security linked to gender-based violence? New insights 
from the Sexual Violence Research Initiative Forum 2019 [website]. Washington, DC: International Food Policy 
Research Institute; 2019 (https://www.ifpri.org/blog/how-economic-security-linked-gender-based-violence-new-
insights-sexual-violence-research, accessed 2 December 2020).

89. Somach SD, AbouZeid G. Egypt violence against women study: literature review of violence against women. 
Cairo: National Council for Women and United States Agency for International Development; 2009 (https://pdf.
usaid.gov/pdf_docs/PNADQ891.pdf).

90. Hyder A, Noor Z, Tsui E. Intimate partner violence among Afghan women living in refugee camps in Pakistan. 
Soc Sci Med 2007;64(7):1536–47. doi:10.1016/j.socscimed.2006.11.029.

91. Vogel J. Effective gender-based violence screening tools for use in health care settings in Afghanistan and 
Pakistan: a systematic review. East Mediterr Health J. 2013;19( 3):219–26. 

92. Gender indicator data [online database. Rockville, MD: The DHS Program; 2021 
(https://dhsprogram.com/topics/gender/index.cfm, accessed 3 February 2021).

93. Cash assistance and the prevention, mitigation and response to sexual and gender-based violence: findings 
from Lebanon, Ecuador and Morocco. Geneva: United Nations High Commissioner for Refugees; 2019 
(https://www.unhcr.org/5d5edad97).

94. Preventing violence against women through school based programmes. In: What Works to Prevent Violence 
[website]. Pretoria: What Works to Prevent Violence Global Programme; 2019 
(https://www.whatworks.co.za/globalprogramme-projects/right-to-play-pakistan, accessed 30 December 2020).

95. Report of the trustees and financial statement Right to Play UK for the year ended 31 December 2018. London: 
Right to Play; 2018 (https://righttoplaydiag107.blob.core.windows.net/rtp-media/).

96. Strengthening the health system response to gender-based violence in the Eastern Mediterranean: countries at 
the centre [website]. Cairo: WHO Regional Office for the Eastern Mediterranean; 2018 (http://www.emro.who.
int/violence-injuries-disabilities/violence-events/international-day-eliminating-violence-against-women-2018.
html#:~:text=The%20Eastern%20Mediterranean%20Region%20is,East%20Asia%20Region%20(37.7%25, 
accessed 29 December 2020).

97. Women’s human rights and gender-related concerns in situations of conflict and instability [website]. Geneva: 
Office of the United Nations High Commissioner for Human Rights; 2020 (https://www.ohchr.org/en/Issues/
Women/WRGS/Pages/PeaceAndSecurity.aspx, accessed 31 December 2020).

98. Women in the Middle East and North Africa: issues for Congress, updated 27 November 2020 [website]. 
Washington, DC: Congressional Research Service; 2020 (https://crsreports.congress.gov/product/pdf/R/
R46423, accessed 29 December 2020).

99. Independent International Commission of Inquiry on the Syrian Arab Republic. “I lost my dignity”: sexual and 
gender-based violence in the Syrian Arab Republic. Conference room paper of the Independent International 
Commission of Inquiry on the Syrian Arab Republic. Geneva: United Nations; 2018 (https://digitallibrary.un.org/
record/1480420?ln=en).



601

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 6:
CULTURE AND SOCIETY

100. The Vulnerable Women’s Project: refugee and asylum seeking women affected by rape or sexual violence–a 
literature review. London: Refugee Council; 2009 (https://www.bl.uk/collection-items/vulnerable-womens-
project-refugee-and-asylum-seeking-women-affected-by-rape-or-sexual-violence-literature-review).

101. Anani G. Dimensions of gender-based violence against Syrian refugees in Lebanon. Forced Migration Review 
[website]. 2013:44 (https://www.fmreview.org/detention/anani, accessed 19 February 2021).

102. Miller L. The irony of refuge: gender-based violence against female refugees in Africa. Denver, CO: Josef Korbel 
School of International Studies; 2012 (https://www.du.edu/korbel/hrhw/researchdigest/minority/Africa.pdf).

103. IPSOS Group SA. Unpacking gendered realities in displacement: the status of Syrian refugee women in Lebanon. 
Cairo: UN Women Regional Office for Arab States; 2018 (https://data2.unhcr.org/en/documents/details/72200).

104. Ward J. If not now, when? Addressing gender-based violence in refugee, internally displaced, and post-conflict 
settings: a global overview. New York, NY: The Reproductive Health for Refugees Consortium; 2002 
(http://www.peacewomen.org/assets/file/Resources/NGO/Disp-HR_IfNotNowWhen_Ward_2002.pdf).

105. Where is the money? How the humanitarian system is falling in its commitments to end violence against women 
and girls. New York, NY: VOICE and International Rescue Committee; 2019 (https://www.rescue.org/report/
wheres-money-how-humanitarian-system-failing-fund-end-violence-against-women-and-girls).

106. COVID-19 crisis in the MENA region: impact on gender equality and policy responses [website]. Paris: 
Organisation Economic Co-operation and Development; 2020 (https://www.oecd.org/coronavirus/policy-
responses/covid-19-crisis-in-the-mena-region-impact-on-gender-equality-and-policy-responses-ee4cd4f4/, 
accessed 28 December 2020).

107. Impact of COVID-19 on violence against women and service provision: UN Women rapid assessment of 
findings. New York: UN Women; 2020 (https://www.unwomen.org/en/digital-library/publications/2020/05/
impact-of-covid-19-on-violence-against-women-and-girls-and-service-provision).

108. UN chief calls for domestic violence ‘ceasefire’ amid ‘horrifying global surge [website]. New York, NY: United 
Nations; 2020 (https://news.un.org/en/story/2020/04/1061052, accessed 30 December 2020).

109. COVID-19 and women’s rights in Palestine. Jerusalem: Women’s Centre for Legal Aid and Counselling; 2020 
(https://www.wclac.org/files/library/20/07/aoazpvvqscgipswyhc3fqr.pdf).

110. UN Regional Issue-Based Coalition for Gender Justice and Equality. Violence against women and girls and 
COVID-19 in the Arab region. New York, NY: United Nations; 2020 (https://www.unescwa.org/publications/
violence-against-women-girls-covid-19-arab-region). 

111. Jordan Diaries. Life under lockdown: part I [website] Amman: Oxfam International; 2020 
(https://oxfaminjordan.exposure.co/life-under-lockdown-part-i, accessed 30 December 2020).

112. #EndViolence against women! [website]. Cairo: WHO Regional Office for the Eastern Mediterranean; 2020 
(https://m.facebook.com/100018855413085/videos/1092896147808441, accessed 3 February 2021).

113. Prevention and response to gender-based violence against women and girls in the Eastern Mediterranean 
Region in the time of COVID-19 [website]. Cairo: WHO Regional Office for the Eastern Mediterranean; 2020 
(http://www.emro.who.int/violence-injuries-disabilities/violence-news/prevention-and-response-to-gender-
based-violence-against-women-and-girls-in-the-easter-mediterranean-region-in-the-time-of-covid-19.html, 
accessed 3 February 2021). 

114. The Core International Human Rights Instruments and their monitoring bodies [website]. Geneva: Office of the 
United Nations High Commissioner for Human Rights; 2021 (https://www.ohchr.org/en/professionalinterest/
pages/coreinstruments.aspx, accessed 5 January 2021).

115. Convention on the Elimination of All Forms of Discrimination Against Women New York, 18 December 1979 
[website]. Geneva: Office of the United Nations High Commissioner for Human Rights; 2021 
(https://ohchr.org/EN/ProfessionalInterest/Pages/CEDAW.aspx, accessed 5 January 2021).

116. Convention on the Elimination of All Forms of Discrimination Against Women [website]. New York, NY: UN 
Women 2021 (https://www.un.org/womenwatch/daw/cedaw/, accessed 5 January 2021).

117. Status of ratification interactive dashboard [online database]. Geneva: Office of the United Nations High 
Commissioner for Human Rights; 2020 (https://indicators.ohchr.org, accessed 5 January 2021). 

118. Ending violence against women and girls [website]. Cairo: UN Women Regional Office for the Arab States; 2021 
(https://arabstates.unwomen.org/en/what-we-do/ending-violence-against-women, accessed 9 January 2021).



602

REFERENCES: CULTURE AND SOCIETY

REFERENCES  | CHAPTER 6:
CULTURE AND SOCIETY

119. Organisation for Economic Co-operation and Development and the Centre for Arab Women for Training and 
Research. Women in public life: gender, law and policy in the Middle East and North Africa. Paris: OECD 
Publishing: 2014 (https://www.oecd.org/mena/governance/women-in-public-life-mena-brochure.pdf). 

120. Moghaddam HT, Sayedi JS, Moghadam ZE, Bahreini A, Abbasi MA, Saeidi M. Refugees in the Eastern 
Mediterranean: needs, problems and challenges. Int J Pediatr. 2017;5(3):4625–39. doi:10.22038/ijp.2017.8452.

121. Dennison J, Nasr M. Attitudes to immigration in the Arab world: explaining an overlooked anomaly. Migration 
Research Series No. 62. Geneva: International Organization for Migration; 2020 
(https://publications.iom.int/system/files/pdf/mrs-62.pdf).

122. Dempster H, Leach A, Hargrave K. Public attitudes towards immigration and immigrants. What people think, 
why and how to influence them. London: Overseas Development Institute (ODI); 2020 
(https://www.odi.org/publications/17333-public-attitudes-towards-immigration-and-immigrants-what-people-
think-why-and-how-influence-them).

123. Francis A. Jordan’s refugee crisis [website]. Washington, DC: Carnegie Endowment for International Peace; 
2015 (https://carnegieendowment.org/2015/09/21/jordan-s-refugee-crisis-pub-61338, accessed 9 January 
2021).

124. Stave SE, Hillesund S. Impact of Syrian refugees on the Jordanian labour market. Geneva: International 
Labour Organization; 2015 (https://www.ilo.org/wcmsp5/groups/public/---arabstates/---ro-beirut/documents/
publication/wcms_364162.pdf).

125. Ghosn F, Braithwaite A, Chu TS. Violence, displacement, contact and attitudes toward hosting refugees. Journal 
of Peace and Research. 2019;56(1):118–33. doi:10.1177/0022343318804581.

126. Citizens’ perceptions of security threats stemming from the Syrian refugees presence in Lebanon. Beirut: 
International Alert; 2015 (https://www.international-alert.org/sites/default/files/Lebanon_SSRSyrianRefugees_
EN_2015.pdf).

127. Ahsan Ullah AKM, Lee SCW, Hassan NH, Noawaz F. Xenophobia in the GCC countries: migrants’ desire and 
distress. Global Affairs. 2020;6(2):203–23. doi:10.1080/23340460.2020.1738951.

128. Gulf countries: bid to protect migrant workers–construction firms should adopt new guidelines [website]. New 
York: Human Rights Watch; 2015 (https://www.hrw.org/news/2015/12/22/gulf-countries-bid-protect-migrant-
workers, accessed 8 January 2021).

129. Jureidini R. Migrant workers and xenophobia in the Middle East. Identities, Conflict and Cohesion Programme 
paper number 2. Geneva: United Nations Research Institute for Social Development; 2003 (https://www.unrisd.
org/80256B3C005BCCF9/(httpAuxPages)/045B62F1548C9C15C1256E970031D80D/$file/jureidin.pdf).

130. Migration in West and North Africa and across the Mediterranean: trends, risks, development and governance. 
Geneva: International Organization for Migration; 2020 (https://publications.iom.int/system/files/pdf/migration-
in-west-and-north-africa-and-across-the-mediterranean.pdf).

131. Aoun R. COVID-19 impact on female migrant domestic workers in the Middle East. London: GBV AoR 
Helpdesk; 2020 (https://gbvaor.net/sites/default/files/2020-05/COVID-19%20and%20Impact%20on%20
Vulnerable%20Female%20Migrant%20Domestic%20Workers%5B5%5D.pdf).



603

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 6:
CULTURE AND SOCIETY



604

REFERENCES: THE NATURAL ENVIRONMENT AND HEALTH EQUITY

REFERENCES  | CHAPTER 7:
THE NATURAL ENVIRONMENT AND HEALTH EQUITY

1. Hoegh-Guldberg O, Jacob D. Taylor M, Bindi M, Brown S, Camilloni I, et al. Impacts of 1.5ºC global warming on 
natural and human systems. In: Masson-Delmotte V, Zhai P, Pörtner HO, Roberts D, Skea J, Shukla PR, et al., 
editors. Global warming of 1.5°C. An IPCC special report on the impacts of global warming of 1.5°C above pre-
industrial levels and related global global greenhouse gas emission pathways, in the context of strengthening 
the global response to the threat of climate change, sustainable development, and efforts to eradicate poverty. 
Geneva: Intergovernmental Panel on Climate Change; 2018 (https://www.ipcc.ch/sr15/download/#chapter).

2. Hallegatte S, Rozenberg J. Climate change through a poverty lens. Nat Clim Chang. 2017;7(4):250–6. 
doi:10.1038/nclimate3253. 

3. Olsson L, Opondo N, Tschakert P, Agrawal A, Eriksen SH, Ma S, et al. Livelihoods and poverty. In: Field CB, 
Barros VR, Dokken DJ, Mach KJ, Mastrandrea MD, Bilir TE, et al., editors. Climate change 2014: impacts, 
adaptation, and vulnerability. Part A: global and sectoral aspects. Contribution of working group II to the fifth 
assessment report of the Intergovernmental Panel on Climate Change. Cambridge: Cambridge University Press; 
2014 (https://www.ipcc.ch/site/assets/uploads/2018/02/WGIIAR5-Chap13_FINAL.pdf).

4. Smith KR, Woodward A, Campbell-Lendrum D, Chadee DD, Honda Y, Liu Q, et al. Human health: impacts, 
adaptation, and co-benefits. In: Field CB, Barros VR, Dokken DJ, Mach KJ, Mastrandrea MD, Bilir TE et al., 
editors, Climate change 2014: impacts, adaptation, and vulnerability. Part A: global and sectoral aspects. 
Contribution of working group II to the fifth assessment report of the Intergovernmental Panel on Climate 
Change. Cambridge: Cambridge University Press; 2014 (https://www.ipcc.ch/site/assets/uploads/2018/02/
WGIIAR5-Chap11_FINAL.pdf).

5. Preventing disease through healthy environments: a global assessment of the burden of disease from 
environmental risks. Geneva: World Health Organization; 2016 (https://www.who.int/publications/i/
item/9789241565196). 

6. Watts N, Amann M, Arnell N, Ayeb-Karlsson S, Beagley J, Belesova K, et al. The 2020 report of The Lancet 
Countdown on health and climate change: responding to converging crises. Lancet. 2021;397(10269):129–70. 
https://doi.org/10.1016/S0140-6736(20)32290-X. 

7. Harmer A, Eder B, Gepp S Leetz A, van de Pas R. WHO should declare climate change a public health 
emergency. BMJ. 2020;368:m797. doi:10.1136/bmj.m797.

8. Global warming of 1.5°C: summary for policymakers. In: Masson-Delmotte V, Zhai P, Pörtner HO, Roberts D, 
Skea J, Shukla PR, et al., editors. Global warming of 1.5°C. An IPCC special report on the impacts of global 
warming of 1.5°C above pre-industrial levels and related global global greenhouse gas emission pathways, in 
the context of strengthening the global response to the threat of climate change, sustainable development, and 
efforts to eradicate poverty. Geneva: Intergovernmental Panel on Climate Change; 2018 (https://www.ipcc.ch/
sr15/chapter/spm/). 

9. Waha K, Krummenauer L, Adams S, Valentin A, Baarsch F, Coumou D, et al. Climate change impacts in the 
Middle East and Northern Africa region and their implications for vulnerable population groups. Regional 
Environmental Change. 2017;17:1623–38. https://dx.doi.org/10.1007/s10113-017-1144-2. 

10. Bucchignani E, Mercogliano P, Panitz HJ, Montesarchio M. Climate change projections for the Middle East–
North Africa domain with COSMO-CLM at different spatial resolutions. Advances in Climate Change Research. 
2018;9(1):66–80. https://doi.org/10.1016/j.accre.2018.01.004.

11. Abumoghli I, Goncalves A. Environmental challenges in the MENA region. Nairobi: United Nations 
Environment Programme; 2019 (https://wedocs.unep.org/bitstream/handle/20.500.11822/31645/EC_MENA.
pdf?sequence=1&isAllowed=y). 

12. Turn down the heat: confronting the new climate normal. Washington, DC: World Bank; 2014 (https://
openknowledge.worldbank.org/handle/10986/20595). 

13. Lelieveld J, Proestos Y, Hadjinicolaou P, Tanarhte M, Tyrlis E, Zittis G. Strongly increasing heat extremes in 
the Middle East and North Africa (MENA) in the 21st century. Climatic Change. 2016;137;245–60. https://doi.
org/10.1007/s10584-016-1665-6. 

14. World disasters report 2020: come heat or high water. Geneva: International Federation of Red Cross and Red 
Crescent Societies; 2020 (https://media.ifrc.org/ifrc/wp-content/uploads/2020/11/20201116_WorldDisasters_
Full.pdf). 

15. Ghumman U, Horney J. Characterizing the impact of extreme heat on mortality, Karachi, Pakistan, June 2015. 
Prehosp Disaster Med. 2016;31(3):263–6. doi:10.1017/S1049023X16000273. 



605

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 7:
THE NATURAL ENVIRONMENT AND HEALTH EQUITY

16. Khader YS, Abdelrahman M, Abdo N, Al-Sharif M, Elbetieha A, Bakir H, et al. Climate change and health in the 
Eastern Mediterranean countries: a systematic review. Rev Environ Health. 2015;30(3):163-81. doi:10.1515/
reveh-2015-0013. 

17. Heat and health [website]. Geneva: World Health Organization; 2018 (https://www.who.int/news-room/fact-
sheets/detail/climate-change-heat-and-health, accessed 20 February 2021). 

18. Watts N, Amann M, Arnell N, Ayeb-Karlsson S, Belesova K, Boykoff M, et al. The 2019 report of The Lancet 
Countdown on health and climate change: ensuring that the health of a child born today is not defined by a 
changing climate. Lancet. 2019;394:1836-78. doi:10.1016/S0140-6736(19)32596-6. 

19. Kahime K, Bounoua B, Messouli M, Boussaa S, Boumezzough A. Evaluation of ecoadaptation strategies of 
health to climate change: case of zoonotic cutaneous leishmaniasis (ZCL) as vulnerability indicator in pre-
Saharan region of Morocco. In: Behnassi M, Mcglade K, editors. Environmental change and human security in 
the Middle East and Africa. Springer International Publishing; 2016:117–31. 

20. Prüss-Ustün A, van Deventer E, Mudu P, Campbell-Lendrum D, Vickers C, Ivanov I, et al. Environmental risks 
and non-communicable diseases. BMJ. 2019;364:l265. https://doi.org/10.1136/bmj.l265. 

21. Rother H-A. Controlling and preventing climate-sensitive noncommunicable diseases in urban sub-Saharan 
Africa. Sci Total Environ. 2020;722:137772. doi:10.1016/j.scitotenv.2020.137772. 

22. Kraef C, Juma PA, Mucumbitsi J, Ramaiya K, Ndikumwenayo F, Kallestrup P, et al. Fighting non-communicable 
diseases in East Africa: assessing progress and identifying the next steps. BMJ Global Health. 2020;5:e003325. 
doi:10.1136/ bmjgh-2020-003325.

23. Climate and health country profile – 2015: Egypt. Geneva: World Health Organization; 2015 (https://apps.who.
int/iris/bitstream/handle/10665/208860/WHO_FWC_PHE_EPE_15.06_eng.pdf?sequence=1). 

24. Climate and health country profiles – 2015: a global overview. Geneva: World Health Organization; 2015 (https://
apps.who.int/iris/bitstream/handle/10665/208855/WHO_FWC_PHE_EPE_15.01_eng.pdf?ua=1). 

25. Climate change 2014 – impacts, adaptation and vulnerability. Part A: global and sectoral aspects: working group 
ii contribution to the IPCC fifth assessment report. Cambridge: Cambridge University Press Intergovernmental 
Panel on Climate Change; 2014. doi:10.1017/CBO9781107415379.

26. Munro A, Boyce T, Marmot M. Sustainable health equity: achieving a net-zero UK. Advisory Group 
Report for the UK Committee on Climate Change. London: Institute of Health Equity; 2020 (http://www.
instituteofhealthequity.org/resources-reports/sustainable-health-equity-achieving-a-net-zero-uk). 

27. Climate change and health: framework for action 2017–2021. Cairo: WHO Regional Office for the 
Eastern Mediterranean; 2017 (https://apps.who.int/iris/bitstream/handle/10665/259071/RC_technical_
papers_2017_4_20040_en.pdf?sequence=2). 

28. Progress report on health, the environment and climate change (EM/RC66/INF.DOC.2). Cairo: WHO Regional 
Office for the Eastern Mediterranean; 2019 (https://applications.emro.who.int/docs/RC_Technical_Papers_2019_
Inf_Doc_2_en.pdf?ua=1). 

29. Watts N, Amann M, Ayeb-Karlsson S, Belesova K, Bouley T, Boykoff M, et al. The Lancet Countdown on 
health and climate change: from 25 years of inaction to a global transformation for public health. Lancet. 
2015391(10120):581–630. doi:10.1016/S0140-6736(17)32464-9. 

30. Wodon Q, Liverani A, George J, Bougnoux N, editors. Climate change and migration: evidence from the Middle 
East and North Africa. World Bank Studies. Washington, DC: World Bank; 2014 (https://openknowledge.
worldbank.org/handle/10986/18929). 

31. Niang I, Ruppel OC, Abdrabo MA, Essel A, Lennard C, Padgham J, et al. Africa. In: Barros VR, Field CB, 
Dokken DJ, Mastrandrea MD, Mach KJ, Bilir TE, et al., editors. Climate change 2014: impacts, adaptation, and 
vulnerability. Part B: regional aspects. Contribution of working group II to the fifth assessment report of the 
Intergovernmental Panel on Climate Change. Cambridge: Cambridge University Press; 2014:1199–265 (https://
www.ipcc.ch/site/assets/uploads/2018/02/WGIIAR5-Chap22_FINAL.pdf).

32. Borghesi S. Ticci E. Climate change in the MENA region: environmental risks, socioeconomic effects and 
policy challenges for the future. In: IEMed Mediterranean Yearbook. Barcelona; Barcelona European Institute 
of the Mediterranean; 2019: 289–92 (https://usiena-air.unisi.it/retrieve/handle/11365/1121314/327344/MENA_
Borghesi_Ticci2019.pdf).  



606

REFERENCES: THE NATURAL ENVIRONMENT AND HEALTH EQUITY

REFERENCES  | CHAPTER 7:
THE NATURAL ENVIRONMENT AND HEALTH EQUITY

33. Hallegatte S, Bangalore M, Bonzanigo L et al. Shock waves: managing the impact of climate change 
on poverty. Washington, DC: World Bank; 2016 (https://openknowledge.worldbank.org/bitstream/
handle/10986/22787/9781464806735.pdf). 

34. High and dry: climate change, water, and the economy. Washington, DC: World Bank; 2016 (https://
openknowledge.worldbank.org/handle/10986/23665). 

35. Pradhan B, Kjellstrom T, Atar D, Sharma P, Kayastha B, Bhandari G, et al. Heat stress impacts on cardiac 
mortality in Nepali migrant workers in Qatar. Cardiology. 2019;143:37–48. https://doi.org/10.1159/000500853. 

36. Employment in agriculture (% of total employment) [online database]. Washington, DC: World Bank; 2020 
(https://data.worldbank.org/indicator/SL.AGR.EMPL.ZS, accessed 20 February 2021). 

37. Climate migration requires a global response. Lancet. 2020;395(10227):839. doi:10.1016/S0140-6736(20)30571-7. 
38. Schwerdtle P, Bowen K, McMichael C. The health impacts of climate-related migration. BMC Med. 2017;6:1. 

https://doi.org/10.1186/s12916-017-0981-7. 
39. Habtezion S. Gender and climate change: overview of linkages between gender and climate change – policy 

brief (Asia and the Pacific). New York: United Nations Development Programme; 2016 (https://reliefweb.int/
report/world/gender-and-climate-change-overview-linkages-between-gender-and-climate-change). 

40. Sustainable land management and restoration in the Middle East and North Africa region – issues, challenges, 
and recommendations. Washington, DC: World Bank; 2019 (https://openknowledge.worldbank.org/bitstream/
handle/10986/33037/Sustainable-Land-Management-and-Restoration-in-the-Middle-East-and-North-Africa-
Region-Issues-Challenges-and-Recommendations.pdf?sequence=1&isAllowed=y).

41. Khavarian-Garmsir AR, Pourahmad A, Hataminejad H, Farhoodi R. Climate change and environmental 
degradation and the drivers of migration in the context of shrinking cities: a case study of Khuzestan province, 
Iran. Sustainable Cities and Society. 2019;47:101480. doi:10.1016/J.SCS.2019.101480.

42. Mertens M. Food and water security in the Middle East and North Africa. NATO Parliamentary Assembly; 2017 
(https://www.nato-pa.int/download-file?filename=sites/default/files/2017-11/2017%20-%20176%20STC%20
17%20E%20bis-%20FOOD%20AND%20WATER). 

43. Adger W. Pulhin JM, Barnett J, Dabelko GD, Hovelsrud GK, Levy M, et al. Human security. In: Field CB, Barros 
VR, Dokken DJ, Mach KJ, Mastrandrea MD, Bilir TE, et al., editors. Climate change 2014: impacts, adaptation, 
and vulnerability. Part A: global and sectoral aspects. Contribution of working group II to the fifth assessment 
report of the Intergovernmental Panel on Climate Change. Cambridge, UK and New York, NY: Cambridge 
University Press; 2014:755–91 (https://www.ipcc.ch/site/assets/uploads/2018/02/WGIIAR5-PartA_FINAL.pdf). 

44. Schleussner CF, Donges JF, Donner RV, Schellnhuber HJ. Armed-conflict risks enhanced by climate-related 
disasters in ethnically fractionalized countries. Proc Natl Acad Sci USA. 2016;113(33):9216–21. doi:10.1073/
pnas.1601611113. 

45. Shilling J, Hertig E, Tramblay Y, Scheffran J. Climate change vulnerability, water resources and social 
implications in North Africa. Reg Environ Change. 2020;20:15. https://doi.org/10.1007/s10113-020-01597-7.

46. Tunisia’s third national communication as part of the United Nations Framework Convention on Climate Change. 
Tunis: Ministère des Affaires Locales et de L’Environnement, Republic of Tunisia; 2019 (https://unfccc.int/
documents/196836). 

47. Hassan K, Born C, Nordqvist P. Iraq: climate-related security risk assessment. The Expert Working Group on 
Climate-related Security Risks. Stockholm: Stockholm International Peace Research Institute; 2018 (https://
www.preventionweb.net/publications/view/61579). 

48. Maystadt JF, Ecker O. Extreme weather and civil war: does drought fuel conflict in Somalia through livestock 
price shocks? American Journal of Agricultural Economics. 2014;96(4):1157–82. https://doi.org/10.1093/ajae/
aau010. 

49. Abd Almohsen R. Black sky pollution: Iraqis face legacy of ‘ISIS winter’ [website]. Sci Dev Net; 2018 (https://
www.scidev.net/global/multimedia/black-sky-pollution-iraqis-isis-winter/). 

50. Living under a black sky. Utrecht: PAX; 2017 (https://www.paxforpeace.nl/publications/all-publications/living-
under-a-black-sky). 

51. Water under fire: for every child, water and sanitation in complex emergencies. New York, NY: United Nations 
Children’s Fund; 2019 (https://www.unicef.org/reports/water-under-fire-). 

52. Paris Agreement. The United Nations Framework Convention on Climate Change. New York, NY: United 
Nations; 2015 (https://unfccc.int/sites/default/files/english_paris_agreement.pdf). 



607

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 7:
THE NATURAL ENVIRONMENT AND HEALTH EQUITY

53. Global energy transformation: a roadmap to 2050. Abu Dhabi: International Renewable Energy Agency; 2018 
(https://irena.org/publications/2018/Apr/Global-Energy-Transition-A-Roadmap-to-2050). 

54. What countries are the top producers and consumers of oil? Washington, DC: U.S. Energy Information 
Administration: 2020 (https://www.eia.gov/tools/faqs/faq.php?id=709&t=6). 

55. BP statistical review of world energy 2019: 68th edition. London: British Petroleum; 2019 (https://www.bp.com/
content/dam/bp/business-sites/en/global/corporate/pdfs/energy-economics/statistical-review/bp-stats-review-
2019-full-report.pdf). 

56. Statistical review of world energy 2020: 69th edition. London: British Petroleum; 2020 (https://www.bp.com/
content/dam/bp/business-sites/en/global/corporate/pdfs/energy-economics/statistical-review/bp-stats-review-
2020-oil.pdf). 

57. Le Quere C, Jackson RB, Jones MW, Smith AJP, Abernethy S, Robbie AM, et al. Temporary reduction in 
daily global CO2 emissions during the COVID-19 forced confinement. Nature. 2020;10:647–53. https://doi.
org/10.1038/s41558-020-0797-x. 

58. Turak N. IMF reveals 2021 forecasts for oil prices and the Middle East economy [website]. CNBC; 2020 (https://
www.cnbc.com/2020/10/19/imf-reveals-2021-forecasts-for-oil-prices-and-the-middle-east-economy.html, 
accessed 21 February 2021). 

59. COVID-19 economic cost to the Arab region (E/ESCWA/CL3.SEP/2020/Policy Brief.1). Beirut: Economic and 
Social Commission for Western Asia; 2020 (https://www.unescwa.org/sites/www.unescwa.org/files/escwa-
covid-19-economic-cost-arab-region-en.pdf). 

60. Responses to coronavirus (COVID-19): crisis response in MENA countries. Paris: Organisation for Economic 
Co-operation and Development; 2020 (https://www.oecd.org/coronavirus/policy-responses/covid-19-crisis-
response-in-mena-countries-4b366396/#back-endnotea0z4).

61. Shuker Z. COVID-19, the oil price collapse and the Iraqi economy [website]. Abu Dhabi: Emirates Policy Center; 
2020 (https://epc.ae/topic/covid-19-the-oil-price-collapse-and-the-iraqi-economy, accessed 21 February 2021).

62. Sheejan JY. Vision 2030: the impact of COVID-19 on Saudi Arabia’s diversification programme [website]. 
London: The London School of Economics and Political Science; 2020 (https://blogs.lse.ac.uk/mec/2020/06/02/
vision-2030-the-impact-of-covid-19-on-saudi-arabias-diversification-programme/, accessed 21 February 2021). 

63. BP statistical review of world energy 2018: 67th edition. London: British Petroleum; 2018 (www.bp.com/content/
dam/bp/en/corporate/pdf/energy-economics/statistical-review/bp-stats-review-2018-full-report.pdf). 

64. Historical GHG emissions: global historical emisons [online database]. Climate Watch; 2020 (https://www.
climatewatchdata.org/ghg-emissions?end_year=2017&start_year=1990, accessed 4 March 2021).

65. Hoff H, Alrahaife SA, El Hajj R, Lohr K, Mengoub FE, Farajalla N, et al. A nexus approach for the MENA 
region – from concept to knowledge to action. Front Environ Sci, 2019;7(48):1–14. https://www.frontiersin.org/
article/10.3389/fenvs.2019.00048.  

66. World Population Review [online database]. World Population Review; 2021 (https://worldpopulationreview.
com/, accessed 4 March 2021). 

67. Fink T. The water-energy-climate nexus – linkages and trade-offs in the Middle East and North Africa (MENA) 
region. Istanbul: Al Sharq Forum; 2018 (https://research.sharqforum.org/2018/08/14/the-water-energy-climate-
nexus-linkages-and-trade-offs-in-the-middle-east-and-north-africa-mena-region/).

68. Ouedraogo NS. Transition pathways for North Africa to meet its (intended) nationally determined contributions 
((I)NDCs) under the Paris Agreement: a model-based assessment. Climate Policy. 2020;20(1):71–94. doi:10.1080
/14693062.2019.1685449. 

69. Edenhofer O, Pichs-Madruga R, Sokona Y, Kadner S, Minx JC, Brunner S, et al. Technical summary. In: 
Edenhofer O, Pichs-Madruga R, Sokon Y, Farahani E, Kadner S, Seyboth K, et al., editors. Climate change 
2014: mitigation of climate change. Contribution of working group III to the fifth assessment report of the 
Intergovernmental Panel on Climate Change. Cambridge, UK and New York, NY: Cambridge University Press; 
2014 (https://www.ipcc.ch/site/assets/uploads/2018/03/WGIIIAR5_SPM_TS_Volume-3.pdf).

70. Ge M, Friedrich J. 4 charts explain greenhouse gas emissions by countries and sector [website]. Washington, 
DC: World Resources Institute; 2020 (https://www.wri.org/blog/2020/02/greenhouse-gas-emissions-by-country-
sector, accessed 4 March 2021). 

71. World development indicators: carbon dioxide emissions by sector [online database]. Washington, DC: World 
Bank; 2014 (http://wdi.worldbank.org/table/3.10#, accessed 4 March 2021). 



608

REFERENCES: THE NATURAL ENVIRONMENT AND HEALTH EQUITY

REFERENCES  | CHAPTER 7:
THE NATURAL ENVIRONMENT AND HEALTH EQUITY

72. Percentage of households equiped with AC in selected countries, 2018 [website]. International Energy Agency; 
2018 (https://www.iea.org/data-and-statistics/charts/percentage-of-households-equiped-with-ac-in-selected-
countries-2018, accessed 4 March 2021). 

73. Khalfallah E, Missaoui R, El Khamlichi S, Hassine HB. Energy-efficient air conditioning: a case study of the 
Maghreb: opportunities for a more efficient market. Washington, DC: World Bank; 2016 (http://documents1.
worldbank.org/curated/en/754361472471984998/pdf/105360-REVISED-PUBLIC-MENA-Digital-Print-English-
sep-2016.pdf).

74. Fleming P. A flood of polluting air conditioners hampers Africa’s climate efforts [website]. New Haven, CT: Yale 
Environment 360, Yale School the Environment; 2020 (https://e360.yale.edu/features/a-flood-of-polluting-air-
conditioners-hampers-africas-climate-efforts, accessed 4 March 2021).

75. Ameer B, Krarti M. Impact of subsidization on high energy performance designs for Kuwaiti residential buildings. 
Energy and Buildings. 2016;116:249–62. https://doi.org/10.1016/j.enbuild.2016.01.018. 

76. Bayram SI, Saffouri F, Koc M. Generation, analysis, and applications of high resolution electricity load profiles in 
Qatar. Journal of Cleaner Production. 2018;183:527–43. https://doi.org/10.1016/j.jclepro.2018.02.084. 

77. Nakhle C. Clean energy and fossil fuels in the Middle East: a virtuous cycle? Natural Resource Governance 
Institute; 2020 (https://resourcegovernance.org/blog/clean-energy-fossil-fuels-middle-east-virtuous-cycle). 

78. Renewable energy market analysis: the GCC region. Abu Dhabi: International Renewable Energy Agency; 2016 
(https://www.irena.org/-/media/Files/IRENA/Agency/Publication/2016/IRENA_Market_GCC_2016.pdf). 

79.  UNData: motor gasoline [online database]. New York, NY: United Nations; 2018 (http://data.un.org/Data.
aspx?d=EDATA&f=cmID%3AMO, accessed 4 March 2021).

80. Background paper: used vehicle global overview. Nairobi: United Nations Environment Programme; 2017 
(https://unece.org/fileadmin/DAM/trans/doc/2017/itc/UNEP-ITC_Background_Paper-Used_Vehicle_Global_
Overview.pdf). 

81. Sims R, Schaeffer R, Creutzig F, Cruz-Núñez X, D’Agosto M, Dimitriu D, et al. Transport. In: Edenhofer O, Pichs-
Madruga R, Sokona Y, Farahani E, Kadner S, Seyboth K, et al., editors. Climate change 2014: Mitigation of 
climate change. Contribution of working group III to the fifth assessment report of the Intergovernmental Panel 
on Change. Cambridge and New York, NY: Cambridge University Press; 2014 (https://www.ipcc.ch/site/assets/
uploads/2018/02/ipcc_wg3_ar5_chapter8.pdf).

82. Elgendy K. Climate change in the Middle East and North Africa: carbon emissions [website]. Carboun Middle 
East Sustainable Cities; 2017 (http://www.carboun.com/infographics/climate-change-in-the-middle-east-and-
north-africa-carbon-emissions/, accessed 4 March 2021).

83. Bennetzen EH, Smith P, Porter JR. Agricultural production and greenhouse gas emissions from world 
regions – the major trends over 40 years. Global Environmental Change. 2016;37:43–55. doi:10.1016/j.
gloenvcha.2015.12.004. 

84. World food and agriculture statistical pocketbook 2018. Rome: Food and Agriculture Organization of the United 
Nations; 2018 (http://www.fao.org/3/ca1796en/CA1796EN.pdf). 

85. Ben Jebli M, Ben Youssef S. Renewable energy consumption and agriculture: evidence for cointegration and 
Granger causality for Tunisian economy. Int J Sustain Dev World Ecol. 2017;24(2):149–58. https://doi.org/10.108
0/13504509.2016.1196467

86. Ben Jebli M, Ben Yousseff S. The role of renewable energy and agriculture in reducing CO2 emissions: 
evidence for North Africa countries. Ecological Indicators. 2017;74:295–301. https://doi.org/10.1016/j.
ecolind.2016.11.032. 

87. Runhaar H, Wilk B, Persson A, Uittenbroek C, Wamsler C. Mainstreaming climate adaptation: taking stock about 
“what works” from empirical research worldwide. Regional Environmental Change. 2018;18:1201–10. https://
doi.org/10.1007/s10113-017-1259-5. 

88. What do adaptation to climate change and climate resilience mean? [website]. Bonn: United Nations Framework 
Convention on Climate Change; 2021 (https://unfccc.int/topics/adaptation-and-resilience/the-big-picture/what-
do-adaptation-to-climate-change-and-climate-resilience-mean). 

89. Introduction to mitigation [website]. Bonn: United Nations Framework Convention on Climate Change; 2021 
(https://unfccc.int/topics/mitigation/the-big-picture/introduction-to-mitigation, accessed 6 March 2021).

90. Taylor M, Watts J. Revealed: the 20 firms behind a third of all carbon emissions [website]. London: The 
Guardian; 2019 (https://www.theguardian.com/environment/2019/oct/09/revealed-20-firms-third-carbon-
emissions, accessed 6 March 2021).



609

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 7:
THE NATURAL ENVIRONMENT AND HEALTH EQUITY

91. Heede R. Carbon majors: update of top twenty companies 1965-2017. Snowmass, CO: Climate Accountability 
Institute; 2019 (http://climateaccountability.org/pdf/CAI PressRelease Top20 Oct19.pdf). 

92. The paradox of Saudi Arabia’s climate plans [website]. Berlin: Climate Analytics; 2015 (https://climateanalytics.
org/latest/the-paradox-of-saudi-arabias-climate-plans/, accessed 6 March 2021).

93. UAE: current policy projections [website]. Climate Action Tracker; 2021 (https://climateactiontracker.org/
countries/uae/current-policy-projections/, accessed 6 March 2021).

94. CAT climate target update tracker: UAE [website]. Climate Action Tracker; 2021 (https://climateactiontracker.org/
climate-target-update-tracker/uae/, accessed 6 March 2021).

95. Althor G, Watson J, Fuller RA. Global mismatch between greenhouse gas emissions and the burden of climate 
change. Sci Rep. 2016;6:20281. https://doi.org/10.1038/srep20281. 

96. NDC tracker [website]. Climate Watch; 2021 (https://www.climatewatchdata.org/2020-ndc-tracker, accessed 6 
March 2021).

97. INDCs as communicated by Parties [website]. Bonn: United Nations Framework Convention on Climate 
Change; 2021 (https://www4.unfccc.int/sites/submissions/INDC/Submission%20Pages/submissions.aspx, 
accessed 6 March 2021).

98. Interim NDC registry [website]. Bonn: United Nations Framework Convention on Climate Change; 2021 (https://
www4.unfccc.int/sites/NDCStaging/Pages/Home.aspx, accessed 6 March 2021).

99. Pan-Arab clean energy initiative [website]. Abu Dhabi: International Renewable Energy Agency (https://www.
irena.org/mena/Pan-Arab-Clean-Energy-Initiative, accessed 6 March 2021).

100. Pan-Arab renewable energy strategy 2030: roadmap of actions for implementation. Abu Dhabi: International 
Renewable Energy Agency; 2014 (https://www.irena.org/publications/2014/Jun/Pan-Arab-Renewable-Energy-
Strategy-2030-Roadmap-of-Actions-for-Implementation).

101. Islam F, Hove H, Parry J-E. Review of current and planned adaptation action: South Asia. Adaption Partnership; 
2011 (https://www.preventionweb.net/files/25653_afghanistan.pdf). 

102. Afghanistan launches US$71 million initiative to prepare rural communities for climate change [website]. New 
York, NY: United Nations Development Programme; 2017 (https://www.adaptation-undp.org/afghanistan-
launches-us71-million-initiative-prepare-rural-communities-climate-change, accessed 6 March 2021).

103. Beath A, Fotini C, Enikolopov R. The National Solidarity Program: assessing the effects of community-driven 
development in Afghanistan. Policy Research Working Paper, No. 7415. Washington, DC: World Bank; 2015 
(https://openknowledge.worldbank.org/handle/10986/22653). 

104. Renewable energy outlook: Egypt. Abu Dhabi: International Renewable Energy Agency; 2018 (https://www.irena.
org/-/media/Files/IRENA/Agency/Publication/2018/Oct/IRENA_Outlook_Egypt_2018_En.pdf). 

105. Africa and Middle East add 894MW of wind energy capacity in 2019, market expected to grow by over 10GW 
by 2024 [website]. Brussels: Global Wind Energy Council; 2020 (https://gwec.net/africa-and-middle-east-add-
894mw-of-wind-energy-capacity-in-2019-market-expected-to-grow-by-over-10gw-by-2024/, accessed 6 
March 2021).

106. Ready T. Jordan’s renewable sector: keeping up the momentum [website]. London: London School of 
Economics and Political Science; 2020 (https://blogs.lse.ac.uk/mec/2020/11/12/jordans-renewable-sector-
keeping-up-the-momentum/, accessed 6 March 2021).

107. Kayed M. Electric car sales drop by 70% as new tax goes into effect [website]. Amman: The Jordan Times; 2020 
(https://www.jordantimes.com/news/local/electric-car-sales-drop-70-new-tax-goes-effect#:~:text=Under%20
the%20new%20tax%20amendments,45%20per%20cent%20in%202021, accessed 6 March 2021).

108. Morocco: current policy projections [website]. Climate Action Tracker; 2020 (https://climateactiontracker.org/
countries/morocco/current-policy-projections/, accessed 6 March 2021).

109. Qatar national vision 2030. Doha: General Secretariat for Development Planning, State of Qatar; 2021 (https://
www.gco.gov.qa/en/about-qatar/national-vision2030/). 

110. Saudi vision 2030. Riyadh: Kingdom of Saudi Arabia; 2021 (https://www.vision2030.gov.sa/en).
111. Efforts towards sustainability. United Arab Emirates; 2021 (https://u.ae/en/information-and-services/

environment-and-energy/water-and-energy/efforts-towards-sustainability).
112. Why does green economy matter? Nairobi: United Nations Environment Programme; 2021 (https://www.unep.

org/explore-topics/green-economy/why-does-green-economy-matter). 



610

REFERENCES: THE NATURAL ENVIRONMENT AND HEALTH EQUITY

REFERENCES  | CHAPTER 7:
THE NATURAL ENVIRONMENT AND HEALTH EQUITY

113. Hepburn C, O’Callaghan B, Stern N, Stiglitz J, Zenghelis D. Will COVID-19 fiscal recovery packages 
accelerate or retard progress on climate change? Smith School working paper no. 20-02. Oxford: Smith 
School of Enterprise and the Environment; 2020 (https://www.smithschool.ox.ac.uk/publications/wpapers/
workingpaper20-02.pdf).

114. El-Baouchi S. Feminist perspectives on the green economy in the MENA region. Beirut: Friedrich-Ebert-Stiftung; 
2020 (http://library.fes.de/pdf-files/bueros/beirut/17261.pdf).

115. Bell R, Khan M, Romeo-Velilla M, Stegeman I, Godfrey A, Taylor T, et al. Ten lessons for good practice for the 
INHERIT triple win: health, equity, and environmental sustainability. IJERPH. 2019;16(22):4546. doi:10.3390/
ijerph16224546. 

116. Lemos MC, Agrawal A, Eakin H. Building adaptive capacity to climate change in less developed countries. In: 
Asrar GR, Hurrell JW, editors. Climate science for serving society: research, modeling and prediction priorities. 
The Netherlands: Springer; 2009. 

117. Aghahosseini A, Bogdanov D, Breyer C. Towards sustainable development in the MENA region: analysing the 
feasibility of a 100% renewable electricity system in 2030. Energy Strategy Reviews. 2020;28:100466. https://
doi.org/10.1016/j.esr.2020.100466. 

118. Renewable energy market analysis: GCC 2019. Abu Dhabi: International Renewable Energy Agency; 2019 
(https://www.irena.org/publications/2019/Jan/Renewable-Energy-Market-Analysis-GCC-2019). 

119. Share of electricity production from renewables [online database]. Oxford: Our World in Data; 2020 (https://
ourworldindata.org/grapher/share-electricity-renewables?tab=chart&time=2010atest&country=AFG~BHR~DJI~
EGY~IRN~IRQ~JOR~KWT~LBN~LBY~MAR~OMN~PAK~PSE~QAT~SAU~SOM~SDN~SYR~TUN~ARE~YEM, 
accessed 10 March 2021).

120. Payton M. Nearly 50 countries vow to use 100% renewable energy by 2050 [website]. London: The 
Independent; 2016 (https://www.independent.co.uk/climate-change/news/renewable-energy-target-climate-
united-nations-climate-change-vulnerable-nations-ethiopia-a7425411.html, accessed 10 March 2021).

121. Ghorbani N, Aghahosseini, Breyer C. Assessment of a cost-optimal power system fully based on renewable 
energy for Iran by 2050 – achieving zero greenhouse gas emissions and overcoming the water crisis. Renewable 
Energy. 2020;146:125–48. https://doi.org/10.1016/j.renene.2019.06.079.

122. Fälth HE, Atsmon D, Reichenberg L, Verendel V. MENA compared to Europe: the influence of land use, 
nuclear power, and transmission expansion on renewable electricity system costs. Energy Strategy Reviews. 
2021;33(100590). https://doi.org/10.1016/j.esr.2020.100590. 

123. Afghanistan renewable energy development issues and options. Washington, DC: World Bank; 2018 (https://
openknowledge.worldbank.org/bitstream/handle/10986/30270/Afghanistan-Renewable-Energy-Development-
Issues-and-Options.pdf?sequence=1&isAllowed=y). 

124. Li X, Mauzerall DL, Bergin MH. Global reduction of solar power generation efficiency due to aerosols and panel 
soiling. Nat Sustain. 2020;3:720–7. https://doi.org/10.1038/s41893-020-0553-2. 

125. Alshawaf M, Poudineh R, Alhajeri NS. Solar PV in Kuwait: the effect of ambient temperature and sandstorms on 
output variability and uncertainty. Renewable and Sustainable Energy Reviews. 2020;134:110346. https://doi.
org/10.1016/j.rser.2020.110346. 

126. Data, research and resources on renewable energy costs. Abu Dhabi: International Renewable Energy Agency; 
2019 (https://www.irena.org/costs). 

127. UNEP, Frankfurt School-UNEP Collaborating Centre, Bloomberg News Energy Finance. Global trends in 
renewable energy investment 2017. Frankfurt: United Nations Environment Programme; 2017 (https://www.
ctc-n.org/sites/www.ctc-n.org/files/resources/globaltrendsinrenewableenergyinvestment2017.pdf). 

128. Global renewables outlook: energy transformation 2050. Abu Dhabi: International Renewable Energy Agency; 
2020 (https://www.irena.org/publications/2020/Apr/Global-Renewables-Outlook-2020). 

129. World energy outlook special report. International Energy Agency; 2020 (https://www.iea.org/reports/
sustainable-recovery). 

130. Case study: storing food and medicine in rural areas in the northeast of Morocco [website]. Green Cooling 
Initiative (https://www.green-cooling-initiative.org/network/best-practice/case-study-storing-food-and-
medicine-in-rural-areas-in-the-northeast-of-morocco, accessed 4 March 2021).



611

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 7:
THE NATURAL ENVIRONMENT AND HEALTH EQUITY

131. Gargab FZ, Allouhi A, Kousksou T, El-Houari H, Jamil A, Benbassou A. A new project for a much more diverse 
Moroccan strategic version: the generalization of solar water heater. Inventions. 2021;6(1):2. https://doi.
org/10.3390/inventions6010002. 

132. ul Khaliq R. Japan to provide $330M for Qatar mega solar power plant [website]. Ankara: Anadolu Agency; 2020 
(https://www.aa.com.tr/en/middle-east/japan-to-provide-330m-for-qatar-mega-solar-power-plant/1940284, 
accessed 4 March 2021).

133. The OPEC Fund and renewable energy [website]. Vienna: OPEC Fund for International Development; 2020 
(https://opecfund.org/news-stories/the-opec-fund-and-renewable-energy, accessed 4 March 2021).

134. OPEC Secretary-General questions ‘misguided’ renewables debate after climate report [website]. London: Reuters; 
2021 (https://www.reuters.com/article/us-oil-opec-climatechange-idUKKCN1ML17R, accessed 4 March 2021).

135. Batruch C. Facing the energy transition: options for countries and companies to move forward. Journal of World 
Energy Law & Business. 2020;13(4):300–11. https://doi.org/10.1093/jwelb/jwaa026. 

136. Krarti M, Howarth N. Transitioning to high efficiency air conditioning in Saudi Arabia: A benefit cost analysis 
for residential buildings. Journal of Building Engineering. 2020;31:101457. https://doi.org/10.1016/j.
jobe.2020.101457. 

137. Lapillone B. The future of air-conditioning. Grenoble: Enerdata; 2020 (https://www.enerdata.net/publications/
executive-briefing/the-future-air-conditioning-global-demand.html). 

138. The role of retrofitting in reducing costs and lowering energy consumption [website]. Mechanical, Electrical & 
Plumbing; 2020 (https://www.mepmiddleeast.com/business/74551-the-role-of-retrofitting-in-reducing-costs-
and-lowering-energy-consumption, accessed 4 March 2021). 

139. Greener NHS campaign to tackle climate ‘health emergency’ [website]. London: NHS England; 2020 (https://www.
england.nhs.uk/2020/01/greener-nhs-campaign-to-tackle-climate-health-emergency/, accessed 4 March 2021).

140. Watts N, Amann A, Arnell N, Ayeb-Karlsson S, Belesova K, Berry H, et al. The 2018 report of the Lancet 
Countdown on health and climate change: shaping the health of nations for centuries to come. Lancet. 
2018;392(10163):2479–514. doi:10.1016/S0140-6736(18)32594-7. 

141. Natural resource footprint: reducing the use of natural resources in health and social care [website]. London: 
NHS Sustainable Development Unit; 2018 (https://www.sduhealth.org.uk/policy-strategy/reporting/natural-
resource-footprint-2018.aspx, accessed 4 March 2021). 

142. Delivering a ‘net zero’ National Health Service. London: NHS England and NHS Improvement; 2020 (https://
www.england.nhs.uk/greenernhs/wp-content/uploads/sites/51/2020/10/delivering-a-net-zero-national-health-
service.pdf). 

143. El-Katiri L, Fattouh B. A brief political economy of energy subsidies in the Middle East and North Africa. In: 
Combining economic and political development; 2017:58–87 (https://eprints.soas.ac.uk/21332/1/fattouh-katiri-
brief-political-economy-energy-subsidies-in-middle-east-north-africa.pdf). 

144. Beyond scarcity: water security in the Middle East and North Africa. Washington, DC: World Bank; 2017 (https://
openknowledge.worldbank.org/handle/10986/27659). 

145. Sdralevich C, Sab R, Zouhar Y, Albertin G. Subsidy reform in the Middle East and North Africa: recent progress 
and challenges ahead. Washington, DC: International Monetary Fund (IMF); 2014 (https://www.imf.org/external/
pubs/ft/dp/2014/1403mcd.pdf).  

146. Trade and Agriculture Directorate Trade Committee. Measuring distortions in international markets: the 
aluminium value chain. Paris: Organisation for Economic Co-operation and Development; 2019 (https://www.
oecd.org/officialdocuments/publicdisplaydocumentpdf/?cote=TAD/TC(2018)5/FINAL&docLanguage=En). 

147. Policy brief: the impact of COVID-19 on the Arab region: an opportunity to build back better. New York, NY: 
United Nations; 2020 (https://unsdg.un.org/resources/policy-brief-impact-covid-19-arab-region-opportunity-
build-back-better).

148. Al-Saidi M. Instruments of energy subsidy reforms in Arab countries – the case of the Gulf Cooperation Council 
(GCC) countries. Energy Reports. 2020;6(Supplement 1):68–73. https://doi.org/10.1016/j.egyr.2019.08.020. 

149. Mills R. Under a cloud: the future of Middle East gas demand. New York, NY: Center on Global Energy Policy 
at Columbia University SIPA; 2020 (https://www.energypolicy.columbia.edu/RESEARCH/REPORT/UNDER-
CLOUD-FUTURE-MIDDLE-EAST-GAS-DEMAND). 



612

REFERENCES: THE NATURAL ENVIRONMENT AND HEALTH EQUITY

REFERENCES  | CHAPTER 7:
THE NATURAL ENVIRONMENT AND HEALTH EQUITY

150. Near East and North Africa’s water scarcity initiative [website]. Cairo: FAO Regional Office for Near East and 
North Africa; 2020 (http://www.fao.org/neareast/perspectives/water-scarcity/en/, accessed 4 March 2021).

151. Renewable internal freshwater resources [online database]. Washington, DC: World Bank (https://data.
worldbank.org/indicator/ER.H2O.INTR.K3, accessed 10 March 2021).

152. Al-Otaibi G. By the numbers: facts about water crisis in the Arab world [website]. Washington, DC: 
World Bank Blog; 2015 (https://blogs.worldbank.org/arabvoices/numbers-facts-about-water-crisis-arab-
world#:~:text=Over%20the%20past%2030%20years,East%20rely%20on%20desalination%20plants, 
accessed 10 March 2021).

153. The Middle East and North Africa: prospects and challenges. In: OECD-FAO agricultural outlook 2018-2027. Paris: 
Organisation for Economic Co-operation and Development; 2018 (https://doi.org/10.1787/agr_outlook-2018-5-en).

154. Qadir M, Bahri A, Sato T, Al-Karadsheh E. Wastewater production, treatment, and irrigation in Middle East and 
North Africa. Irrig Drainage Syst. 2010;24:37–51. https://doi.org/10.1007/s10795-009-9081-y. 

155. Kharazi S. Water stress poses greatest threat to MENA region [website]. Rome: Inter Press Service; 2018 (http://
www.ipsnews.net/2018/03/water-stress-poses-greatest-threat-mena-region/, accessed 10 March 2021).

156. UNECSO, UN Water. United Nations world water development report 2020: water and climate change. Paris: 
United Nations Educational, Scientific and Cultural Organization; 2020 (https://unesdoc.unesco.org/ark:/48223/
pf0000372985.locale=en). 

157. Kandeel A. Climate change: the Middle East faces a water crisis [website]. Washington, DC: Middle East 
Institute; 2017 (https://www.mei.edu/publications/climate-change-middle-east-faces-water-crisis, accessed 10 
March 2021).

158. Maddocks A, Young RS, Reig P. Ranking the world’s most water-stressed countries in 2040 [website]. 
Washington, DC: World Resources Institue; 2015 (https://www.wri.org/blog/2015/08/ranking-world-s-most-
water-stressed-countries-2040, accessed 10 March 2021).

159. Sadik A, El-Solh M, Saab N, editors. Arab environment: food security. Annual Report of the Arab Forum 
for Environment and Development. Beirut: AFED Technical Publications; 2014 (https://wedocs.unep.org/
bitstream/handle/20.500.11822/9621/-Arab_Environment_7_Food_Security;_Challenges_and_Prospects-
2014ArabEnvironment_FoodSecur.pdf?sequence=2&isAllowed=y). 

160. Water scarcity [website]. New York, NY: United Nations; 2014 (https://www.un.org/waterforlifedecade/scarcity.
shtml, accessed 10 March 2021).

161. Nin Pratt A, El-Enbaby H, Figueroa J, ElDidi H, Breisinger C. Agriculture and economic transformation in the 
Middle East and North Africa: a review of the past with lessons for the future. Washington, DC and Rome, Italy: 
International Food Policy Research Institute and Food and Agriculture Organization of the United Nations; 2018. 
https://doi.org/10.2499/9780896292956. 

162. Quantitative risk assessment of the effects of climate change on selected causes of death, 2030s and 2050s. 
Geneva: World Health Organization; 2014 (https://apps.who.int/iris/handle/10665/134014). 

163. Cisse G. Food-borne and water-borne diseases under climate change in low- and middle-income countries: 
further efforts needed for reducing environmental health exposure risks. Acta Trop. 2019;194:181–8. 
doi:10.1016/j.actatropica.2019.03.012. 

164. Yemen humanitarian situation report, December 2018. New York, NY: United Nations Children’s Fund; 2018 
(https://www.unicef.org/media/77666/file/Yemen-SitRep-December-2018.pdf). 

165. Federspiel F, Ali M. The cholera outbreak in Yemen: lessons learned and way forward. BMC Public Health. 
2018;18:1338. https://doi.org/10.1186/s12889-018-6227-6. 

166. Epidemic and pandemic-prone diseases: outbreak update – cholera in Yemen, 31 May 2020 [website]. Cairo: 
WHO Regional Office for the Eastern Mediterranean; 2020 (http://www.emro.who.int/pandemic-epidemic-
diseases/cholera/outbreak-update-cholera-in-yemen-31-may-2020.html, accessed 18 March 2021).

167. Water situation alarming in Gaza [website]. Washington, DC: World Bank; 2016 (https://www.worldbank.org/en/
news/feature/2016/11/22/water-situation-alarming-in-gaza, accessed 18 March 2021).

168. A/75/86–E/2020/62. Economic and social repercussions of the Israeli occupation on the living conditions of the 
Palestinian people in the Occupied Palestinian Territory, including East Jerusalem, and of the Arab population in 
the occupied Syrian Golan. Note by the Secretary-General. New York, NY: United Nations; 2020 (https://reliefweb.
int/report/occupied-palestinian-territory/economic-and-social-repercussions-israeli-occupation-living-4).



613

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 7:
THE NATURAL ENVIRONMENT AND HEALTH EQUITY

169. Vins H, Bell J, Saha S, Hess JJ. The mental health outcomes of drought: a systematic review and causal 
process diagram. Int J Environ Res Public Health. 2015;12(10):13251–75. doi:10.3390/ijerph121013251. 

170. Sustainable Development Goal 6: synthesis report on water and sanitation. Geneva: United Nations Water; 2018 
(www.unwater.org/publication_categories/sdg-6-synthesis-report-2018-on-water-and-sanitation). 

171. Ouda M, Kadadou D, Swaidan B, Al-Othman A, Al-Asheh S, Banat F, et al. Emerging contaminants in the 
water bodies of the Middle East and North Africa (MENA): a critical review. Science of The Total Environment. 
2021;754:142177. https://doi.org/10.1016/j.scitotenv.2020.142177. 

172. Al Naggar Y, Khalil MK, Ghorab MA. Environmental pollution by heavy metals in the aquatic ecosystems of 
Egypt. Open Acc J of Toxicol. 2018;3(1):555603. doi:10.19080/OAJT.2018.03.555603. 

173. The slow violence of pollution in Afghanistan [website]. Hebden Bridge: Conflict and Environment Observatory; 
2018 (https://ceobs.org/the-slow-violence-of-pollution-in-afghanistan/, accessed 18 March 2021).

174. Leduc C, Pulido-Bosch A, Remini B. Anthropization of groundwater resources in the Mediterranean region: 
processes and challenges. Hydrogeol J. 2017;25:1529–47. https://doi.org/10.1007/s10040-017-1572-6. 

175. Brouziyne Y, Abouabdillah A, Hirich A, Bouabid R, Zaaboul R, Benaabidate L. Modeling sustainable adaptation 
strategies toward a climate-smart agriculture in a Mediterranean watershed under projected climate change 
scenarios. Agric Syst. 2018;162:154–63. https://doi.org/10.1016/j.agsy.2018.01.024. 

176. Renewable energy desalination: an emerging solution to close the water gap in the Middle East and North 
Africa. MENA development report. Washington, DC: World Bank; 2012 (https://openknowledge.worldbank.org/
handle/10986/11963). 

177. Adaptation to climate change to sustain Jordan’s MDG achievements. MDG Achievement Fund. New York, NY: 
United Nations; 2013 (http://mptf.undp.org/factsheet/project/00067143). 

178. Bellamy J-J. Final evaluation of the MDG-F joint programme: adaptation to climate change to sustain Jordan’s 
MDG achievements. MDG Achievement Fund; 2013 (http://www.mdgfund.org/sites/default/files/Jordan%20
-%20Environment%20-%20Final%20Evaluation%20Report.pdf). 

179. Jordan 2025: a national vision and strategy. Amman: Government of Jordan; 2014 (https://www.
greengrowthknowledge.org/national-documents/jordan-2025-national-vision-and-strategy). 

180. Ministry launches new project to fight water scarcity in northern Jordan [website]. Amman: The Jordan Times; 
2020 (https://jordantimes.com/news/local/ministry-launches-new-project-fight-water-scarcity-northern-jordan, 
accessed 18 March 2021). 

181. Siddiqi A, Anadon LD.The water–energy nexus in Middle East and North Africa. Energy Policy. 2011;39(8):4529–
40. https://doi.org/10.1016/j.enpol.2011.04.023. 

182. Walton M. Desalinated water affects the energy equation in the Middle East. International Energy Agency; 2019 
(https://www.iea.org/commentaries/desalinated-water-affects-the-energy-equation-in-the-middle-east). 

183. Hartung H, Pluschke L. The benefits and risks of solar powered irrigation - a global overview. Rome: Food and 
Agriculture Organization of the United Nations; 2018 (http://www.fao.org/documents/card/en/c/I9047EN). 

184. Hohenheim milk cooling system - implementation in Tunisia: field testing of an innovative solar powered milk 
cooling solution for the higher efficiency of the dairy subsector in Tunisia. NA; 2021 (https://energypedia.info/
wiki/Hohenheim_Milk_Cooling_System_-_Implementation_in_Tunisia). 

185. Workshop on strengthening institutional capacities for sustainable management of solar power irrigation 
systems (SPIS) in Pakistan. Rome: Food and Agriculture Organization of the United Nations and International 
Centre for Integrated Mountain Development; 2019 (http://www.fao.org/3/ca4155en/ca4155en.pdf). 

186. IFC, Agricultural Bank of Egypt partner to promote farmers’ switch to solar irrigation systems [website]. Cairo: 
International Finance Corporation; 2020 (https://pressroom.ifc.org/all/pages/PressDetail.aspx?ID=26078, 
accessed 18 March 2021).

187. Takouleu JM. Sudan: AfDB finances solar irrigation pump project in Sudan [website]. Paris: Afrik 21; 2020 (https://
www.afrik21.africa/en/sudan-afdb-finances-solar-irrigation-pump-project-in-sudan/, accessed 18 March 2021).

188. Sadoff CW, Jagerskog A. Game-changing water solutions for the Middle East and North Africa [website]. 
Washington, DC: World Bank; 2017 (https://blogs.worldbank.org/water/game-changing-water-solutions-middle-
east-and-north-africa, accessed 18 March 2021).

189. Al-hassan GA. Fog water collection evaluation in Asir region – Saudi Arabia. Water Resour Manage. 
2009;23:2805–13. https://doi.org/10.1007/s11269-009-9410-9. 

190. Wang L, Kaseke KF, Ravi S, Jiao W, Mushi R, Shuuya T, et al. Convergent vegetation fog and dew water use in 
the Namib Desert. Ecohydrology. 2019;12(70):ee2130. https://doi.org/10.1002/eco.2130. 



614

REFERENCES: THE NATURAL ENVIRONMENT AND HEALTH EQUITY

REFERENCES  | CHAPTER 7:
THE NATURAL ENVIRONMENT AND HEALTH EQUITY

191. Qadir M, Jimenez GC, Farnum RL, Dodson LL, Smakhtin V. Fog water collection: challenges beyond technology. 
Water. 2018;10(4):372. https://doi.org/10.3390/w10040372. 

192. Lucier KJ, Qadir M. Gender and community mainstreaming in fog water collection systems. Water. 
2018;10(10):1472. https://doi.org/10.3390/w10101472. 

193. Dodson, LL, Bargach J. Harvesting fresh water from fog in rural Morocco: research and impact Dar Si 
Hmad’s fogwater project in Aït Baamrane. Procedia Eng. 2015;107:186–93. https://doi.org/10.1016/j.
proeng.2015.06.073. 

194. Roy J, Tschakert P, Waisman H , Abdul Halim S, Antwi-Agyei P, Dasgupta P, et al. Sustainable development, 
poverty eradication and reducing inequalities. In: Masson-Delmotte V, Zhai P, Pörtner H-O, Roberts D, Skea J, 
Shukla PR, et al., editors. Global warming of 1.5°C. An IPCC special report on the impacts of global warming 
of 1.5°C above pre-industrial levels and related global greenhouse gas emission pathways, in the context of 
strengthening the global response to the threat of climate change, sustainable development, and efforts to 
eradicate poverty. Geneva: Intergovernmental Panel on Climate Change; 2018 (https://www.ipcc.ch/site/assets/
uploads/sites/2/2019/05/SR15_Chapter5_Low_Res.pdf).

195. UN rights chief calls for Turkey to probe violations in northern Syria [website]. New York, NY: UN News; 2020 
(https://news.un.org/en/story/2020/09/1072752, accessed 18 March 2021).

196. Interruption to key water station in the northeast of Syria puts 460,000 people at risk as efforts ramp up to 
prevent the spread of Coronavirus disease. Statement from UNICEF Representative in Syria, Fran Equiza 
[website]. Damascus: United Nations Children’s Fund; 2020 (https://www.unicef.org/press-releases/interruption-
key-water-station-northeast-syria-puts-460000-people-risk-efforts-ramp, accessed 18 March 2021).

197. WHO manifesto for a healthy recovery from COVID-1: prescriptions and actionables for a healthy and green 
recovery. Geneva: World Health Organization; 2020 (https://www.who.int/docs/default-source/climate-change/
who-manifesto-for-a-healthy-and-green-post-covid-recovery.pdf?sfvrsn=f32ecfa7_8). 

198. Hussein MA. Costs of environmental degradation: an analysis in the Middle East and North Africa region. 
Management of Environmental Quality. 2008;19(3):305–17. https://doi.org/10.1108/14777830810866437. 

199. Mirzabaev A, Wu J, Evans J, García-Oliva F, Hussein IAG, Iqbal MH, et al. Desertification. In: Shukla PR, Skea 
J, Calvo Buendia E, Masson-Delmotte V, Pörtner H-O, Roberts DC, editors. Climate Change and Land: an IPCC 
special report on climate change, desertification, land degradation, sustainable land management, food security, 
and greenhouse gas fluxes in terrestrial ecosystems. Geneva: Intergovernmental Panel on Climate Change; 
2019 (https://www.ipcc.ch/site/assets/uploads/sites/4/2019/11/06_Chapter-3.pdf). 

200. Witnessing the environmental impacts of war - environmental case studies from conflict zones around the world. 
Utrecht: PAX; 2020 (https://www.paxforpeace.nl/publications/all-publications/witnessing-the-environmental-
impacts-of-war). 

201. Borrelli P, Robinson DA, Panagos P, Lugato E, Yang JE, Alewell C, et al. Land use and climate change impacts 
on global soil erosion by water (2015-2070). Proc Nat Acad Sci USA. 2020;117(36):21994–2001. doi:10.1073/
pnas.2001403117.  

202. Heger MP, Zens G, Bangalore M. Land and poverty: the role of soil fertility and vegetation quality in poverty 
reduction. Environment and Development Economics. 2020;25(4):315–33. doi:10.1017/S1355770X20000066.

203. Caon L, Watson J, Gomes da Silva C, Vargas R, Khechimi W. The multi-faced role of soil in the Near East and 
North Africa, policy brief. Rome: Food and Agriculture Organization of the United Nations; 2019 (http://www.fao.
org/3/ca3803en/CA3803EN.pdf). 

204. Status of the world’s soil resources (SWSR) – main report. Chapter 13: regional assessment of soil changes 
in the Near East and North Africa. Rome: Food and Agriculture Organization of the United Nations, 
Intergovernmental Technical Panel on Soils; 2015 (http://www.fao.org/3/a-bc602e.pdf). 

205. Bateman A, Lewandrowski W, Stevens JC, Muñoz‐Rojas M. Ecophysiological indicators to assess drought 
responses of arid zone native seedlings in reconstructed soils. Land Degradation & Development, 2018;29:984–
93. https://doi.org/10.1002/ldr.2660. 

206. Gao Y, Dang P, Zhao Q, Liu J, Liu J. Effects of vegetation rehabilitation on soil organic and inorganic carbon 
stocks in the Mu Us Desert, northwest China. Land Degradation & Development, 2018;29(4):1031–40. https://
doi.org/10.1002/ldr.2832. 



615

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 7:
THE NATURAL ENVIRONMENT AND HEALTH EQUITY

207. Hobley E, Garcia‐Franco N, Hübner R, Wiesmeier M. Reviewing our options: Managing water‐limited soils for 
conservation and restoration. Land Degradation & Development, 2018;29:1041–53. https://doi.org/10.1002/ldr.2849. 

208. Dregne HE, Chou NT. Global desertification dimensions and costs. In: Degradation and restoration of arid 
lands. Lubbock: Texas Tech. University; 1992 (http://www.ciesin.columbia.edu/docs/002-186/002-186.
html#:~:text=Very%20severely%20desertified%20irrigated%20lands,successfully%20at%20economically%20
justifiable%20costs).

209. Acacias for All: notre métier [website]. Tunis: Acacias for All; 2021 (http://acaciasforall.tn/?v=947d7d61cd9a, 
accessed 18 March 2021).

210. Speakman Cordall S. ‘If the land isn’t worked, it decays’: Tunisia’s battle to keep the desert at bay [website]. 
London: The Guardian; 2017 (https://www.theguardian.com/global-development/2017/oct/13/tunisia-battle-to-
keep-desert-at-bay-acacias-for-all, accessed 18 March 2021).

211. UNEP, WMO, UNCCD. Global assessment of sand and dust storms. Nairobi: United Nations Environment 
Programme; 2016 (https://wedocs.unep.org/handle/20.500.11822/7681).

212. Sand and dust storms in the Middle East and North Africa (MENA) region – sources, costs, and solutions. 
Washington, DC: World Bank; 2019 (http://documents1.worldbank.org/curated/en/483941576489819272/pdf/
Sand-and-Dust-Storms-in-the-Middle-East-and-North-Africa-MENA-Region-Sources-Costs-and-Solutions.pdf).

213. Sand and dust storms [website]. Geneva: World Meteorological Organization; 2020 (https://public.wmo.int/en/
our-mandate/focus-areas/environment/SDS, accessed 18 March 2021).

214. Schweitzer MD, Calzadilla AS, Salamo O, Sharific A, Kumard N, Holt G, et al. Lung health in era of 
climate change and dust storms. Environmental Research. 2018;163:36-42. https://doi.org/10.1016/j.
envres.2018.02.001.

215. More action needed on sand and dust storms [website]. Nairobi: United Nations Environment Programme; 2016 
(https://www.unenvironment.org/es/node/331, accessed 18 March 2021).

216. Hadri H, Guellouz M. Forests and rangelands in the Near East Region: facts and figures. Cairo: FAO Regional 
Office for the Near East and North Africa; 2011 (http://www.fao.org/3/i12557e/i12557e.pdf). 

217.  Pakistan Prime Minister’s 10 Billion Trees Tsunami initiative [website]. Tacoma, WA: Borgen Project; 2020 
(https://borgenproject.org/10-billion-trees/, accessed 18 March 2021).

218. NAB’s initial inquiry into PTI’s ‘tree tsunami’ project finds Rs462m corruption [website]. Shia News Association; 
2020 (https://pakistan.shafaqna.com/EN/90005, accessed 18 March 2021).

219. Abbasi A. Locust attack used as excuse to cover up Ten Billion Tree Tsunami scam [website]. Islamabad: The 
News International; 2020 (https://www.thenews.com.pk/print/686527-locust-attack-used-as-excuse-to-cover-
up-ten-billion-tree-tsunami-scam, accessed 18 March 2021).

220. Global Forest Watch dashboard [online database]. Global Forest Watch; 2021 (https://www.globalforestwatch.
org/dashboards/country/, accessed 18 March 2021).

221. Miyamoto M. Poverty reduction saves forests sustainably: lessons for deforestation policies. World 
Development. 2020;127:104746. https://doi.org/10.1016/j.worlddev.2019.104746. 

222. FAO and UNEP. The state of the world’s forests. Rome: Food and Agriculture Organization of the United 
Nations, United Nations Environment Programme; 2020 (http://www.fao.org/3/ca8642en/CA8642EN.pdf). 

223. Lebergera R, Rosaa I, Guerraa CA, Wolfa F, Pereira HM. Global patterns of forest loss across IUCN categories of 
protected areas. Biological Conservation. 2020;241:108299. doi:10.1016/j.biocon.2019.108299. 

224. Gergel SE, Powell B, Baudron FE, Wood SLR, Rhemtulla JM, Kennedy G, et al. Conceptual links between 
landscape diversity and diet diversity: a roadmap for transdisciplinary research. BioScience. 2020;70(6):563–75. 
doi:10.1093/biosci/biaa048. 

225. Locust watch: frequently asked questions (FAQs) about locusts [website]. Rome: Food and Agriculture 
Organization of the United Nations; 2021 (http://www.fao.org/ag/locusts/en/info/info/faq/index.html, accessed 
18 March 2021). 

226. Locust swarms and climate change [website]. Nairobi: United Nations Environment Programme; 2020 (https://
www.unep.org/news-and-stories/story/locust-swarms-and-climate-change, accessed 18 March 2021).

227. The republic of Yemen: unlocking the potential for economic growth: a country economic memorandum. 
Washington, DC: World Bank; 2015 (https://openknowledge.worldbank.org/bitstream/handle/10986/23660/
Yemen00Republi00for0economic0growth.pdf?sequence=1). 



616

REFERENCES: THE NATURAL ENVIRONMENT AND HEALTH EQUITY

REFERENCES  | CHAPTER 7:
THE NATURAL ENVIRONMENT AND HEALTH EQUITY

228. Farming with alternative pollinators in North Africa [website]. Berlin: International Climate Initiative; 2020 (https://
www.international-climate-initiative.com/en/news/article/farming_with_alternative_pollinators_in_north_africa, 
accessed 18 March 2021).

229. State of the global climate 2020: provisional report. Geneva: World Meteorological Organization; 2020 (https://
library.wmo.int/doc_num.php?explnum_id=10444). 

230. Baker HS, Millar RJ, Karoly DJ, Beyerle U, Guillod BP, Mitchell D, et al. Higher CO2 concentrations increase 
extreme event risk in a 1.5 °C world. Nature Clim Change. 2018;8: 604–8. https://doi.org/10.1038/s41558-018-
0190-1. 

231. Inequality in Asia and the Pacific in the era of the 2030 Agenda for Sustainable Development. Bangkok: 
Economic and Social Commission for Asia and the Pacific; 2018 (https://www.unescap.org/sites/default/files/
publications/ThemeStudyOnInequality.pdf). 

232. Sudan: floods flash update no. 8. New York, NY: United Nations Office for the Coordination of Humanitarian 
Affairs; 2020 (https://reports.unocha.org/en/country/sudan/flash-update/2fBpH7J4T0kuf9uIXB7oq2/). 

233. Floods drive over 650,000 Somalis from their homes in 2020 [website]. Geneva: United Nations High 
Commissioner for Refugees; 2020 (https://www.unhcr.org/uk/news/briefing/2020/8/5f2cf86c4/floods-drive-
650000-somalis-homes-2020.html#:~:text=More%20than%20150%2C000%20Somalis%20have,the%20
Southern%20regions%20of%20Somalia, accessed 18 March 2021).

234. FAO-WFP early warning analysis of acute food insecurity hotspots: October 2020. Rome: Food and Agriculture 
Organization of the United Nations and World Food Programme; 2020 (http://www.fao.org/3/cb1907en/
CB1907EN.pdf). 

235. Pakistan: Karachi experiences worst floods in almost a century, dozens dead [website]. Bonn: Deutsche 
Welle; 2020 (https://www.dw.com/en/pakistan-karachi-experiences-worst-floods-in-almost-a-century-dozens-
dead/a-54725008, accessed 18 March 2021).

236. Yemen – 150,000 affected by heavy rain and floods since mid-April [website]. Floodlist; 2020 (http://floodlist.
com/asia/yemen-floods-update-april-2020, accessed 18 March 2021).

237. Dengue fever control campaign in Aden [website]. Cairo: WHO Regional Office for the Eastern Mediterranean; 
2020 (http://www.emro.who.int/yemen/news/dengue-fever-control-campaign-in-aden.html, accessed 18 
March 2021).

238. Experts declare ‘famine like conditions’ for almost 17,000 people in Yemen, warns IRC [website]. New York, NY: 
International Rescue Committee; 2020 (https://reliefweb.int/report/yemen/experts-declare-famine-conditions-
almost-17000-people-yemen-warns-irc, accessed 18 March 2021).

239. Westman M. Development solutions: how to fight climate change with gender equality [website]. Luxembourg: 
European Investment Bank; 2020 (https://www.eib.org/en/essays/climate-change-gender-investment, accessed 
18 March 2021).

240. Hamidazada M, Cruz AM, Yokomatsu M. Vulnerability factors of Afghan rural women to disasters. Int J Disaster 
Risk Sci. 2019;10:573–90. https://doi.org/10.1007/s13753-019-00227-z. 

241. Simison B. Investing in resilience. In: The Economics of Development. Washington, DC: Finance & Development; 
2019:56(4)22–6 (https://www.imf.org/external/pubs/ft/fandd/2019/12/pdf/fd1219.pdf). 

242. Caniglia D, Carnworth A. Early warning for early action: delivering a rapid response to drought in Somalia. In: 
Knowledge Matters: community resilience: experiences and learning. Dublin: Concern Worldwide; 2017 (https://
reliefweb.int/sites/reliefweb.int/files/resources/knowledge_matters_-_community_resilience.pdf). 



617

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 7:
THE NATURAL ENVIRONMENT AND HEALTH EQUITY



618

REFERENCES: EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

REFERENCES  | CHAPTER 8:
EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

1. Just societies: health equity and dignified lives. Report of the Commission of the Pan American Health 
Organization on Equity and Health Inequalities in the Americas. Washington, DC: Pan American Health 
Organization; 2019 (https://iris.paho.org/handle/10665.2/51571). 

2. Marmot M, Allen J, Boyce T, Goldblatt P, Morrison J. Equity in England: the Marmot review 10 years on. London: 
Institute of Health; 2020 (https://www.health.org.uk/publications/reports/the-marmot-review-10-years-on).

3. Irwin LG, Siddiqi A, Hertzman C. Early child development: a powerful equalizer. Final report for the World 
Health Organization’s Commission on the Social Determinants of Health. Vancouver: Human Early Learning 
Partnership; 2007 (https://www.who.int/social_determinants/resources/ecd_kn_report_07_2007.pdf). 

4. Moller AB, Patten JH, Hanson C, Morgan A, Say L, Diaz T, et al. Monitoring maternal and newborn health 
outcomes globally: a brief history of key events and initiatives. Trop Med Int Health. 2019;24(12):1342–68. doi: 
10.1111/tmi.13313. .

5. World family planning 2017: highlights. New York, NY: United Nations; 2017 (https://www.un.org/development/
desa/pd/sites/www.un.org.development.desa.pd/files/files/documents/2020/Jan/un_2017_worldfamilyplanning_
highlights.pdf).

6. Reproductive health [website]. Cairo: WHO Regional Office for the Eastern Mediterranean (http://www.emro.
who.int/health-topics/reproductive-health/index.html, accessed 17 March 2021).

7. Chikvaidze P, Madi HH, Mahaini RK. Mapping family planning policy and programme best practices in the WHO 
Eastern Mediterranean Region: a step towards coordinated scale-up. East Mediterr Health J. 2012;18(9):911–9. 
doi:10.26719/2012.18.9.911.

8. Heckman JJ, Masterov V. The productivity argument for investing in young children. NBER working paper no. 
13016. Cambridge, MA: National Bureau of Economic Research; 2007.

9. Marmot M, Allen J, Goldblatt P, Boyce T, McNeish D, Grady M, et al. Fair society, healthy lives: the Marmot 
review: strategic review of health inequalities in England post-2010. London: UCL Institute of Health Equity; 
2010 (https://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review/
fair-society-healthy-lives-full-report-pdf.pdf). 

10. Morrison J, Pikhart H, Goldblatt P. Interventions to reduce inequalities in health and early child development in 
Europe from a qualitative perspective. Int J Equity Health. 2017;16(1):87. doi:10.1186/s12939-017-0584-0.

11. Richter LM, Daelmans B, Lombardi J, Heymann J,Lopez Boo F, Behrman JR, et al. Investing in the foundation of 
sustainable development: pathways to scale up for early childhood development. Lancet. 2017;7(389):103–18. 
doi:10.1016/S0140-6736(16)31698-1.

12. Health: all countries in MENA are supported to ensure the right to survival, growth and development for 
all children [website]. New York, NY: United Nations Children’s Fund (https://www.unicef.org/mena/health, 
accessed 16 March 2021).

13. Trends in maternal mortality 2000 to 2017: estimates by WHO, UNICEF, UNFPA, World Bank Group and 
the United Nations Population Division. Geneva: World Health Organization; 2019 (https://www.who.int/
reproductivehealth/publications/maternal-mortality-2000-2017/en/).

14. GBD 2015 Eastern Mediterranean Region Maternal Mortality Collaborators. Maternal mortality and morbidity 
burden in the Eastern Mediterranean Region: findings from the Global Burden of Disease 2015 study. Int J 
Public Health. 2017;63:47–61. doi:10.1007/s00038-017-1004-3.

15. Bayati M, Vahedi S, Esmaeilzadeh F, Kavosi Z, Jamali Z, Rajabi A, et al. Determinants of maternal mortality in 
Eastern Mediterranean region: a panel data analysis. Med J Islam Repub Iran. 2016;30:360. PMID:27453890.

16. Che Chi P, Urdal H, Umeora P, Sundby J, Spiegel P, Devane D. Improving maternal, newborn and women’s 
reproductive health in crisis settings. Cochrane Database Syst Rev. 2018;(8):CD011829. doi:10.1002/14651858.
CD011829.

17. Robertson T, Carter E, Chou V, Stegmuller AR, Jackson BD, Tam Y, et al. Early estimates of the indirect effects 
of the COVID-19 pandemic on maternal and child mortality in low-income and middle-income countries: a 
modelling study. Lancet Glob Health. 2020;8(7):e901–8. doi:10.1016/S2214-109X(20)30229-1.

18. Health equity monitor: antenatal care coverage – at least four visits (in the five years preceding the survey) (%) 
[online database]. Geneva: World Health Organization; 2020 (https://www.who.int/data/gho/data/indicators/
indicator-details/GHO/hem-antenatal-care-coverage---at-least-four-visits-(in-the-five-years-preceding-the-
survey)-(-), accessed 9 March 2021).



619

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 8:
EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

19. Delivery care [online database]. New York, NY: United Nations Children’s Fund; 2020 (https://data.unicef.org/
topic/maternal-health/delivery-care, accessed 9 March 2021). 

20. Alyahya MS, Khader YS, Batieha A, Asad M. The quality of maternal-fetal and newborn care services in Jordan: 
a qualitative focus group study. BMC Health Serv Res. 2019;19:425. doi:10.1186/s12913-019-4232-9.

21. National nursing and midwifery research priorities 2016–2020. Amman: Jordanian Nursing Council; 2016 
(http://www.jnc.gov.jo/, accessed 17 March 2021)

22. Jordan population and family health survey 2007. Calverton, MD: Department of Statistics and Macro 
International Inc.; 2008 (https://dhsprogram.com/pubs/pdf/FR209/FR209.pdf). 

23. Jordan population and family and health survey 2017–18. Amman, Jordan and Rockville, MD: Department of 
Statistics and ICF; 2019 (https://dhsprogram.com/pubs/pdf/FR346/FR346.pdf). 

24. Behrman JR, Schott W, Mani S, Crookston BT, Dearden K, Duc LT, et al. Intergenerational transmission of 
poverty and inequality: parental resources and schooling attainment and children’s human capital in Ethiopia, 
India, Peru, and Vietnam. Econ Dev Cult Change. 2017;65(4):657–97. doi:10.1086/691971.

25. Black SE, Devereux PJ. Recent developments in intergenerational mobility. NBER working paper no. 15889. 
Cambridge, MA: National Bureau of Economic Research; 2010 (https://www.nber.org/papers/w15889.pdf). 

26. Births attended by skilled health personnel (in the five years preceding the survey) (%) [online database]. 
Geneva: World Health Organization; 2020 (https://www.who.int/data/gho/data/indicators/indicator-details/GHO/
hem-births-attended-by-skilled-health-personnel-(in-the-five-years-preceding-the-survey)-(-), accessed 9 March 
2021).

27. Langlois E, Miszkurka M, Zunzunegui MV, Ghaffar A, Ziegler D, Karp I. Inequities in postnatal care in low- and 
middle-income countries: a systematic review and meta-analysis. Bull World Health Organ. 2015;93:259–70. 
doi:10.2471/BLT.14.140996.

28. Iqbal S, Maqsood S, Zakar R, Zakar MZ, Fischer F. Continuum of care in maternal, newborn and child health 
in Pakistan: analysis of trends and determinants from 2006 to 2012. BMC Health Serv Res. 2017;17:189. 
doi:10.1186/s12913-017-2111-9.

29. Baatsen P, de Vries I, Abu Hamad B, Khammash U, Alba S, van Gurp M. Evaluation of a postnatal home visiting 
program for mothers, neonates and their families in Gaza, State of Palestine, over the period 2011–2016. 
Amsterdam and Ramallah: KIT Health and Education Unit and Juzoor; 2018 (https://www.kit.nl/publication/
evaluation-of-a-postnatal-home-visiting-program-for-mothers-neonates-and-their-families-in-gaza-state-of-
palestine-over-the-period-2011-2016/).

30. State of Palestine humanitarian situation report. New York, NY: United Nations Children’s Fund; 2019 
(https://www.unicef.org/media/76966/file/SoP-SitRep-March-2019.pdf). 

31. 2019 end of year results summary narrative: Palestine. New York, NY: United Nations Children’s Fund; 2019 
(http://files.unicef.org/transparency/documents/PALESTINE%20STATE%20OF_2019_COAR.pdf).

32. Bartlett L, LeFevre A, Zimmerman L, Saeedzai SA, Turkmani S, Zabih W, et al. Progress and inequities in 
maternal mortality in Afghanistan (RAMOS-II): a retrospective observational study. Lancet Glob Health. 
2017;5(5):e545–55. doi:10.1016/S2214-109X(17)30139-0. 

33. Akseer N, Bhatti Z, Rizvi A, Salehi AS, Mashal T, Bhutta ZA. Coverage and inequalities in maternal and child 
health interventions in Afghanistan. BMC Public Health. 2016;16(Suppl 2):797. doi:10.1186/s12889-016-3406-1.

34. Strategy on nutrition for the Eastern Mediterranean Region, 2020–2030. Cairo: WHO Regional Office for the 
Eastern Mediterranean; 2019 (https://applications.emro.who.int/docs/9789290222996-eng.pdf?ua=1).

35. Fishman S, Caulfield L, de Onis M, Blössner M, Hyder AA, Mullany L, et al. Childhood and maternal 
underweight. In: Ezzati M, Lopez AD, Rodgers AA, Murray CJL, editors. Comparative quantification of health 
risks: global and regional burden of disease attributable to selected major risk factors. Geneva: World Health 
Organization; 2004 (https://www.who.int/publications/cra/chapters/volume1/0039-0162.pdf).

36. Prevalence of anaemia in women of reproductive age (%) [online database]. Geneva: World Health Organization; 
2020 (https://www.who.int/data/gho/data/indicators/indicator-details/GHO/prevalence-of-anaemia-in-women-
of-reproductive-age-(-), accessed 9 March 2020)

37. Pasricha SR, Tye-Din J, Muckenthaler MU, Swinkels DW. Iron deficiency. Lancet. 2021;397(10270):233–48. 
doi:10.1016/S0140-6736(20)32594-0.



620

REFERENCES: EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

REFERENCES  | CHAPTER 8:
EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

38. Prevalence of anaemia among women of reproductive age (% of women ages 15–49) [online database]. 
Washington, DC: World Bank (https://data.worldbank.org/indicator/SH.ANM.ALLW.ZS, accessed 9 March 2020).

39. Elmardi KA, Adam I, Malik EH, Abdelrahim TA, Elhag MS, Ibrahim AA, et al. Prevalence and determinants of 
anaemia in women of reproductive age in Sudan: analysis of a cross-sectional household survey. BMC Public 
Health. 2020;20:1135. doi:10.1186/s12889-020-09252-w.

40. Elhakim N, Laillou A, El Nakeeb A, Yacoub R, Shehata M. Fortifying baladi bread in Egypt: reaching 
more than 50 million people through the subsidy program. Food Nutr Bull. 2012;33(4 Suppl):S260–71. 
doi:10.1177/15648265120334S302.

41. Brouzes CMC, Darcel N, Tome D, Dao MC, Bourdet-Sicard R, Holmes BA, et al. Urban Egyptian women 
aged 19–30 years display nutrition transition-like dietary patterns, with high energy and sodium intakes, and 
insufficient iron, vitamin d, and folate intakes. Curr Dev Nutr. 2020;4(2):nzz143. doi:10.1093/cdn/nzz143.

42. Munyuzangabo M, Khalifa DS, Gaffey MF, Kamali M, Siddiqui FJ, Meteke S, et al. Delivery of sexual and 
reproductive health interventions in conflict settings: a systematic review. BMJ Glob Health. 2020;5:e002206. 
doi:10.1136/bmjgh-2019-002206.

43. WHO recommendations on antenatal care for a positive pregnancy experience. Geneva: World Health 
Organization; 2016 (https://www.who.int/publications/i/item/9789241549912).

44. Noh JW, Kim YM, Akram N, Yoo KB, Cheon J, Lee LJ, et al. Impact of socio-economic factors and health 
information sources on place of birth in Sindh Province, Pakistan: a secondary analysis of cross-sectional 
survey data. Int J Environ Res Public Health. 2019;16(6):932. doi:10.3390/ijerph16060932.

45. Guramani N. Lady health workers to march towards Parliament in Islamabad as demands still not met [website]. 
Dawn; 2020 (https://www.dawn.com/news/1585890, accessed 16 March 2021). 

46. Time to end attacks on lady health workers in Pakistan [website]. Public Services International; 2017 
(http://www.world-psi.org/en/time-end-attacks-lady-health-workers-pakistan, accessed 16 March 2021). 

47. Aye B, Goss J, Lappin K, Whaites M, Barria S, Montufar V. Decent work for community health workers in South 
Asia: a path to gender equality and sustainable development. Geneva: International Labour Organization; 2018 
(https://www.ilo.org/asia/publications/WCMS_616210/lang--en/index.htm).

48. Challenges for development in current conflict settings: the impact of conflict on child marriage and adolescent 
fertility. Beirut: Economic and Social Commission for Western Asia; 2020 
(https://digitallibrary.un.org/record/3894964?ln=en).

49. Das Gupta M. Women’s empowerment and fertility: policy lessons. New York, NY: United Nations Department 
of Economic and Social Affairs; 2015. (https://www.un.org/en/development/desa/population/publications/pdf/
expert/2013-2_DasGupta_Expert-Paper.pdf).

50. Facts for life. Fourth edition. New York, NY: United Nations Children’s Fund; 2010  
(https://www.unicef.org/media/85711/file/Facts_for_Life_EN_010810.pdf).

51. Buvinic M, Das Gupta M, Casabonne U, Verwimp P. Violent conflict and gender inequality: an overview. 
Policy research working paper, no. 6371. Washington, DC: World Bank Group; 2013 (https://openknowledge.
worldbank.org/handle/10986/16326). 

52. The devastating impact of child marriage on girls around the world. London: Amnesty International; 2015 
(https://www.amnestyusa.org/the-devastating-impact-of-child-marriage-on-girls-around-the-world/).

53. Impact of the COVID-19 pandemic on family planning and ending gender-based violence, female genital 
mutilation and child marriage. New York, NY: United Nations Population Fund; 2020 (https://www.unfpa.org/
resources/impact-covid-19-pandemic-family-planning-and-ending-gender-based-violence-female-genital).

54. Child marriage in COVID-19 contexts. Johannesburg and Nairobi: United Nations Popuation Fund and United 
Nations Children’s Fund; 2020 (https://esaro.unfpa.org/sites/default/files/pub-pdf/child_marriage_in_covid-19_
contexts_final.pdf). 

55. Mitra P, Pondi Endengle EM, Pant M, Almeida LF. Does child marriage matter for growth. Washington, DC: 
International Monetary Fund; 2020. (https://www.imf.org/en/Publications/WP/Issues/2020/02/08/Does-Child-
Marriage-Matter-for-Growth-49011).

56. Child marriage [website]. New York, NY: United Nations Childrens’s Fund; 2018 (https://data.unicef.org/topic/
child-protection/child-marriage/, accessed 26 March 2021).



621

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 8:
EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

57. Freij LS. Safe age of marriage in Yemen: fostering change in social norms. Washington, DC: United States 
Agency for International Development; 2010 (https://www.intrahealth.org/sites/ihweb/files/attachment-files/
ESD_Legacy_Child_Marriage.pdf).

58. Monitoring health and health system performance in the Eastern Mediterranean Region: core indicators and 
indicators on the health-related Sustainable Development Goals 2019. Cairo: WHO Regional Office for the 
Eastern Mediterranean; 2020 (https://apps.who.int/iris/handle/10665/331953).

59. Adolescent fertility rate (per 1000 women aged 15-19 years) [online database]. Geneva: World Health 
Organization; 2020 (https://www.who.int/data/gho/data/indicators/indicator-details/GHO/hem-adolescent-
fertility-rate-(per-1000-women-aged-15-19-years, accessed 16 March 2021).

60. Simbar M. Achievements of the Iranian family planning programmes 1956–2006. East Mediterr Health J. 
2012;18(3):279–86. PMID:22574484.

61. Fertility decline in the Islamic Republic of Iran 1980–2006: a case study. Washington, DC: World Bank; 2010 
(https://openknowledge.worldbank.org/handle/10986/27494).

62. Adolescent fertility rate (births per 1000 women ages 15-19) [online database]. Washington, DC: World Bank 
(https://data.worldbank.org/indicator/SP.ADO.TFRT, accessed 16 March 2021).

63. Prata N, Passano P, Rowen T, Bell S, Walsh J, Potts M. Where there are (few) skilled birth attendants. J Health 
Popul Nutr. 2011;29:81–91. doi:10.3329/jhpn.v29i2.7812.

64. Family planning/contraception methods [website]. Geneva: World Health Organization; 2020 
(https://www.who.int/news-room/fact-sheets/detail/family-planning-contraception, accessed 16 March 2021).

65. Habibzadeh F. Contraception in the Middle East. Lancet. 2012;360:1. 
66. Kennedy KI, Rivera R, McNeilly AS. Consensus statement on the use of breastfeeding as a family planning 

method. Contraception. 1989;39(5):477–96. doi:10.1016/0010-7824(89)90103-0.
67. Fabic MS, Choi Y. Assessing the quality of data regarding use of the lactational amenorrhea method. Stud Fam 

Plann. 2013;44(2):205–21. doi:10.1111/j.1728-4465.2013.00353.x.
68. World family planning 2020: highlights. New York, NY: United Nations; 2020 (https://www.un.org/development/

desa/pd/news/world-family-planning-2020-highlights).
69. Khalil SN, Alzahrani MM, Siddiqui AF. Unmet need and demand for family planning among married women 

of Abha, Aseer Region in Saudi Arabia. Middle East Fertil Soc J. 2018;23(1):31–6. https://doi.org/10.1016/j.
mefs.2017.07.004.

70. Dev R, Kohler P, Feder M, Unger JA, Woods NF, Drake AL. A systematic review and meta-analysis of 
postpartum contraceptive use among women in low- and middle-income countries. Reprod Health. 
2019;16:154. doi:10.1186/s12978-019-0824-4.

71. Demand for family planning satisfied – use of modern methods (%) [online database]. Geneva: World Health 
Organization; 2020 (https://www.who.int/data/gho/data/indicators/indicator-details/GHO/demand-for-family-
planning-satisfied---modern-methods-(-), accessed 9 March 2021).

72. Shrestha BD, Ali M, Mahaini R, Gholbzouri K. A review of family planning policies and services in WHO Eastern 
Mediterranean Region Member States. East Mediterr Health J. 2019;25(2):127–33. doi:10.26719/emhj.18.023.

73. Komasawa M, Yuasa M, Shirayama Y, Sato M, Komasawa Y, Alouri M. Impact of the village health center project 
on contraceptive behaviors in rural Jordan: a quasi-experimental difference-in-differences analysis. BMC Public 
Health. 2019;19(1):1415. https://doi.org/10.1186/s12889-019-7637-9.

74. 2017–22: improved access to sexual and reproductive health and rights in Tunisia. Copenhagen: Danish Center 
for Research on Women and Gender; 2020 (https://kvinfo.dk/mena/projects/2017-22-improved-access-to-
sexual-and-reproductive-health-and-rights-in-tunisia/?lang=en). 

75. Hamdan-Mansour AM, Malkawi AO, Hamaideh SH, Hamaideh SH, Hanouneh SI. Men’s perceptions of 
and participation in family planning in Aqaba and Ma’an governorates, Jordan. East Mediterr Health J. 
2016;22(2):124–32. doi:10.26719/2016.22.2.124.

76. Bani S, Hosseini K, Hasanpour S, Valizadeh S, Abedi P. Awareness, attitude and participation rate of men in 
family planning programs in Iran. Int J Womens Health Reprod Sci. 2014;2(1):17–25. doi:10.15296/ijwhr.2014.03.

77. Khadr Z, Rashad H, Shawky S. Health inequalities in Jordan and their social determinants: evidence and policy 
implications (draft report). Cairo: Social Research Center of the American University in Cairo and WHO/Jordan; 
2019 (https://documents.aucegypt.edu/Docs/src/Jordan-health-equity.pdf).



622

REFERENCES: EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

REFERENCES  | CHAPTER 8:
EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

78. Middle East & North Africa Region. COVID-19 situation report no. 6.1. New York, NY: United Nations Children’s 
Fund; 2020 (https://www.unicef.org/mena/media/9146/file/UNICEF%20MENARO%20COVID-19%20
Situation%20Report%20#6_1-15%20June%202020.pdf%20.pdf).

79. Genre et crise du COVID-19 en Tunisie: défis et recommandations [Gender and the COVID19 crisis in Tunisia: 
challenges and recommendations]. New York, NY: UN Women; 2020 (https://www2.unwomen.org/-/media/
field%20office%20arab%20states/attachments/publications/2020/05/police%20brief%20onu%20femmes%20
tunisie.pdf?la=en&vs=1704). 

80. COVID-19 disrupts essential health services in fragile settings; risks reversing health gains: Somalia [website]. 
Cairo: WHO Regional Office for the Eastern Mediterranean; 2020. (http://www.emro.who.int/somalia/news/
covid-19-disrupts-essential-health-services-in-fragile-settings-risks-reversing-health-gains.html, accessed 16 
March 2021).

81. COVID-19 crisis in the MENA Region: impact on gender equality and policy responses. Paris: Organisation for 
Economic Co-operation and Development; 2020 (https://www.oecd.org/coronavirus/policy-responses/covid-19-
crisis-in-the-mena-region-impact-on-gender-equality-and-policy-responses-ee4cd4f4/). 

82. Wenham C, Smith J, Morgan R, Gender and COVID-19 Working Group. COVID-19: the gendered impacts of the 
outbreak. Lancet. 2020;395(10227):846–8. doi:10.1016/S0140-6736(20)30526-2.

83. Infant and young child feeding global database [online database]. New York, NY: United Nations Children’s 
Fund; 2018 (https://data.unicef.org/resources/dataset/infant-young-child-feeding/, accessed 16 March 2021).

84. Using data to achieve the Sustainable Development Goals (SDGs) for children [online database]. New York, NY: 
United Nations Children’s Fund (https://data.unicef.org/children-sustainable-development-goals/, accessed 16 
March 2021).

85. Under-five mortality rate (deaths per 1000 live births) [online database]. Geneva: World Health Organization; 
2020 (https://www.who.int/data/gho/data/indicators/indicator-details/GHO/under-five-mortality-rate-(deaths-
per-1000-live-births), accessed 16 March 2021).

86. Multiple indicator cluster survey 2014 of Sudan. Final report. Khartoum: United Nations Children’s Fund and 
Central Bureau of Statistics; 2016 (https://mics.unicef.org/files?job=W1siZiIsIjIwMTYvMDUvMTgvMjEvNT-
kvNTEvODg3L1N1ZGFuXzIwMTRfTUlDU19FbmdsaXNoLnBkZiJdXQ&sha=32907fc39e6e2e6e).

87. Neonatal mortality rate (per 1000 live births). Geneva: World Health Organization; 2005 
(https://www.who.int/whosis/whostat2006NeonatalMortalityRate.pdf).

88. Immenkamp B. Syrian crisis: impact on Jordan. Brussels: European Parliament; 2017 (https://www.europarl.
europa.eu/RegData/etudes/BRIE/2017/599258/EPRS_BRI(2017)599258_EN.pdf).

89. Stunting in a nutshell [website]. Geneva: World Health Organization; 2018 
(https://www.who.int/news/item/19-11-2015-stunting-in-a-nutshell, accessed 16 March 2021).

90. Islam MM. The effects of low birth weight on school performance and behavioral outcomes of elementary 
school children in Oman. Oman Med J. 2015;30(4):241–51. doi:10.5001/omj.2015.50. 

91. Islam MM, Ababneg F, Akter T, Khan HR. Prevalence and risk factors for low birth weight in Jordan and its 
association with under-five mortality: a population-based analysis. East Mediterr Health J. 2020;26(10):1273–84. 
doi:10.26719/emhj.20.096.

92. STATcompiler. The DHS Program [online database]. Washington, DC: United States Agency for International 
Development (https://www.statcompiler.com/en/, accessed 16 March 2021).

93. Abdel-Rahman ME, El-Heneidy A, Benova L, Oakley L. Early feeding practices and associated factors in Sudan: 
a cross-sectional analysis from multiple indicator cluster survey. Int Breastfeed J. 2020;15:41. https://doi.
org/10.1186/s13006-020-00288-7.

94. Hassan A, Taha Z, Ahmed MAA, Abdel Aziem AA, Ishag A. Assessment of initiation of breastfeeding practice 
in Kassala, Eastern Sudan: a community-based study. Int Breastfeed J. 2018;13:34. https://doi.org/10.1186/
s13006-018-0177-6.

95. Hassan AA, Taha Z, Abdulla MA, AbdelAziem AA, Ishag A. Assessment of bottle-feeding practices in Kassala, 
Eastern Sudan: a community-based study. Maced J Med Sci. 2019;7(4):651–6. doi:10.3889/oamjms.2019.132.

96. Abdel Rahman A, Sir Alkhatim HS. The effect of health care providers training on exclusive breastfeeding trend 
at a maternity hospital in Sudan, 2014. Ann Clin Lab Res. 2016;4:3. doi:10.21767/2386-5180.1000106.



623

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 8:
EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

97. International code of marketing of breast-milk substitutes. Geneva: World Health Organization; 1981 
(https://www.who.int/nutrition/publications/code_english.pdf).

98. Al Jawaldeh A, Sayed G. Implementation of the international code of marketing of breast-milk substitutes in the 
Eastern Mediterranean Region. East Mediterr Health J. 2018;24(1):25–32. PMID:29658618

99. Akik C, Ghattas H, El-Jardali F. Protecting breastfeeding in Lebanon. Beirut: American Univesity of Beirut; 2015. 
(https://www.aub.edu.lb/k2p/Documents/Final%20K2P%20BN%20Breastfeeding%20English%20August%20
25%202015.pdf).

100. Salasubew M, Kiani A, Faragher B, Garner P. Awareness and reported violations of the WHO International 
Code and Pakistan’s national breastfeeding legislation; a descriptive cross-sectional survey. Int Breastfeed J. 
2008;3:24. https://doi.org/10.1186/1746-4358-3-24.

101. UNICEF organises conference on mother, child health [website]. The Express Tribune. 12 Novemebr 2017 
(https://tribune.com.pk/story/1555759/unicef-organises-conference-mother-child-health, accessed 16 March 2021).

102. Prevalence of stunting, height for age (% of children under 5) – Middle East & North Africa, 1990–2019 
[online database]. Washington, DC: World Bank; 2020. (https://data.worldbank.org/indicator/SH.STA.STNT.
ZS?locations=ZQ, accessed 16 March 2021).

103. Prevalence of underweight, weight for age (% of children under 5), 1990-2019 [online database]. Washington, 
DC; World Bank; 2020 (https://data.worldbank.org/indicator/SH.STA.MALN.ZS, accessed 16 March 2021).

104. Malnutrition [website]. New York, NY: United Nations Children’s Fund; 2019 (https://data.unicef.org/topic/
nutrition/malnutrition/, accessed 18 September 2019).

105. Alderman H, Behrman JR, Lavy V, Menon R. Child health and school enrollment: a longitudinal analysis. J Hum 
Resour. 2001;1:185–205. https://doi.org/10.2307/3069675.

106. Victora CG, Adair L, Fall C, Hallal PC, Martorell R, Richter L, et al. Maternal and child under nutrition: 
consequences for adult health and human capital. Lancet. 2008;371(9609):340–57. doi:10.1016/S0140-
6736(07)61692-4.

107. Woldehanna T, Behrman JR, Araya MW. The effect of early childhood stunting on children’s cognitive 
achievements: evidence from young lives in Ethiopia. Ethiop J Health Dev. 2017;31(2):75–84. PMID:29249889.

108. State of inequality: reproductive, maternal, newborn and child health. Geneva: World Health 
Organization; 2015 (http://apps.who.int/iris/bitstream/handle/10665/164590/9789241564908_eng.
pdf;jsessionid=C0648DD41B27C5E881CF2E2FFD90F802?sequence=1). 

109. Global and regional trends by WHO Regions, 1990–2030. Stunting: 1990-2030 [online database]. Geneva: World 
Health Organization; 2020 (https://apps.who.int/gho/data/node.main.NUTWHOREGIONS?lang=en, accessed 9 
March 2020).

110. Health equity monitor: wasting prevalence in children aged < 5 years (%) [online database]. Geneva: World 
Health Organization; 2020 (https://www.who.int/data/gho/data/indicators/indicator-details/GHO/hem-wasting-
prevalence-in-children-aged-5-years-(-), accessed 9 March 2020).

111. Reducing stunting in children: equity considerations for achieving the Global Nutrition. Geneva: World Health 
Organization; 2018 (https://apps.who.int/iris/bitstream/handle/10665/260202/9789241513647-eng.pdf). 

112. Hoddinott J, Alderman H, Behrman JR, Haddad L, Horton S. The economic rationale for investing in stunting 
reduction. Matern Child Nutr. 2013;9 Suppl 2:69–82. doi:10.1111/mcn.12080.

113. Al Jawaldeh A, Doggui R, Borghi E, Aguenaou H, El Ammari L, Abul-Fadl A, et al. Tackling childhood stunting in 
the Eastern Mediterranean Region in the context of COVID-19. Children (Basel). 2020;7(11):239. doi:10.3390/
children7110239.

114. Almassi A, Saeidi S, Zangeneh A, Ziapour A, Choobtashani M, Saeidi F, et al. Investigation of some factors 
affecting stunting and wasting among the under-five children in Eastern Mediterranean Region. Int J Pediatr. 
2019;7(7):9759–72. doi:10.22038/ijp.2019.40074.3403

115. Bhutta ZA, Das JK, Rizvi A, Gaffey MF, Walker N, Horton S, et al. Evidence-based interventions for improvement 
of maternal and child nutrition: what can be done and at what cost? Lancet. 2013;382:452–77. doi:10.1016/
S0140-6736(13)60996-4.



624

REFERENCES: EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

REFERENCES  | CHAPTER 8:
EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

116. Hicks C. Morocco’s progress on food security acknowledged by UN but work remains [website]. London: The 
Guardian; 2015 (https://www.theguardian.com/global-development/2015/oct/27/morocco-food-security-un-
special-rapporteur-hilal-elver-plan-maroc-vert, accessed 16 March 2021).

117. Morocco country strategic plan (2019–2021). Rome: World Food Programme; 2019 (https://docs.wfp.org/api/
documents/WFP-0000104706/download/). 

118. Syrian Arab Republic Appeal [website]. New York, NY: United Nations Children’s Fund; 2021 
(https://www.unicef.org/appeals/syria, accessed 16 March 2021). 

119. QRCS supports public health, food security in northern Syria [website]. Reliefweb. 6 February 2021 
(https://reliefweb.int/report/syrian-arab-republic/qrcs-supports-public-health-food-security-northern-syria-enar, 
accessed 16 March 2021). 

120. FAO and Japan’s food processing units empower rural women [website]. Rome: Food and Agriculture 
Organization of the United Nations; 2021 (http://www.fao.org/emergencies/fao-in-action/stories/stories-detail/
en/c/1373446/, accessed 16 March 2021). 

121. Ahmed A, Ataullahjan A, Gaffey MF, Osman M, Umutoni C, Bhutta ZA, et al. Understanding the factors affecting 
the humanitarian health and nutrition response for women and children in Somalia since 2000: a case study. 
Confl Health. 2020;14:35. https://doi.org/10.1080/01494929.2015.1099587.

122. Full immunization coverage among 1-year-olds (%) [online database]. Geneva: World Health Organization; 2020 
(https://www.who.int/data/gho/data/indicators/indicator-details/GHO/-full-immunization-coverage-among-1-
year-olds-(-), accessed 16 March 2021).

123. Young M, Wolfheim C, Marsh DR, Hammamy D. World Health Organization/United Nations Children’s Fund 
joint statement on integrated community case management: an equity-focused strategy to improve access 
to essential treatment services for children. Am J Trop Med Hyg. 2012;87(5 Suppl):6–10. doi:10.4269/
ajtmh.2012.12-0221.

124. Rakha MA, Abdelmoneim A-NM, Farhoud S, Pièche S, Cousens S, Daelmans B, et al. Does implementation of 
the IMCI strategy have an impact on child mortality? A retrospective analysis of routine data from Egypt. BMJ 
Open. 2013;3:e001852. doi:10.1136/bmjopen-2012-001852.

125. Water with sugar and salt. Lancet. 1978;2(8084):300–1. https://doi.org/10.1016/S0140-6736(78)91698-7.
126. Khan AM, Wright JE, Bhutta ZA. A half century of oral rehydration therapy in childhood gastroenteritis: toward 

increasing uptake and improving coverage. Dig Dis Sci. 2010;65:355–60. doi:10.1007/s10620-019-05921-y.
127. Wagner Z, Asiimwe JB, Dow WH, Levine DI. The role of price and convenience in use of oral rehydration salts 

to treat child diarrhea: a cluster randomized trial in Uganda. PLoS Med. 2019;16:e1002734. doi:10.1371/journal.
pmed.1002734.

128. Hasan MM, Richardson A. How sustainable household environment and knowledge of healthy practices relate 
to childhood morbidity in South Asia: analysis of survey data from Bangladesh, Nepal and Pakistan. BMJ Open. 
2017;7(6):e015019. doi:10.1136/bmjopen-2016-015019.

129. Farahat TM, Shaheen HM, Barakat AMA, Alkalash SH. Diarrheal management approach among caregivers of 
under-5-year-old children in an Egyptian rural area. Menoufia Med J. 2020;33(1):5–10. http://www.mmj.eg.net/
text.asp?2020/33/1/5/281304.

130. Maternity and early years: making a good start to family life. London: Department of Health; 2010 (https://webarchive.
nationalarchives.gov.uk/20130123201430/http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/
PublicationsPolicyAndGuidance/DH_114023).

131. UNICEF data warehouse. Cross-sector indicators. [online database] New York, NY: United Nations 
Children’s Fund; 2020 (https://data.unicef.org/resources/data_explorer/unicef_f/?ag=UNICEF&df=GLOBAL_
DATAFLOW&ver=1.0&dq=AFG+DJI+MAR+IRQ+LBN+IRN+TUN+OMN+QAT+JOR.ECD_CHLD_36-59M_ADLT_
SRC..&startPeriod=1973&endPeriod=2021, accessed 16 March 2021).

132. Rollè L, Gullotta G, Trombetta T, Curti L, Gerino E, Brustia P, et al. Father involvement and cognitive 
development in early and middle childhood: a systematic review. Front Psychol. 2019;10:2405. doi:10.3389/
fpsyg.2019.02405.

133. Fan X, Chen M. Parental involvement and students’ academic achievement: a meta-analysis. Educ Psychol Rev. 
2001;13:1–22. doi:10.1023/A:1009048817385.



625

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 8:
EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

134. Jeynes WH. The relationship between parental involvement and urban secondary school student academic 
achievement: a meta-analysis. Urban Educ. 2007;42:82–110. https://doi.org/10.1177/0042085906293818.

135. Geddes R, Frank J, Haw S. A rapid review of key strategies to improve the cognitive and social development of 
children in Scotland. Health Pol. 2011;101:20–8. doi:10.1016/j.healthpol.2010.08.013.

136. El-Kogali S, Krafft C. Expanding opportunities for the next generation: early childhood development in the 
Middle East and North Africa. Washington, DC: World Bank; 2015 (https://openknowledge.worldbank.org/
bitstream/handle/10986/21287/9781464803239.pdf?sequence=1). 

137. Ponguta LA, Issa G, Aoudeh L, Maalouf C, Hein SD, Zonderman AL, et al. Effects of the mother–child education 
program on parenting stress and disciplinary practices among refugee and other marginalized communities 
in Lebanon: a pilot randomized controlled trial. J Am Acad Child Adolesc Psychiatry. 2020;29(6):727–38. 
doi:10.1016/j.jaac.2019.12.010.

138. Lakkis NA, Osman MH, Aoude LC, Maalouf CJ, Issa HG, Issa GM. A pilot intervention to promote positive 
parenting in refugees from Syria in Lebanon and Jordan. Front Psychiatry. 2020;11:257. doi:10.3389/
fpsyt.2020.00257.

139. Varghese C, Wachen J. The determinants of father involvement and connection to children’s literacy and 
language outcomes: a review of literature. Marriage Fam Rev. 2016;52:331–59. https://doi.org/10.1080/0149492
9.2015.1099587.

140. Ridge N, Jeon S. Father involvement and education in the Middle East: geography, gender, and generations. 
Comp Educ Rev. 2020;64(4). https://doi.org/10.1086/710768.

141. Raeisi K, Shariat M, Nayeri F, Raji F, Dalili H. A single center study of the effects of trained fathers’ participation 
in constant breastfeeding. Acta Medica Iranica. 2014;52(9):694–6. PMID:25421843.

142. Bagheri M, Tafazoli M, Aemmi SZ, Boskabadi H, Moghadam ZE. The effect of the educational program on 
Iranian fathers’ involvement in infant care: a randomized clinical trial study. Int J Pediatr. 2015;3:1057–63. 
doi:10.22038/IJP.2015.5669.

143. The Dakar framework for action, education for all: meeting our collective commitments. Paris: United Nations 
Educational, Scientific and Cultural Organization; 2000. (https://resourcecentre.savethechildren.net/node/2023/
pdf/2023.pdf).

144. Engle PL, Black MM. The effect of poverty on child development and educational outcomes. Ann N Y Acad Sci. 
2008;1136:243–56. doi:10.1196/annals.1425.023.

145. Feinstein L, Duckworth K. Development in the early years: its importance for school performance and adult 
outcomes. London: Centre for Research on the Wider Benefits of Learning, Institute of Education; 2006 
(https://discovery.ucl.ac.uk/id/eprint/10005970/1/Feinstein2006Development.pdf).

146. School enrolment, pre-primary, female (% gross) [online database]. Washington, DC: World Bank; 2020 
(https://data.worldbank.org/indicator/SE.PRE.ENRR.FE, accessed 16 March 2021).

147. School enrolment, pre-primary, male (% gross) [online database]. Washington, DC: World Bank; 2020 
(https://data.worldbank.org/indicator/SE.PRE.ENRR.MA, accessed 16 March 2021).

148. Adnan A, Dilshad M, Khan MY. Effectiveness of early childhood education program in govt. schools of Punjab: a 
situational analysis. Res Humanit Soc Sci. 2016;6(17):40–6. 

149. Zada K. Early childhood teacher education in Pakistan: time for action. Int J Early Years Educ. 2014;22(3):263–
70. https://doi.org/10.1080/09669760.2014.944886.

150. Whitebread D, Kuvalja M, O’Connor A. Quality in early childhood education: an international review and guide 
for policy. Cambridge: University of Cambridge; 2015 (https://www.wise-qatar.org/app/uploads/2019/04/wise-
research-7-cambridge-11_17.pdf).

151. Starting strong iii – a quality toolbox for early childhood education and care. Paris: Organisation for Economic 
Co-operation and Development; 2012. 

152. Noor SAT. Early childhood teacher education in the state of Kuwait: hindrances and challenges. Int J Humanit 
Soc Sci. 2019;9(6):178–88. http://www.ijhssnet.com/journals/Vol_9_No_6_June_2019/22.pdf.

153. School enrolment, pre-primary (% gross) [online database]. Washington, DC: World Bank; 2020 
(https://data.worldbank.org/indicator/SE.PRE.ENRR, accessed 16 March 2021).



626

REFERENCES: EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

REFERENCES  | CHAPTER 8:
EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

154. Lu C, Cuartas J, Fink G, McCoy D, Liu K, Li Z, et al. Inequalities in early childhood care and development in low/
middle-income countries: 2010–2018. BMJ Glob Health. 2020;5:e002314. doi:10.1136/bmjgh-2020-002314. 

155. Black MM, Walker SP, Fernald LC, et al. Early childhood development coming of age: science through the life 
course. Lancet. 2017;389(10064):77–90. doi:10.1016/S0140-6736(16)31389-7.

156. Heckman JJ.Invest in early childhood development: reduce deficits, strengthen the economy. Chigaco, IL: 
Heckman; 2012 (https://heckmanequation.org/www/assets/2013/07/F_HeckmanDeficitPieceCUSTOM-
Generic_052714-3-1.pdf).

157. Jordan Population and Family and Health Survey, 2017–18. Amman and Rockville, MD: Department of Statistics 
and ICF; 2019 (https://dhsprogram.com/pubs/pdf/FR346/FR346.pdf).

158. Britto PR, Yoshikawa H, Boller K. Quality of early childhood development programs in global contexts: rationale 
for investment, conceptual framework and implications for equity. Soc Policy Rep. 2011;25(2). :1–31. https://doi.
org/10.1002/j.2379-3988.2011.tb00067.x.

159. Yousafzai AK, Rasheed MA, Rizvi A, et al. Effectiveness of a youth-led early childhood care and education 
programme in rural Pakistan: a cluster-randomised controlled trial. PLoS One. 2018;13(12):e0208335. 
doi:10.1371/journal.pone.0208335.

160. Noble KG, Houston SM, Brito NH, et al. Family income, parental education and brain structure in children and 
adolescents. Nat Neurosci. 2015;18(5):773–8. doi:10.1038/nn.3983.

161. Hertzman C, Siddiqi A, Hertzman E, et al. Bucking the inequality gradient through early child development. BMJ. 
2010;340:468. doi:10.1136/bmj.c468.

162. Hertzman C, Boyce T. How experience gets under the skin to create gradients in developmental health. Annu 
Rev Public Health. 2010;31:329–47. doi:10.1146/annurev.publhealth.012809.103538.

163. Progress in child well-being – building on what works: New York and London: UNICEF and Save the Children; 
2012 (https://www.unicef.org/media/files/Progress_in_child_well-being.pdf).

164. Economic Commission for Latin America and the Caribbean (ECLAC). Social panorama of Latin America, 2016. 
Santiago: United Nations; 2017 (https://repositorio.cepal.org/bitstream/handle/11362/41599/4/S1700566_
en.pdf).

165. UNICEF Middle East and North Africa. Education [website]. Amman: United Nations Children’s Fund; 2020 
(https://www.unicef.org/mena/education, accessed 16 March 2021).

166. UNICEF Middle East and North Africa. Education in emergencies and crisis: ensuring learning for all children, 
including those in emergencies and conflicts [website]. Amman: United Nations Children’s Fund; 2020 
(https://www.unicef.org/mena/education-emergencies-and-crisis, accessed 16 March 2021).

167. Education overview [online database]. New York, NY: United Nations Children’s Fund; 2019 
(https://data.unicef.org/topic/education/overview/, accessed 16 March 2021).

168. UNRWA condemns Israeli strike next to UNRWA school killing civilians [website]. Amman: United Nations Relief 
and Works Agency for Palestine Refugees in the Near East; 2014 (http://www.unrwa.org/newsroom/official-
statements/unrwa-condemns-israeli-strike-next-unrwa-school-killing-civilians, accessed 16 March 2021). 

169. Right of education for 1 million Palestinian children at risk [website]. New York, NY: United Nations Office for 
the Coordination of Humanitarian Affairs; 2017 (https://www.ochaopt.org/content/right-education-1-million-
palestinian-children-risk, accessed 16 March 2021).

170. Right to education deeply impacted by ongoing interference in schools [website]. New York, NY: United Nations 
Office for the Coordination of Humanitarian Affairs; 2019 (https://www.ochaopt.org/content/right-education-
deeply-impacted-ongoing-interference-schools, accessed 16 March 2021). 

171. Education in emergencies (EIE) [website]. Amman: United Nations Relief and Works Agency for Palestine 
Refugees in the Near East; 2021 (https://www.unrwa.org/what-we-do/education-emergencies?program=33, 
accessed 16 March 2021).

172. Delprato M, Morrice L, Al-Nahi S. A summary of key patterns in the Jordanian education system by school 
type,gender and region. Brighton: Centre for International Education and Development, University of Sussex; 
2019 (http://sro.sussex.ac.uk/id/eprint/84065/3/A%20Summary%20of%20Key%20Patters%20in%20the%20
Jordanian%20Education%20System.pdf, accessed 16 March 2021).

173. Stepping up. Refugee education in crisis. Geneva: United Nations High Commissioner for Refugees; 2021 
(https://www.unhcr.org/steppingup/, accessed 16 March 2021). 



627

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 8:
EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

174. External monitoring and evaluation for the European Union Regional Trust Fund in response to the Syrian crisis, 
the “Madad Fund”. Brussels: European Union; 2018 (https://ec.europa.eu/trustfund-syria-region/sites/tfsr/files/
eutf_hedu_evaluation_report_0.pdf).

175. External monitoring and evaluation for the EU Regional Trust Fund in response to the Syrian crisis. Final 
evaluation report. Brussels: European Union; 2019 (https://ec.europa.eu/trustfund-syria-region/sites/tfsr/files/
eutf_be_evaluation_report_final_17_dec_2019.pdf).

176. “I want to continue to study”. Barriers to secondary education for Syrian refugee children in Jordan. New York, 
NY: Human Rights Watch; 2020 (https://reliefweb.int/sites/reliefweb.int/files/resources/jordan0620_web_0.pdf). 

177. Borderless [website]. Beirut: Borderless (https://www.borderlessngo.org/, accessed 16 March 2021). 
178. Middle East and North Africa out-of-school children initiative. Regional fact sheet 2018. New York, NY: 

United Nations Children’s Fund; 2018 (https://www.unicef.org/mena/media/6706/file/MENA%20OOSCI%20
Regional%20Fact%20Sheet%20(2018).pdf%20.pdf).

179. Habib RR, Ziadee M, Younes EA, Harastani H, Hamdar L, Jawad M, et al. Displacement, deprivation and hard 
work among Syrian refugee children. BMJ Glob Health. 2019;4:e001122. doi:10.1136/bmjgh-2018-001122.

180. Comings J. Assessing the impact of literacy learning games for Syrian refugee children. Washington, DC: World 
Vision Inc.; 2018 (https://allchildrenreading.org/wp-content/uploads/2019/07/EduApp4Syria-IE-Summary-Web-
Final-3-1.pdf).

181. Humanitarian situation report: 1 January 2020-30 June 2020. Sana’a: United Nations Children’s Fund Yemen 
Country Office; 2020 (https://www.unicef.org/media/77576/file/Yemen-SitRep-June-2020.pdf). 

182. Humanitarian situation report: 1-30 November 2020. Sana’a: United Nations Children’s Fund Yemen Country 
Office; 2020 (https://www.unicef.org/media/91626/file/Yemen%20Humanitarian%20Situation%20Report%20
1%20-%2030%20Nov%202020.pdf). 

183. Humanitarian situation report: 1-31 October. Sana’a: United Nations Children’s Fund Yemen Country Office; 
2020 (https://www.unicef.org/media/89831/file/Yemen-Humanitarian-SitRep-31-October-2020.pdf).

184. The impact of COVID-19 on gender equality in the Arab Region. Beirut: Economic and Social Commission for 
Western Asia; 2020 (https://www2.unwomen.org/-/media/field%20office%20arab%20states/attachments/
publications/2020/04/impact%20of%20covid%20on%20gender%20equality%20-%20policy%20brief.
pdf?la=en&vs=4414).

185. Baird S, Jones N, Malachowska A, et al. Adolescents’ experiences of covid-19 and the public health response 
in Jordan. London: Gender and Adolescence, Global Evidence; 2020 (https://www.gage.odi.org/wp-content/
uploads/2020/09/Quant-data-covid-factsheet_Jordan-v2.pdf).

186. Handbook on education policy analysis and programming. Bangkok: United Nations Educational, Scientific and 
Cultural Organization; 2013 (https://unesdoc.unesco.org/ark:/48223/pf0000221191, accessed 16 March 2021).

187. What UNESCO does on education policy and planning [website]. Paris: United Nations Educational, Scientific 
and Cultural Organization; 2019 (https://en.unesco.org/themes/education-policy-planning/action, accessed 16 
March 2021).

188. Palestine Inclusive Education Policy. Minstry of Edcuation and Higher Education; 2015 (https://www.eenet.org.
uk/resources/docs/English%20-%20IE%20Policy.pdf).

189. State of Palestine country report on out-of-school children. New York, NY: United Nations Children’s Fund; 2020 
(https://www.unicef.org/sop/reports/state-palestine-country-report-out-school-children).

190. Pereznieto P, Jones N, Hamad B, et al. Effects of the Palestinian National Transfer Programme on children and 
adolescents: a mixed methods analysis. London and New York: Overseas Development Institute and United 
Nations Children’s Fund; 2014. (https://odi.org/en/publications/effects-of-the-palestinian-national-cash-transfer-
programme-on-children-and-adolescents-a-mixed-methods-analysis/).

191. Education and adolescents: working to ensure that all Palestinian children and adolescents grow up in a safe 
environment and have access to quality basic education [website]. New York, NY: United Nations Children’s 
Fund (https://www.unicef.org/sop/what-we-do/education-and-adolescents, accessed 16 March 2021).

192. Remedial education helps millions of Palestinian children. United Nations Children’s Fund. 15 February 2006 
(https://www.unicef.org/doublepublish/oPt_31058.html, accessed 16 March 2021).

193. National education policy framework 2018. Islamabad: Ministry of Federal Education and Professional Training; 
2018 (https://aserpakistan.org/document/2018/National_Eductaion_Policy_Framework_2018_Final.pdf).



628

REFERENCES: EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

REFERENCES  | CHAPTER 8:
EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION

194. Out-of-school children. Reaching children and youth out of school and out of learning [website]. Amman: 
United Nations Children’s Fund Middle East and North Africa (https://www.unicef.org/mena/out-school-children, 
accessed 16 March 2021).

195. Global initiative on out-of-school children. Afghanistan country study. Kabul: Ministry of Education, Islamic 
Republic of Afghanistan and United Nations Children’s Fund; 2018 (https://www.unicef.org/afghanistan/
media/2471/file/afg-report-oocs2018.pdf%20.pdf). 

196. United Nations data hub for the Arab Region [online database]. Beirut: Economic and Social Commission for 
Western Asia (https://data.unescwa.org/, accessed 16 March 2021).

197. UNESCO Institute for Statistics (UIS) [online database]. Paris: United Nations Educational, Scientific and 
Cultural Organization (http://data.uis.unesco.org/#, accessed 16 March 2021). 

198. Tertiary education (ISCED levels 5 to 8) [website]. Paris: United Nations Educational, Scientific and Cultural 
Organization; 2021 (http://uis.unesco.org/en/glossary-term/tertiary-education-isced-levels-5-8, accessed 16 
March 2021). 

199. School enrollment, tertiary (% gross) [online database]. Washington, DC: World Bank; 2020 
(https://data.worldbank.org/indicator/SE.TER.ENRR, accessed 16 March 2021).

200. Krafft C, Alawode H. Inequality of opportunity in higher education in the Middle East and North Africa. Int J Educ 
Dev. 2018:62:234–44. doi:10.1016/j.ijedudev.2018.05.005.

201. Countries arranged by number of universities in top ranks, July 2020 edition [website]. Madrid: Webometrics 
Ranking of World Universities; 2020 (http://www.webometrics.info/en/distribution_by_country, accessed 16 
March 2021).

202. Angel–Urdinola DF, Kuddo A, Semlali A, editors. Building effective employment programs for unemployed youth 
in the Middle East and North Africa. Washington, DC: World Bank; 2013 (https://openknowledge.worldbank.org/
handle/10986/15805).

203. Bharsoum G. Youth–focused active labour market programmes in a constraining welfare regime: a qualitative 
reading of programmes in Egypt. Int J Soc Welf. 2017;26:168–76. https://doi.org/10.1111/ijsw.12228.

204. Apprenticeship in Egypt – towards a unified system? Geneva: International Labour Organization; 2017 
(https://www.ilo.org/wcmsp5/groups/public/---africa/---ro-abidjan/---sro-cairo/documents/publication/
wcms_616298.pdf). 

205. Advancing decent work in Iraq. Geneva: International Labour Organization; 2020 (https://www.ilo.org/wcmsp5/
groups/public/---arabstates/---ro-beirut/documents/briefingnote/wcms_760299.pdf). 

206. Fostering employment through business support to young entrepreneurs in Lebanon. Geneva: International 
Labour Organization; 2017 (https://www.ilo.org/wcmsp5/groups/public/---ed_emp/documents/publication/
wcms_619773.pdf).

207. Analytical mapping of life skills and citizenship education in the Middle East and North Africa. Amman: 
United Nations Children’s Fund MENA Regional Office; 2017 (https://www.unicef.org/mena/media/6201/file/
Analytical%20Mapping%20of%20the%20LSCE%20in%20MENA_EN.pdf%20.pdf).

208. Akkary RK. Facing the challenges of educational reform in the Arab world. J Educ Change. 2014;15:179–202. 
https://doi.org/10.1007/s10833-013-9225-6.

209. Kheyfets I, Sedmik E, Audah M, Gregory L, Krafft CG. A new lens on education in MENA. Washington, DC: 
World Bank; 2019 (https://elibrary.worldbank.org/doi/abs/10.1596/978-1-4648-1234-7_ch1). 

210. Technical Cooperation Group on the indicators for SDG 4 [online database]. Paris: United Nations Educational, 
Scientific and Cultural Organization; 2021 (http://tcg.uis.unesco.org/data-resources/#, accessed 16 March 
2021).

211. Schleicher A. PISA 2018: insights and interpretations. Paris: Organisation for Economic Co-operation and 
Development; 2019 (https://www.oecd.org/pisa/PISA%202018%20Insights%20and%20Interpretations%20
FINAL%20PDF.pdf).

212. Government expenditure on education, total (% of government expenditure) [online database]. Washington, DC: 
World Bank; 2020 (https://data.worldbank.org/indicator/SE.XPD.TOTL.GB.ZS, accessed 16 March 2021).

213. Government expenditure on education, total (% of GDP) [online database]. Washington, DC: World Bank; 2021 
(https://data.worldbank.org/indicator/SE.XPD.TOTL.GD.ZS, accessed 16 March 2021).



629

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 8:
EQUITY IN MATERNAL AND CHILD HEALTH, THE EARLY YEARS AND EDUCATION



630

REFERENCES: WORKING LIVES AND HEALTH EQUITY

REFERENCES  | CHAPTER 9:
WORKING LIVES AND HEALTH EQUITY

1. Health matters: health and work [website]. London: Public Health England; 2019 (https://www.gov.uk/
government/publications/health-matters-health-and-work/health-matters-health-and-work, accessed 5 
February 2021).

2. Unemployment, total (% of total labor force) (modeled ILO estimate) [online database]. Washington, DC: The 
World Bank; 2021 (https://data.worldbank.org/indicator/SL.UEM.TOTL.ZS, accessed 5 February 2021).

3. Unemployment, youth total (% of total labor force ages 15–24) (modeled ILO estimate) [online database]. 
Washington, DC: The World Bank; 2020 (https://data.worldbank.org/indicator/SL.UEM.1524.ZS, accessed 5 
February 2021).

4. Unemployment female (% of female labor force) (modeled ILO estimate) [online database]. Washington, DC: The 
World Bank; 2021 (https://data.worldbank.org/indicator/SL.UEM.TOTL.FE.ZS, accessed 16 March 2021).

5. Marmot M, Allen J, Goldblatt P, Boyce T, McNeish D, Grady M, et al. Fair society, healthy lives: the Marmot 
review: strategic review of health inequalities in England post-2010. London: UCL Institute of Health Equity; 
2010 (https://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review/
fair-society-healthy-lives-full-report-pdf.pdf). 

6. Organisation for Economic Co-operation and Development/International Labour Organization. Tackling 
vulnerability in the informal economy. Annex A. Definitions of informal economy, informal sector and informal 
employment. Paris: OECD Publishing; 2019 (https://www.oecd-ilibrary.org/development/tackling-vulnerability-
in-the-informal-economy_103bf23e-en).

7. Angel-Urdinola D, Tanabe K. Micro-determinants of informal employment in the Middle East and North Africa 
Region. Washington, DC: The World Bank; 2012 (https://openknowledge.worldbank.org/handle/10986/26828).

8. Informal economy [website]. Geneva: International Labour Organization; 2020 (http://ilo.org/global/topics/
employment-promotion/informal-economy/lang--en/index.htm, accessed 25 September 2020).

9. Ferrie J, Shipley M, Stansfield S, Marmot M. Effects of chronic job insecurity and change in job security on 
self reported health, minor psychiatric morbidity, physiological measures, and health related behaviours in 
British civil servants: the Whitehall II study. J Epidemiol Community Health. 2001;56(6):450–4. doi:10.1136/
jech.56.6.450.

10. COVID-19: labour market impact and policy response in the Arab States. Briefing note with FAQs, May 2020. 
Beirut: International Labour Organization Regional Office for the Arab States; 2020 (https://www.ilo.org/
wcmsp5/groups/public/---arabstates/---ro-beirut/documents/briefingnote/wcms_744832.pdf). 

11. Growth: building jobs and prosperity in developing countries. London: Department for International 
Development; 2008 (https://www.oecd.org/derec/unitedkingdom/40700982.pdf).

12. Sarangi N. Economic growth, employment and poverty in developing economies: a focus on Arab region. 
Beiruit: Economic and Social Commission for Western Asia; 2015 (https://www.unescwa.org/sites/www.
unescwa.org/files/page_attachments/economic_growth_employment_and_poverty.pdf).

13. ILO Regional Office for the Arab States/UNDP Regional Bureau for Arab States. Rethinking economic growth: 
towards productive and inclusive Arab societies. Beirut: International Labour Organization Regional Office 
for the Arab States; 2012 (https://www.ilo.org/wcmsp5/groups/public/---arabstates/---ro-beirut/documents/
publication/wcms_208346.pdf).

14. ElAshmawy N, Osman A. Improving female labor force participation in MENA [website]. Cambridge, MA: 
J-PAL; 2020 (https://www.povertyactionlab.org/blog/11-2-20/improving-female-labor-force-participation-mena, 
accessed 16 March 2021).

15. Chamlou N, Muzi S, Ahmed H. Understanding the determinants of female labor force participation in the Middle 
East and North Africa Region: the role of education and social norms in Amman. Bologna: AlmaLaurea; 2011 
(http://www2.almalaurea.it/universita/pubblicazioni/wp/pdf/wp31.pdf).

16. UCL Institute of Health Equity. Review of social determinants and the health divide in the WHO European 
Region: final report. Copenhagen: WHO Regional Office for Europe; 2013 (https://www.euro.who.int/__data/
assets/pdf_file/0004/251878/Review-of-social-determinants-and-the-health-divide-in-the-WHO-European-
Region-FINAL-REPORT.pdf).

17. Just societies: health equity and dignified lives. Report of the Commission of the Pan American Health 
Organization on Equity and Health Inequalities in the Americas. Washington, DC: Pan American Health 
Organization; 2019 (https://iris.paho.org/handle/10665.2/51571).



631

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 9:
WORKING LIVES AND HEALTH EQUITY

18. Noughabi J, Khanmohammadian S, Soltani S, Faramarzi A, Khosravi B. Impact of economic crisis on health 
indicators: a panel data analysis in Eastern Mediterranean countries. Research Journal of Pharmaceutical, 
Biological and Chemical Sciences. 2016;7(6):627–32. https://www.rjpbcs.com/pdf/2016_7(6)/[79].pdf.

19. Mohseni-Cheraghlou A. Unemployment crisis in Iraq and Iran: a chronic dilemma for state and society [website]. 
Washington, DC: Gulf International Forum; 2020 (http://gulfif.org/unemployment-crisis-in-iraq-and-iran-a-
chronic-dilemma-for-state-and-society/, accessed 12 February 2021).

20. Metadata glossary: unemployment, total (% of total labor force) (modeled ILO estimate) [website]. 
Washington, DC: World Bank; 2021 (https://databank.worldbank.org/metadataglossary/jobs/series/SL.UEM.
TOTL.ZS#:~:text=Unemployment%2C%20total%20(%25%20of%20total,International%20Labour%20
Organization%2C%20ILOSTAT%20database, accessed 16 March 2021).

21. ILO modelled estimates – methodological overview. Geneva: International Labour Organization (http://ilo.org/
ilostat-files/Documents/TEM.pdf).

22. Metadata glossary: employment to population ratio, 15+, total (%) (modeled ILO estimate) [website]. 
Washington, DC: World Bank; 2021 (https://databank.worldbank.org/metadataglossary/millennium-
development-goals/series/SL.EMP.TOTL.SP.ZS, accessed 15 January 2021).

23. Employment to population ratio, 15+, total (%) (modeled ILO estimate) [online database]. Washington, DC: 
World Bank; 2020 (https://data.worldbank.org/indicator/SL.EMP.TOTL.SP.ZS, accessed 4 February 2021).

24. How much financial assistance would an unemployed minimum wage worker receive per day? [online 
database]. Los Angeles, CA: World Policy Analysis Center; 2021 (https://www.worldpolicycenter.org/policies/
how-much-financial-assistance-would-an-unemployed-minimum-wage-worker-receive-per-day, accessed 5 
February 2021).

25. World social protection data dashboards [online database]. Geneva: International Labour Organization; 2021 
(https://www.social-protection.org/gimi/gess/WSPDB.action?id=19, accessed 5 February 2021). 

26. Woertz E. Agriculture and development in the wake of the Arab Spring. In: Luciani G, editor. Combining 
economic and political development: the experience of MENA. International Development Policy series 7. 
Geneva and Boston, MA: Graduate Institute Publications and Brill-Nijhoff; 2017:144–69. https://doi.org/10.4000/
poldev.2274.

27. Nin-Pratt A, El-Enbaby H, Figueroa JL, Eldidi H, Breisinger C. Agriculture and economic transformation in the 
Middle East and North Africa: a review of the past with lessons for the future. Food policy report. Washington, 
DC and Rome: International Food Policy Research Institute and Food and Agriculture Organization of the United 
Nations; 2018 (https://doi.org/10.2499/9780896292956).

28. Leveraging Economic Opportunities (LEO). The importance of wage labor in achieving agricultural market 
development objectives. Washington, DC: United States Agency for International Development; 2016 (https://
www.marketlinks.org/sites/marketlinks.org/files/resource/files/LEO_Labor_Brief_with_accessibility_report-
updated.pdf).

29. High Level Panel of Experts on Food Security and Nutrition. Sustainable agricultural development for food 
security and nutrition: what roles for livestock? Rome: Food and Agriculture Organization of the United Nations; 
2016 (http://www.fao.org/3/mq860e/mq860e.pdf).

30. The future of jobs and skills in the Middle East and North Africa: preparing the region for the fourth industrial 
revolution. Cologny/Geneva: World Economic Forum; 2017 (https://www.weforum.org/reports/the-future-of-
jobs-and-skills-in-the-middle-east-and-north-africa-preparing-the-region-for-the-fourth-industrial-revolutio).

31. Assaad R, Barsoum G. Public employment in the Middle East and North Africa: does a changing public sector 
workforce in the MENA region provide an opportunity for efficient restructuring? IZA World of Labor. 2019;463. 
doi:10.15185/izawol.463.

32. El-Said H, Harrigan J. Economic reform, social welfare, and instability: Jordan, Egypt, Morocco and Tunisia, 
1983–2004. The Middle East Journal. 2014;68(1):99–121. doi:10.3751/68.1.15.

33. Assaad R, Hendy R, Lassassi M, Yassin S. Explaining the MENA paradox: rising educational attainment, yet 
stagnant female labor force participation. Discussion paper series. Bonn: IZA Institute of Labor Economics; 
2018 (http://ftp.iza.org/dp11385.pdf).

34. Resolution concerning decent work and the informal economy. Geneva: International Labour Organization; 
2002 (https://www.ilo.org/wcmsp5/groups/public/---asia/---ro-bangkok/documents/meetingdocument/
wcms_098314.pdf).



632

REFERENCES: WORKING LIVES AND HEALTH EQUITY

REFERENCES  | CHAPTER 9:
WORKING LIVES AND HEALTH EQUITY

35. Chen M, Harvey J, WIEGO Network. The informal economy in Arab nations: a comparative perspective. 
Manchester: WIEGO; 2017 (https://www.wiego.org/resources/informal-economy-arab-nations-comparative-
perspective).

36. Angel-Urdinola D, Tanabe K. Micro-determinants of informal employment in the Middle East and North Africa 
Region. Washington, DC: World Bank; 2012 (https://openknowledge.worldbank.org/handle/10986/26828).

37. Gatti R, Angel-Urdinola D, Silva J, Bodor A. Striving for better jobs: the challenge of informality in the Middle 
East and North Africa. Washington, DC: World Bank; 2014 (https://openknowledge.worldbank.org/bitstream/
handle/10986/19905/902710PUB0Box30see0also066110067590.pdf).

38. Women’s participation in the labour market and entrepreneurship in selected MENA countries. In: Women’s 
economic empowerment in selected MENA countries: the impact of legal frameworks in Algeria, Egypt, Jordan, 
Libya, Morocco and Tunisia. Paris: Organisation for Economic Co-operation and Development; 2017 (https://
www.oecd-ilibrary.org/development/women-s-economic-empowerment-in-selected-mena-countries/women-s-
participation-in-the-labour-market-and-entrepreneurship-in-selected-mena-countries_9789264279322-5-en). 

39. Informal economy: a hazardous activity [website]. Geneva: International Labour Organization; 2020 (http://ilo.
org/safework/areasofwork/hazardous-work/WCMS_110305/lang--en/index.htm, accessed 2 October 2020).

40. Benach J, Vives A, Amable M, Vanroelen C, Tarafa G, Muntaner C. Precarious employment: understanding 
an emerging social determinant of health. Annu Rev Public Health. 2014;35:229–53. doi:10.1146/annurev-
publhealth-032013-182500.

41. Virtanen M, Kivimaki M, Joensuu M, Virtanen P, Elovainio M, Vahtera J. Temporary employment and health: a 
review. Intl J Epidemiol. 2005;34(3):611–22. doi:10.1093/ije/dyi024.

42. Samy M. Employment transitions of youth and mental health implications in Egypt. Working paper 1365. Cairo: 
Economic Research Forum; 2019 (https://erf.org.eg/app/uploads/2019/10/1365.pdf).

43. International Labour Office. A roadmap toward a national employment policy For Sudan. Geneva: International 
Labour Organization; 2014 (https://www.ilo.org/wcmsp5/groups/public/---africa/---ro-abidjan/---sro-cairo/
documents/publication/wcms_334878.pdf)

44. International Labour Office. Women and men in the informal economy: a statistical picture (third edition). 
Geneva: International Labour Organization; 2018 (https://www.ilo.org/wcmsp5/groups/public/---dgreports/---
dcomm/documents/publication/wcms_626831.pdf).

45. International Labour Office. Rapid diagnostic assessment of employment impacts under COVID19 in Lebanon. 
Geneva: International Labour Organization; 2020 (https://www.ilo.org/wcmsp5/groups/public/---ed_emp/
documents/publication/wcms_754666.pdf).

46. ILO and Fafo Institute for Labour and Social Research. Impact of COVID-19 on vulnerable workers and small-
scale enterprises in Lebanon: rapid assessment. May 2020. Beirut: International Labour Organization Regional 
Office for Arab States; 2020 (https://www.ilo.org/wcmsp5/groups/public/---arabstates/---ro-beirut/documents/
briefingnote/wcms_747074.pdf).

47. Impact of COVID-19 on migrant workers in Lebanon and what employers can do about it. Beirut: International 
Labour Organization Regional Office for Arab States; 2020 (https://media.business-humanrights.org/media/
documents/bc494480a83e0bead7168dc0349c2899f4d3aff2.pdf).

48. Arab Watch on Economic and Social Rights: informal employment. Beirut: Arab NGO Network for Development; 
2016 (https://www.fordfoundation.org/work/learning/research-reports/arab-watch-on-economic-and-social-
rights-informal-employment/). 

49. 49. Mabrouk MF. Egypt’s sizeable informal economy complicates its pandemic response [website]. Washington, 
DC: Middle East Institute; 2020 (https://www.mei.edu/blog/egypts-sizeable-informal-economy-complicates-its-
pandemic-response, accessed 5 January 2021). 

50. All of the essentials need to be present to ensure a healthy life [website]. London: Health Poverty Action; 
2018 (https://www.healthpovertyaction.org/how-poverty-is-created/essentials-for-health/?gclid=CjwKCAjw_
NX7BRA1EiwA2dpg0gc3EirjZE-ubQSTQguEV2zkuY57KuY57KrPy7yyl28orWMXq11iS47b6rRoC_TYQAvD_BwE, 
accessed 5 January 2021)

51. Food and nutrition [website]. London: Health Poverty Action; 2018 (https://www.healthpovertyaction.org/how-
poverty-is-created/essentials-for-health/food-and-nutrition/, accessed 5 January 2021). 

52. Proportion of migrants employed in vulnerable employment, by sex. New York, NY: United Nations; 2020 
(https://esa.un.org/unmigration/documents/retreat/UN%20WOMEN_Indicator_vulnerable_employment.pdf).



633

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 9:
WORKING LIVES AND HEALTH EQUITY

53. Vulnerable employment and poverty on the rise, interview with ILO chief of employment trends unit [website]. 
Geneva: International Labour Organization; 2010 (https://www.ilo.org/global/about-the-ilo/mission-and-
objectives/features/WCMS_120470/lang--en/index.htm, accessed 25 September 2020).

54. Goal 8. Promote sustained, inclusive and sustainable economic growth, full and productive employment and 
decent work for all [website]. New York, NY: United Nations Department of Economic and Social Affairs (https://
sdgs.un.org/goals/goal8).

55. Nazier H. Women’s economic empowerment: an overview for the MENA region. In: IEMed Mediterranean 
Yearbook 2019. Barcelona: European Institute of the Mediterranean; 2019 (https://www.iemed.org/observatori/
arees-danalisi/arxius-adjunts/anuari/med.2019/Women_Economic_Empowerment_MENA_Region_Hanan_
Nazier_IEMed_MedYearbook2019.pdf).

56. International Center for Research on Women, Solidarity Center and the Confédération Démocratique du Travail. 
The benefits of collective bargaining for women: a case study of Morocco. Washington, DC: Solidarity Center; 
2019 (https://www.fordfoundation.org/media/4551/the-benefits-of-collective-bargaining-for-women-a-case-
study-of-morocco219.pdf).

57. Toward economic inclusion: transitioning Tunisia’s informal workers into the formal economy. Tunis: Tunisia 
Inclusive Labor Initiative; 2014 (https://arabtradeunion.org/upload/Transitioning%20Tunisia%E2%80%99s%20
Informal%20Workers%20into%20the%20Formal%20Economy.pdf).

58. Tunisia Inclusive Labor Initiative [website]. Washington, DC: Global Fairness Initiative; 2020 (https://www.
globalfairness.org/our-work/our-programs/tunisia-inclusive-labor-initiative, accessed 2 October 2020).

59. Legal and social barriers holding back women’s empowerment in Middle East and North Africa [website]. Paris: 
Organisation for Economic Co-operation and Development; 2017 (https://www.oecd.org/social/legal-and-social-
barriers-holding-back-women-s-empowerment-in-middle-east-and-north-africa.htm, accessed 25 September 
2020).

60. Ferrant G, Kolev A. The economic cost of gender-based discrimination in social institutions. Paris: OECD 
Development Centre; 2016 (https://www.oecd.org/development/gender-development/SIGI_cost_final.pdf).

61. Employment to population ratio, 15+, female (%) (modeled ILO estimate) [online database]. Washington, DC: 
World Bank; 2021 (https://data.worldbank.org/indicator/SL.EMP.TOTL.SP.FE.ZS, accessed 15 January 2021).

62. Employment to population ratio, 15+, male (%) (modeled ILO estimate) [online database]. Washington, DC: 
World Bank; 2021 (https://data.worldbank.org/indicator/SL.EMP.TOTL.SP.MA.ZS, accessed 15 January 2021).

63. Women in business and management gaining momentum in the Middle East and North Africa. Geneva: 
International Labour Organization; 2016 (https://www.ilo.org/beirut/publications/WCMS_446101/lang--en/
index.htm).

64. De Bel-Air F. Female employment and the Saudisation policy (Nitaqat) in Saudi Arabia. Gulf Research Meeting, 
University of Cambridge, August 2014 (https://www.researchgate.net/publication/276276457_Female_
Employment_and_the_Saudisation_Policy_Nitaqat_in_Saudi_Arabia).

65. Metadata glossary: labor force participation rate, female (% of female population ages 15+) (modeled ILO 
estimate) [website]. Washington, DC: World Bank; 2021 (https://databank.worldbank.org/metadataglossary/
gender-statistics/series/SL.TLF.CACT.FE.ZS, accessed 16 March 2021).

66. Labor force participation rate, female (% of female population ages 15-64) (modeled ILO estimate), Saudi Arabia 
[online database]. Washington, DC: World Bank; 2021 (https://databank.worldbank.org/metadataglossary/
gender-statistics/series/SL.TLF.CACT.FE.ZS, accessed 15 January 2021.

67. The labor market in Saudi Arabia: background, areas of progress and insights for the future. Cambridge, MA: 
Harvard Kennedy School; 2019 (https://epod.cid.harvard.edu/sites/default/files/2019-08/EPD_Report_Digital.pdf).

68. National Transformation Program [website]. Riyadh: Government of the Kingdom of Saudi Arabia; 2020 (https://
www.vision2030.gov.sa/v2030/vrps/ntp/, accessed 2 October 2020).

69. TVET country profile: Saudi Arabia. Bonn: UNESCO-UNEVOC International Centre for Technical and Vocational 
Education and Training; 2019 (https://unevoc.unesco.org/wtdb/worldtvetdatabase_sau_en.pdf).

70. Women’s economic empowerment in selected MENA countries: the impact of legal frameworks in Algeria, 
Egypt, Jordan, Libya, Morocco and Tunisia, competitiveness and private sector development. Paris: 
Organisation for Economic Co-operation and Development; 2017 (https://www.oecd.org/countries/libya/
women-s-economic-empowerment-in-selected-mena-countries-9789264279322-en.htm).



634

REFERENCES: WORKING LIVES AND HEALTH EQUITY

REFERENCES  | CHAPTER 9:
WORKING LIVES AND HEALTH EQUITY

71. World Policy Analysis Center [online database]. Los Angeles, CA: World Policy Analysis Center; 2021 (https://
www.worldpolicycenter.org/data-tables/policy/undefined, accessed 16 March 2021).

72. National strategy for the empowerment of Egyptian women 2030: vision and pillars. Cairo: National Council 
for Women; 2017 (http://ncw.gov.eg/wp-content/uploads/2018/02/final-version-national-strategy-for-the-
empowerment-of-egyptian-women-2030.pdf).

73. Women economic empowerment study, May 2018. Washington, DC: World Bank; 2018 (http://documents1.
worldbank.org/curated/en/861491551113547855/pdf/134846-WP-PUBLIC-march-2-WB-Women-Study-EN.pdf).

74. Women’s rights in the Middle East and North Africa 2010 – Syria [website]. Washington, DC: Freedom House; 
2010 (https://www.refworld.org/docid/4b99011dc.html, accessed 5 February 2021).

75. Kelly S. Hard-won progress and long road ahead: women’s rights in the Middle East and North Africa. 
Washington, DC: Freedom House; 2010 (https://freedomhouse.org/sites/default/files/270.pdf).

76. Bell D, Blanchflower D. Young people and the Great Recession. Oxford Review of Economic Policy. 
2011;27(2):241–67. doi:10.1093/oxrep/grr011.

77. Strandh M, Winefield A, Nilsson K, Hammarström A. Unemployment and mental health scarring during the life 
course. Eur J Public Health. 2014;24(3):440–5. doi:10.1093/eurpub/cku005.

78. Lakey J, Mukherjee A, White M. Youth unemployment, labour market programmes and health: a review of the 
literature. London: Policy Studies Institute; 2001 (https://core.ac.uk/download/pdf/161511172.pdf).

79. Thern E, Munter J, Hemmingsson T, Rasmussen F. Long-term effects of youth unemployment on mental health: 
does an economic crisis make a difference? J Epidemiol Community Health. 2016;71(4):344–9. doi:10.1136/
jech-2016-208012.

80. Saleem A, Hussain S. Socio-psycho impacts of unemployment on educated youth: a case study of Lahore City. 
Pakistan Administrative Review. 2018;2(2)267–75. https://nbn-resolving.org/urn:nbn:de:0168-ssoar-58979-6.

81. Kabbani N. Youth employment in the Middle East and North Africa: revisiting and reframing the challenge. Doha: 
Brookings Doha Center; 2019 (https://www.brookings.edu/wp-content/uploads/2019/02/Youth_Unemployment_
MENA_English_Web.pdf).

82. ILOSTAT. Unemployment, youth total (% of total labor force ages 15–24) (modeled ILO estimate) [online 
database]. Washington, DC: World Bank; 2020 (https://data.worldbank.org/indicator/SL.UEM.1524.
ZS?end=2020&locations=SA&start=2019, accessed 5 October 2020).

83. Dimova R, Elder S, Stephen K. Labour market transitions of young women and men in the Middle East and 
North Africa. Work4Youth publication series no. 44. Geneva: International Labour Office; 2016 (https://www.ilo.
org/wcmsp5/groups/public/---ed_emp/documents/publication/wcms_536067.pdf).

84. Youthpolicy.org. National youth policy overview [website]. Berlin: Youth Policy Labs; 2020 (https://www.
youthpolicy.org/nationalyouthpolicies/, accessed 5 October 2020).

85. Youth employment action plan 2014–2016. Sana’a: Government of Yemen; 2013 (https://www.ye.undp.org/
content/yemen/en/home/library/democratic_governance/youth-employment-action-plan-2014-2016.html).

86. Said M. Policies and interventions on youth employment in Egypt. Turin: European Training Foundation; 2015 
(https://www.etf.europa.eu/sites/default/files/m/8B7FE470410B4DB8C1257E28004C06CA_Employment%20
policies_Egypt.pdf).

87. Egypt@Work fact sheet. Baltimore, MD: International Youth Foundation; 2016 (https://iyfglobal.org/library/
egyptwork-fact-sheet).

88. Zouari S. Employment policies and active labour market programmes. Turin: European Training Foundation; 
2014 (https://www.etf.europa.eu/sites/default/files/m/B32C0FCEDB47113DC1257D0100405D0F_
Employment%20policies_Tunisia.pdf).

89. Stewart F. Employment in conflict and post-conflict situations. New York, NY: UNDP Human Development 
Report Office; 2015 (http://hdr.undp.org/sites/default/files/stewart_hdr_2015_final.pdf).

90. ILOSTAT. Unemployment, total (% of total labor force) (modeled ILO estimate) – Iraq [online database]. 
Washington, DC: World Bank; 2021 (https://data.worldbank.org/indicator/SL.UEM.TOTL.ZS?locations=IQ, 
accessed 16 March 2021).

91. Iraq profile – timeline [website]. London: BBC; 2018 (https://www.bbc.co.uk/news/world-middle-east-14546763, 
accessed 5 October 2020).

92. The toll of war: the economic and social consequences of the conflict in Syria. Washington, DC: World Bank; 
2017 (https://www.worldbank.org/en/country/syria/publication/the-toll-of-war-the-economic-and-social-
consequences-of-the-conflict-in-syria).



635

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 9:
WORKING LIVES AND HEALTH EQUITY

93. Kokabisaghi F. Assessment of the effects of economic sanctions on Iranians’ right to health by using human 
rights impact assessment tool: a systematic review. Int J Health Policy Manag. 2018;7(5):374–93. doi:10.15171/
ijhpm.2017.147.

94. Alnasrawi A. Iraq: economic sanctions and consequences, 1990–2000. Third World Quarterly. 2001;22:205–18. 
doi:10.1080/01436590120037036.

95. Mean real monthly earnings of employees, annual growth (%) – ILO modelled estimates [online 
database]. Geneva; International Labour Organization; 2021 (https://www.ilo.org/shinyapps/
bulkexplorer44/?lang=en&segment=&id=EAR_MREE_NOC_GR_A, accessed 12 February 2021). 

96. ILOSTAT explorer: SDG indicator 1.1.1 – working poverty rate (percentage of employed living below US$1.90 
PPP) (%) [online database]. Geneva: International Labour Organization; 2021 (https://www.ilo.org/shinyapps/
bulkexplorer31/, accessed 12 March 2021). 

97. The global gender gap report 2014. Geneva: World Economic Forum; 2014 (https://reports.weforum.org/global-
gender-gap-report-2014/).

98. The global gender gap report 2018. Geneva: World Economic Forum; 2018 (http://reports.weforum.org/global-
gender-gap-report-2018/).

99. How to define a minimum wage? [website]. Geneva: International Labour Organization; 2020 (http://ilo.org/
global/topics/wages/minimum-wages/definition/lang--en/index/html, accessed 29 September 2020).

100. Global wage report 2020–21: wages and minimum wages in the time of COVID-19. Geneva; International Labour 
Organization; 2021 (https://www.ilo.org/wcmsp5/groups/public/---dgreports/---dcomm/---publ/documents/
publication/wcms_762534.pdf).

101. ILO Policy Advisory Committee on Fair Migration in the Middle East. Minimum wages and wage protection 
in the Arab States: ensuring a just system for national and migrant workers. Beirut: International Labour 
Organization Regional Office for the Arab States; 2021 (https://www.ilo.org/beirut/publications/WCMS_660002/
lang--en/index.htm).

102. Egypt’s Constitution of 2014 [website]. Constitute Project; 2021 (constituteproject.org/constitution/Egypt_2014.
pdf, accessed 5 February 2021).

103. Egypt’s Sisi raises minimum wage to help assuage economic hardships [website]. London: Reuters; 2019 
(https://www.reuters.com/article/us-egypt-economy-wages/egypts-sisi-raises-minimum-wage-to-help-assuage-
economic-hardships-idUSKCN1RB0CE, accessed 5 February 2021). 

104. Wu Y, Schwebel DC, Hu G. Disparities in unintentional occupational injury mortality between high-income 
countries and low- and middle-income countries: 1990–2016. Int J Environ Res Public Health. 2018;15(10):2296. 
doi: 10.3390/ijerph15102296.

105. El-Menyar A, Mekkodathi A, Al-Thani H. Occupational injuries: global and local perspectives. Nepal J Epidemiol. 
2016;6(2):560–2. doi:10.3126/nje.v6i2.15161.

106. Statistics on safety and health at work [website]. Geneva: International Labour Organization; 2020 (https://
ilostat.ilo.org/topics/safety-and-health-at-work/, accessed 16 March 2021). 

107. ILOSTAT explorer: SDG indicator 8.8.1 – fatal occupational injuries per 100,000 workers – annual [online 
database]. Geneva: International Labour Organization; 2020 (https://www.ilo.org/shinyapps/bulkexplorer31/, 
accessed 16 March 2021).

108. ILOSTAT explorer: SDG indicator 8.8.1 – non-fatal occupational injuries per 100,000 workers – annual [online 
database]. Geneva: International Labour Organization; 2020 (https://www.ilo.org/shinyapps/bulkexplorer31/, 
accessed 16 March 2021). 

109. Al-Thani H, El-Menyar A, Abdelrahman H, Zarour A, Consunji R, Peralta R, et al. Workplace-related traumatic 
injuries: insights from a rapidly developing Middle Eastern country. J Environ Public Health. 2014;2014:430832. 
doi:10.1155/2014/430832.

110. Employment injury insurance and protection [website]. Geneva: International Labour Organization; 2021 (https://
www.ilo.org/global/topics/geip/lang--en/index.htm, accessed 16 March 2021).

111. Global Programme Employment Injury Insurance and Protection, GEIP: contributing to decent work and the 
social protection floor guarantee in the workplace. Geneva: International Labour Organization; 2017 (https://
www.ilo.org/wcmsp5/groups/public/---ed_emp/---emp_ent/documents/publication/wcms_573083.pdf).

112. Assessment of the impact of Syrian refugees in Lebanon and their employment profile, 2013. Beirut: 
International Labour Organization Regional Office for Arab States; 2014 (https://www.ilo.org/beirut/publications/
WCMS_240134/lang--en/index.htm).



636

REFERENCES: WORKING LIVES AND HEALTH EQUITY

REFERENCES  | CHAPTER 9:
WORKING LIVES AND HEALTH EQUITY

113. Magalhaes L, Carrasco C, Gastaldo D. Undocumented migrants in Canada: a scope literature review on health, 
access to services, and working conditions. J Immigr Minor Health. 2010;12(1):132–51. doi:10.1007/s10903-
009-9280-5.

114. Arnholtz J, Hansen NW. Labour market specific institutions and the working conditions of labour migrants: the 
case of Polish migrant labour in the Danish labour market. Economic and Industrial Democracy. 2013;34(3):401–
22. doi:10.1177/0143831X12450055.

115. Gulf countries: bid to protect migrant workers [website]. New York, NY: Humans Rights Watch; 2015 (https://
www.hrw.org/news/2015/12/22/gulf-countries-bid-protect-migrant-workers, accessed 16 March 2021).

116. Joshi S, Simkhada P, Prescott G. Health problems of Nepalese migrants working in the three Gulf countries. 
BMC Int Health Hum Rights. 2011;113. doi:10.1186/1472-698X-11-3.

117. The abuse and exploitation of migrant workers in the UAE [website]. The International Campaign for Freedom 
in the United Arab Emirates; 2019 (http://icfuae.org.uk/research-and-publications-briefings/abuse-and-
exploitation-migrant-workers-uae%C2%A0, accessed 12 February 2021) .

118. Salminen S. Are immigrants at increased risk of occupational injury? A literature review. The Ergonomics Open 
Journal. 2011;4: 125–130. doi:10.2174/1875934301104010125.

119. Adhikary P, Sheppard Z, Keen S, van Teijlingen E. Risky work: accidents among Nepalese migrant workers in 
Malaysia, Qatar and Saudi Arabia. Health Prospect. 2017;16(2):3–10. doi:10.3126/hprospect.v16i2.18643.

120. Abbas M, Kashif M, Balkhyour M, Ahmad I, Asam Z, Saeed R. Trends in occupational injuries and 
diseases among Saudi and non-Saudi insured workers. East Mediterr Health J. 2018;24(10):1010. 
doi:10.26719/2018.24.10.1010.

121. Hargreaves S, Rustage K, Nellums LB, McAlpine A, Pocock N, Devakumar D, et al. Occupational health 
outcomes among international migrant workers: a systematic review and meta-analysis. Lancet Global Health. 
2019;7:E872–E882. doi:10.1016/S2214-109X(19)30204-9.

122. Simkhada P, van Teijlingen E, Gurung M, Wasti S. A survey of health problems of Nepalese female migrant 
workers in the Middle-East and Malaysia. BMC Int Health Hum Rights. 2018;18(1):4. doi:10.1186/s12914-018-
0145-7.

123. ILOSTAT explorer: non-fatal occupational injuries per 100,000 workers by sex and migrant status – annual 
[online database]. Geneva: International Labour Organization (https://www.ilo.org/shinyapps/bulkexplorer31/, 
accessed 16 March 2021).

124. Sönmez S, Apostopoulos Y, Tran D, Rentrope S. Human rights and health disparities for migrant workers in 
UAE. BMC Int Health Hum Rights. 2011;13(2):E17–35.

125. Halabi R. Contract enslavement of female migrant domestic workers in Saudi Arabia and the United Arab 
Emirates. Human Rights and Human Welfare. 2008;2:43–58. 

126. Demisse F. Ethiopian female domestic workers in the Middle East and Gulf States: an introduction. African and 
Black Diaspora: an International Journal. 2018;11. doi:10.1080/17528631.2017.1405518.

127. Gender and migration in Arab States: the case of domestic workers. Beirut: International Labour Organization 
Regional Office for Arab States; 2004 (https://www.ilo.org/wcmsp5/groups/public/---arabstates/---ro-beirut/
documents/publication/wcms_204013.pdf).

128. Co30 - Hours of Work (Commerce and Offices) Convention, 1930 (no. 30) [website]. Geneva: International 
Labour Organization; 2021 (https://www.ilo.org/dyn/normlex/en/f?p=NORMLEXPUB:12100:0::NO::P12100_ILO_
CODE:C030, accessed 12 February 2021).

129. Pradham B, Kjellstrom T, Atar D, Sharma P, Kayastha B, Bhandari G, et al. Heat stress impacts on cardiac 
mortality in Nepali migrant workers in Qatar. Cardiology. 2019;143(1):37–48. doi:10.1159/000500853.

130. Labour migration in the Arab States [website]. Geneva: International Labour Organization; 2020 (http://ilo.org/
beirut/areasofwork/labour-migration/WCMS_514910/lang--en/index.htm, accessed 25 September 2020).

131. Intra-regional labour mobility In the Arab world. Cairo: International Organization for Migration; 2010 (https://
publications.iom.int/books/intra-regional-labour-mobility-arab-world#:~:text=Description%3A,worldwide%20
reside%20in%20the%20region).

132. 95th session of the International Labour Conference, 2006. “Papa na come”: Liberia rises from the ashes, 
exchanges guns for jobs [website]. Geneva: International Labour Organization; 2006 (https://www.ilo.org/global/
about-the-ilo/mission-and-objectives/features/WCMS_069998/lang--en/index.htm, accessed 16 March 2021).



637

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 9:
WORKING LIVES AND HEALTH EQUITY

133. Decent work for domestic workers: advocating institutional reform in the Middle East [website]. Geneva: 
International Labour Organization; 2020 (https://www.ilo.org/beirut/projects/WCMS_226948/lang--en/index.htm, 
accessed 5 October 2020).

134. Slavery is not a merely a historical relic [website]. New York, NY: United Nations; 2021 (https://www.un.org/
en/observances/slavery-abolition-day#:~:text=Slavery%20is%20not%20merely%20a%20historical%20
relic&text=Essentially%2C%20it%20refers%20to%20situations,and%2For%20abuse%20of%20power, 
accessed 5 February 2021).

135. Such E, Walton E, Bonvoisin T, Stoklosa H. Modern slavery: a global public health concern. BMJ. 
2019;364:l838. doi:10.1136/bmj.l838.

136. The Global Slavery Index 2018. Perth: Walk Free Foundation; 2018 (https://www.globalslaveryindex.org/
resources/downloads/, accessed 5 February 2021).

137. International Labour Organization and Walk Free Foundation. Global estimates of modern slavery: forced labour 
and forced marriage. Geneva: International Labour Organization; 2017 (https://www.ilo.org/wcmsp5/groups/
public/@dgreports/@dcomm/documents/publication/wcms_575479.pdf).

138. Co29 - Forced Labour Convention, 1930 (no.29) [website]. Geneva: International Labour Organization; 2020 
(http://ilo.org/dyn/normlex/en/f?p=NORMLEXPUB:12100:0::NO::P12100_ILO_CODE:C029, accessed 2 October 
2020).

139. Global Slavery Index 2018: regional findings [website]. Perth: Walk Free Foundation; 2018 (https://www.
globalslaveryindex.org/2018/findings/regional-analysis/regional-findings, accessed 5 February 2021).

140. McCormack S, Joudo Larsen J, Abul Husn H. The other migrant crisis: protecting migrant workers against 
exploitation in the Middle East and North Africa. Geneva: International Organization for Migration; 2015 (https://
publications.iom.int/books/other-migrant-crisis-protecting-migrant-workers-against-exploitation-middle-east-
and-north).

141. What is child labour [website]. Geneva: International Labour Organization; 2020 (https://www.ilo.org/ipec/facts/
lang--en/index.htm, accessed 5 October 2020).

142. Roggero P, Mangiaterra V, Bustreo F, Rosati F. The health impact of child labor in developing countries: evidence 
from cross-country data. Am J Public Health. 2007;97(2):271–5. doi:10.2105/AJPH.2005.066829.

143. Guarcello L, Lyon S, Rosati F. Impact of working time on children’s health. ILO/IPEC Working Paper. Geneva: 
International Labour Organization; 2004 (https://www.ilo.org/public/libdoc/ilo/2005/105B09_66_engl.pdf).

144. 2017 global estimates of modern slavery and child labour: regional brief for the Arab States. Geneva: 
International Labour Organization; 2017 (https://www.ilo.org/wcmsp5/groups/public/@ed_norm/@ipec/
documents/publication/wcms_597872.pdf).

145. UNICEF Data. Child labour [online database]. New York, NY: United Nations Children’s Fund; 2020 (https://data.
unicef.org/topic/child-protection/child-labour/, accessed 6 October 2020).

146. Habib R, Ziadee M, Younes E, Harastani H, Hamdar L, Jawad M, et al. Displacement, deprivation and 
hard work among Syrian refugee children in Lebanon. BMJ Glob Health. 2019;4:e001122. doi:10.1136/
bmjgh-2018-001122.

147. What is the minimum age for light work? [website]. Los Angeles, CA: World Policy Analysis Center; 2020 
(https://www.worldpolicycenter.org/policies/what-is-the-minimum-age-for-light-work, accessed 11 February 
2021).

148. What is the minimum age for admission to employment? [website]. Los Angeles, CA: World Policy Analysis 
Center; 2020 (https://www.worldpolicycenter.org/policies/what-is-the-minimum-age-for-admission-to-
employment/what-is-the-minimum-age-for-admission-to-employment, accessed 11 February 2021).

149. Moving towards a child labour free Jordan [website]. Geneva: International Labour Organization; 2020 (http://
www.oit.org/beirut/projects/WCMS_220170/lang--en/index.htm, accessed 5 October 2020).

150. Impact of COVID-19 on informal workers [website]. Rome: Food and Agriculture Organization of the United 
Nations; 2020 (http://www.fao.org/3/ca8560en/CA8560EN.pdf).

151. Gallien M. How coronavirus threatens North Africa’s informal workers [website]. Middle East Eye; 2020 (https://
www.middleeasteye.net/opinion/how-coronavirus-threatens-north-africas-informal-economies, accessed 20 
September 2020).



638

REFERENCES: HEALTHY AGEING

REFERENCES  | CHAPTER 10:
HEALTHY AGEING

1. UN Decade of Healthy Ageing, 2021–2030 [website]. Geneva: World Health Organization; 2021 (https://www.
who.int/ageing/decade-of-healthy-ageing, accessed 17 March 2021). 

2. Age friendly world [website]. Geneva: World Health Organization (https://extranet.who.int/agefriendlyworld/, 
accessed 17 March 2021). 

3. Global campaign to combat ageism [website]. Geneva: World Health Organization (https://www.who.int/ageing/
ageism/campaign/en/, accessed 17 March 2021).  

4. Global strategy and action plan on ageing and health. Geneva: World Health Organization; 2016 (https://www.
who.int/ageing/WHO-GSAP-2017.pdf).

5. World report on ageing and health. Geneva: World Health Organization; 2015 (https://apps.who.int/iris/
bitstream/handle/10665/186463/9789240694811_eng.pdf?sequence=1). 

6. Promoting health across the life course [website]. Geneva: World Health Organization; 2017 (http://www.emro.
who.int/annual-report/2017/health-promotion.html, accessed 17 March 2021).

7. Sustainable Development Goals [website]. New York, NY: United Nations (https://www.un.org/
sustainabledevelopment/health/, accessed 17 March 2021).

8. Ageing [website]. New York, NY: United Nations (https://www.un.org/en/property-cards-by-og-global-
category/287/6739, accessed 17 March 2021).

9. Population ages 65 and above (% of total population) [online database]. Washington, DC: World Bank; 2019 
(https://data.worldbank.org/indicator/SP.POP.65UP.TO.ZS, accessed 17 March 2021).

10. Technical paper: health care of the elderly in the Eastern Mediterranean Region: challenges and perspectives. 
Cairo: WHO Regional Office for the Eastern Mediterranean; 2003 (https://applications.emro.who.int/docs/em_
rc50_6_en.pdf, accessed 17 March 2021).

11. World population ageing: 1950–2050. New York, NY: United Nations Population Division; 2002 (http://globalag.
igc.org/ruralaging/world/ageingo.htm).

12. Ageing in the Arab region: statistical trends and policy perspectives. Cairo: United Nations Population Fund 
Arab States Regional Office; 2017 (https://arabstates.unfpa.org/sites/default/files/pub-pdf/En_Ageing%20
report_final%20for%20web%209-11-2017.pdf).

13. Global agewatch index 2015: country report cards [online database]. London: HelpAge International; 2015 
(https://www.helpage.org/global-agewatch/population-ageing-data/country-report-cards/, accessed 17 March 
2021).

14. Age dependency ratio, old (% of working-age poplation) – Middle East & North Africa [online database]. 
Washington, DC: World Bank; 2019 (https://data.worldbank.org/indicator/SP.POP.DPND.
OL?end=2019&locations=ZQ&start=2000, accessed 17 March 2021). 

15. Metadata glossary: age dependency ratio, old (% of working-age population) [website]. Washington, DC: World 
Bank (https://databank.worldbank.org/metadataglossary/health-nutrition-and-population-statistics/series/
SP.POP.DPND.OL, accessed 17 March 2021).

16. Hussein S. Older people’s health and care needs in the Middle East: policy and practice perspectives within 
changing population structures. Paper presented at: United Nations’ expert group meeting measuring population 
ageing: bridging research and policy. Bangkok: United Nations; 2019 (https://www.un.org/development/desa/pd/
sites/www.un.org.development.desa.pd/files/unpd_egm_201902_s5_shereenhussein.pdf).

17. Disability language guidelines. Beirut: Economic and Social Commission for Western Asia (https://www.
unescwa.org/sites/www.unescwa.org/files/page_attachments/guidelines-_disability_language_english_
version_1.pdf). 

18. Hussein S. Older people’s health and care needs in the Middle East: policy and practice perspectives within 
changing population structures. United Nations expert group meeting measuring population ageing: bridging 
research and policy, Bangkok, Thailand 25‐26 February 2019. Canterbury: Personal Social Services Research 
Unit, University of Kent; 2019 (https://www.un.org/development/desa/pd/sites/www.un.org.development.desa.
pd/files/unpd_egm_201902_s5_shereenhussein.pdf) 

19. Disability in the Arab Region 2018. Beirut: Economic and Social Commission for Western Asia; 2018 (https://
digitallibrary.un.org/record/3797363?ln=en).

20. Arab disability statistics in numbers 2017. Beirut: Economic and Social Commission for Western 
Asia; 2017 (https://e-inclusion.unescwa.org/sites/default/files/resources/arab_disability_statistics_in_
numbers_2017_27nov18.pdf). 



639

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 10:
HEALTHY AGEING

21. Ageing in ESCWA member states: third review and appraisal of the Madrid international plan of action on 
ageing. Beirut: Economic and Social Commission for Western Asia; 2017 (https://www.un.org/development/
desa/ageing/wp-content/uploads/sites/24/2017/02/ageing-escwa-member-states-english.pdf).

22. Tajvar M, Fletcher A, Grundy E, Arab M. Social support and health of older people in Middle Eastern countries: a 
systematic review. Australas J Ageing. 2013;32(2):71–8. doi:10.1111/j.1741-6612.2012.00639.x.

23. Karam G, Itani L, Fayyad J, Karam A, Mneimneh Z, Karamet E, et al. Prevalence, correlates, and treatment of 
mental disorders among Lebanese older adults: a national study. Am J Geriatr Psychiatry. 2016;24(4):278–86. 
doi:10.1016/j.jagp.2015.10.006.

24. Daly S, Allen J. Inequalities in mental health, cognitive impairement and dementia among older people. London: 
Institute of Health Equity; 2016 (https://www.instituteofhealthequity.org/resources-reports/inequalities-in-
mental-health-cognitive-impairment-and-dementia-among-older-people). 

25. Yazeedi SA. Alone in the crowd: loneliness, its correlates and association to health status among Omani 
older adults. Tempe: Arizona State University; 2019 (https://repository.asu.edu/attachments/217086/content/
AlYazeedi_asu_0010E_18760.pdf).

26. Commission on Social Determinants of Health. Closing the gap in a generation: health equity through action 
on the social determinants of health. Geneva: World Health Organization; 2008 (https://www.who.int/social_
determinants/final_report/csdh_finalreport_2008.pdf).

27. Just societies health equity and dignified lives. Report of the Commission of the Pan American Health 
Organization on Equity and Health Inequalities in the Americas. Washington, DC: Pan American Health 
Organization; 2019 (https://iris.paho.org/handle/10665.2/51571).

28. Raghupathi V, Raghupathi W. The influence of education on health: an empirical assessment of OECD countries 
for the period of 1995–2015. Arch Public Health. 2020;78:20. doi:10.1186/s13690-020-00402-5.

29. Davies N, Dickson M, Davey Smith G, van den Berg GJ, Windmeijer F. The causal effects of education on health 
outcomes in the UK Biobak. Nat Hum Behav. 2018;2(2):117–25. doi:10.1038/s41562-017-0279-y.

30. Lutz W, Butz W, Samir K. World population and human capital in the twenty-first century. Vienna: International 
Institute for Applied Systems Analysis; 2014 (http://pure.iiasa.ac.at/id/eprint/11189/).

31. Health profile 2015: Sudan. Cairo: WHO Regional Office for the Eastern Mediterranean; 2017 (https://apps.who.
int/iris/handle/10665/254895).

32. Egypt’s Constitution of 2014. Constitute Project; 2014 (https://constituteproject.org/constitution/Egypt_2014.pdf). 
33. Alhuwaidi E. Kuwait health services for older adults: current situation and aspiration. Mid East J Age Ageing. 

2018;15(2).
34. Country health profiles [website]. Cairo: World Health Organization Regional Office for the Eastern 

Mediterranean (http://www.emro.who.int/entity/statistics/country-health-profiles.html, accessed 17 March 
2021).

35. Mehio Sibai A, Rizk A, Kronfol NM. Aging in Lebanon: perils and prospects. J Med Liban. 2015;63(1):2–7. 
doi:10.12816/0009912.

36. Yount K, Sibai A. Demography of aging in Arab countries. In: Uhlenberg P, editor. International handbook of 
aging. Dordrecht: Springer; 2009.

37. Hussein S, Ismail M. Ageing and elderly care in the Arab Region: policy challenges and opportunities. Ageing 
Int. 2017;42(3):274–89. doi:10.1007/s12126-016-9244-8.

38. Mehio Sibai A, Semaan A, Tabbara J, Rizk A. Ageing and health in the Arab region: challenges, opportunities 
and the way forward. Popul Horiz. 2017;14(2):73–84. doi:10.1515/pophzn-2017-0007.

39. Messkoub M. Population ageing and inter-generational relations in the MENA: what role for social policy? Popul 
Horiz. 2017;14(2):61–72. https://doi.org/10.1515/pophzn-2017-0005.

40. Al-Adawi S. Comment on the paper Ageing in the Middle East and North Africa: a contemporary perspective by 
Jamie P. Halsall and Ian G. Cook. Popul Horiz. 2017;14(2):S1–2. doi:10.1515/pophzn-2017-0012.

41. Egset W. Poverty in the Middle East and North Africa: a survey of data and recent trends. 
MENA-projektet. Stockholm: Government of Sweden; 2000 (https://www.government.se/
contentassets/6d3917df28ea4456af5a0f9807e1a03e/study-paper-12-poverty-in-the-middle-east-and-north-
africa---a-survey-of-data-and-recent-trends).



640

REFERENCES: HEALTHY AGEING

REFERENCES  | CHAPTER 10:
HEALTHY AGEING

42. Wakabayashi C, Donato K. Does caregiving increase poverty among women in later life? Evidence from the 
Health and Retirement Survey. J Health Soc Behav. 2006;47(3):258–74. doi:10.1177/002214650604700305.

43. Abdelmoneium A, Alharasheh S. Family home caregivers for old persons in the Arab Region: perceived 
challenges and policy implications. Open J Soc Sci. 2016;4(1):151–64. doi:10.4236/jss.2016.41019.

44. Kronfol N, Rizk A, Sibai A. Ageing and intergenerational family ties in Arab countries. East Mediterr Health J. 
2016;21(11):835–43. doi:10.26719/2015.21.11.835.

45. Integrated care for older people [website]. Geneva: World Health Organization (https://www.who.int/ageing/
health-systems/icope/en/, accessed 17 March 2021). 

46. Income poverty in old age: an emerging development priority. New York, NY: United Nations Department of 
Economic and Social Affairs (https://www.un.org/esa/socdev/ageing/documents/PovertyIssuePaperAgeing.pdf).

47. Political Declaration and Madrid International Plan of Action on Ageing. New York, NY: United Nations; 2002 
(https://www.un.org/development/desa/ageing/madrid-plan-of-action-and-its-implementation.html).

48. AlHalaseh L. Population ageing in the Eastern Mediterranean countries: a regional overview of the situation. Mid 
East J Age Ageing. 2019;16(1):36–54. doi:10.5742/MEJAA.2019.93622.

49. The Republic of Djibouti passes a law on the social and solidarity economy (SSE) [website]. Geneva: 
International Labour Organization; 2019 (http://ilo.org/global/topics/cooperatives/news/WCMS_732087/lang--
en/index.htm, accessed 17 March 2021).

50. Beit El Baraka [website]. Beirut: Beit El Baraka (https://beitelbaraka.org, accessed 17 March 2021).
51. Haddad R. A free supermarket for the elderly in Beirut! Check it out [website] Beirut: beirut.com; 2019 (https://

www.beirut.com/l/58406, accessed 17 March 2021).
52. Beit El Baraka: bringing hope to Lebanon’s elderly [website]. Beirut: Lebanon Traveler; 2020 (https://www.

lebanontraveler.com/en/magazine/beit-el-baraka/, accessed 17 March 2021).
53. Somali help-age prioritises older and disabled persons in humanitarian crises [website]. New York, NY: United 

Nations Social Development Network; 2016 (https://unsdn.org/2016/08/17/somali-help-age-prioritises-older-
and-disabled-persons-in-humanitarian-crises, accessed 17 March 2021).

54. Pensions at a glance 2019: OECD and G20 indicators: public expenditure on pensions [website]. Paris: 
Organisation for Economic Co-operation and Development; 2019 (https://www.oecd-ilibrary.org/sites/d6831cac-
en/index.html?itemId=/content/component/d6831cac-en#:~:text=copy%20the%20linklink%20copied!,-
Key%20Results&text=Public%20spending%20on%20cash%20old,8.0%25%20between%202000%20and%20
2015, accessed 17 March 2021).

55. World social protection report data 2017–2019 [online database]. Geneva: International Labour 
Organization; 2019 (https://www.social-protection.org/gimi/OldAge.action;jsessionid=POCBPJiiJ7GQqtKtj4k-
pO1dmJkPVfYVAcWMDwF9Mbz6ESl8PbWP1!-104422850, accessed 17 March 2021).

56. Other benefits [website]. Social protection and human rights (https://socialprotection-humanrights.org/key-
issues/social-protection-systems/other-benefits/, accessed 17 March 2021).

57. World social protection report 2017-19: universal social protection to achieve the Sustainable Development 
Goals. Geneva: International Labour Organization; 2017 (https://www.ilo.org/global/publications/books/
WCMS_604882/lang--en/index.htm).

58. Hu Y, Stewart F. Pensions coverage and informal sector workers: international experiences. Paris: Organisation for 
Economic Co-operation and Development; 2009 (https://www.oecd.org/finance/private-pensions/42052126.pdf).

59. Ceni R. Pension schemes and labor supply in the formal and informal sector. IZA J Labor Policy. 2017;6(8). 
https://doi.org/10.1186/s40173-017-0085-1.

60. Are there income protections for the elderly? [online database]. Los Angeles: World Policy Analysis Center; 2020 
(https://www.worldpolicycenter.org/policies/are-there-income-protections-for-the-elderly, accessed 17 March 2021).

61. Loewe M. Pension schemes and pension reforms in the Middle East and North Africa. Geneva: United Nations 
Research Institute for Social Development; 2009 (https://www.unrisd.org/unrisd/website/document.nsf/
(httpPublications)/B266E600844E793DC125760400497ACE?OpenDocument).

62. Somalia social protection policy. Mogadishu: Ministry of Labor and Social Affairs; 2019 (https://socialprotection.
org/discover/publications/somalia-social-protection-policy).

63. Mapping social protection systems in Pakistan. Geneva: International Labour Organization; 2019 (https://www.ilo.
org/wcmsp5/groups/public/---asia/---ro-bangkok/---ilo-islamabad/documents/publication/wcms_737630.pdf).



641

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 10:
HEALTHY AGEING

64. Humanitarian response plan Afghanistan 2018–2021. New York, NY: United Nations Office for the Coordination 
of Humanitarian Affairs; 2020 (https://www.humanitarianresponse.info/sites/www.humanitarianresponse.info/
files/documents/files/afg_hrp_2020_revision_june_2020.pdf). 

65. Bilo C, Machado AC, Bacil F. Social protection in Sudan: system overview and programme mapping. 
Brasília and Khartoum: International Policy Centre for Inclusive Growth, Sudan Ministry of Labour and Social 
Development and United Nations Children’s Fund; 2020 (http://ipcig.org/sites/default/files/pub/en/RR53_Social_
protection_in_Sudan_system_overview.pdf).

66. COVID-19 crisis in the MENA region: impact on gender equality and policy responses [website]. Paris: 
Organisation for Economic Co-operation and Development; 2020 (https://www.oecd.org/coronavirus/policy-
responses/covid-19-crisis-response-in-mena-countries-4b366396/, accessed 17 March 2021).

67. Economic inequalities in old age. New York, NY: United Nations Department of Economic and Social Affairs; 
2016 (https://www.un.org/development/desa/ageing/wp-content/uploads/sites/24/2016/08/Briefing-Paper_
Economic-Inequalities_Final.pdf). 

68. Women, business and the law data [online database]. Washington, DC: World Bank (https://wbl.worldbank.org/
en/wbl-data, accessed 17 March 2021).

69. Social protection for older persons: policy trends and statistics 2017–2019. Geneva: International Labour 
Organization; 2018 (https://www.ilo.org/secsoc/information-resources/publications-and-tools/policy-papers/
WCMS_645692/lang--en/index.htm).

70. Valenta M, Knowlton K, Jakobsen J, Al Awad M, Strabac Z. Temporary labour-migration system and long-
term residence strategies in the United Arab Emirates. Int Migr. 2020;58(1):182–97. https://doi.org/10.1111/
imig.12551.

71. Hill R, Ibrahim T. Regulation of state and supplementary pension schemes in United Arab Emirates: overview 
[website]. London: Thomson Reuters Practical Law; 2020 (https://uk.practicallaw.thomsonreuters.com/0-545-
0605?transitionType=Default&contextData=(sc.Default)&firstPage=true, accessed 17 March 2021).

72. End of service benefits for employees in the private sector [website]. United Arab Emirates’ Government portal 
(https://u.ae/en/information-and-services/jobs/end-of-service-benefits-for-employees-in-the-private-sector, 
accessed 17 March 2021). 

73. Rethinking financial security and savings in the UAE. Dubai: Mercer LLC; 2019 (https://www.me.mercer.com/
content/dam/mercer/attachments/middle-east-and-africa/Mercer-Rethinking-Financial-Security-in-UAE.pdf).

74. Everything UAE residents needs to know about planning for retirement [website]. Dubai: Arabian Business; 2019 
(https://www.arabianbusiness.com/banking-finance/426610-retirement-in-the-uae-what-you-need-you-know, 
accessed 17 March 2021).

75. Health inequalities in old age. New York, NY: United Nations Department of Economic and Social Affairs; 2018 
(https://www.un.org/development/desa/ageing/wp-content/uploads/sites/24/2018/04/Health-Inequalities-in-
Old-Age.pdf, accessed 17 March 2021).

76. Mental health statistics: refugees and asylum seekers [website]. London: Mental Health Foundation (https://www.
mentalhealth.org.uk/statistics/mental-health-statistics-refugees-and-asylum-seekers, accessed 17 March 2021).

77. Health of refugees and migrants. Copenhagen: WHO Regional Office for Europe; 2018 (https://www.who.int/
migrants/publications/EURO-report.pdf).

78. Strong J, Varady C, Chahda N, et al. Health status and health needs of older refugees from Syria in Lebanon. 
Confl Health. 2015;9(12). doi:10.1186/s13031-014-0029-y.

79. Elderly care [website]. Manama: Bahrain Ministry of Health (http://www.moh.gov.bh/Services/
ElderlyHealth?lang=en, accessed 17 March 2021).

80. Protection of people with special needs [website]. Tunis: Union Tunisienne de solidarite sociale (http://www.utss.
org.tn/protection-des-personnes-%C3%A0-besoins-sp%C3%A9cifiques?page=1, accessed 17 March 2021).

81. Abuse of older people on the rise – 1 in 6 affected [website]. Geneva: World Health Organization; 2017 (https://www.
who.int/news/item/14-06-2017-abuse-of-older-people-on-the-rise-1-in-6-affected, accessed 17 March 2021).

82. Yon Y, Mikton C, Gassoumis Z, Wilber KH. Elder abuse prevalence in community settings: a systematic review 
and meta-analysis. Lancet Glob Health. 2017;5(2):e147–56. doi:10.1016/S2214-109X(17)30006-2.

83. Abdel Rahman TT, El Gaafary MM. Elder mistreatment in a rural area in Egypt. Geriatr Gerontol Int. 
2012;12(3):532–7. doi:10.1111/j.1447-0594.2011.00780.x.

84. Alizadeh-Khoei M, Sharifi F, Hossain S, Fakhrzadeh H, Salimi Z. Elder abuse: risk factors of abuse in elderly 
community-dwelling Iranians. Educ Gerontol. 2014;40(7):543–54. https://doi.org/10.1080/03601277.2013.857995.



642

REFERENCES: HEALTHY AGEING

REFERENCES  | CHAPTER 10:
HEALTHY AGEING

85. Preventing elder abuse. What is elder abuse? [website]. Atlanta, GA: Centers for Disease Control and 
Prevention; 2020 (https://www.cdc.gov/violenceprevention/elderabuse/fastfact.html, accessed 17 March 2021).

86. Age-friendly world. About the Global Network for Age-friendly Cities and Communities [website]. Geneva: World 
Health Organization (https://extranet.who.int/agefriendlyworld/who-network/, accessed 17 March 2021). 

87. Health of the elderly [website]. Cairo: WHO Regional Office for the Eastern Mediterranean (http://www.emro.
who.int/entity/elderly-health/index.html, accessed 17 March 2021).

88. Measuring the age-friendliness of cities: a guide to using core indicators. Geneva: World Health Organization; 
2015 (https://apps.who.int/iris/bitstream/handle/10665/203830/9789241509695_esp.pdf?sequence=1). 

89. Age-friendly world. Tehran. Geneva: World Health Organization (https://extranet.who.int/agefriendlyworld/
network/tehran/, accessed 17 March 2021). 

90. Sharjah age-friendly initiative: 52% implementation of 2017–20 strategic plan [website]. Sharjah: Sharjah Govt 
Media Bureau; 2019 (https://www.sgmb.ae/en/media-centre/news/28/1/2019/sharjah-age-friendly-initiative-52-
implementation-of-2017-20-strategic-plan.aspx#page=1, accessed 17 March 2021). 

91. Age-friendly world. The age-friendly commitment [website]. Geneva: World Health Organization; 2019 (https://
extranet.who.int/agefriendlyworld/the-age-friendly-commitment/, accessed 17 March 2021). 

92. The Middle East and North Africa Research on Healthy Ageing (MENARAH) [website]. Canterbury: Canterbury 
(https://www.menarah.org/, accessed 17 March 2021).

93. Inclusion of older persons: policy implications for the Arab region. Beirut: Economic and Social Commission 
for West Asia; 2019 (https://www.unescwa.org/sites/www.unescwa.org/files/events/files/committee-social-
development-12-inclusion-older-persons-en.pdf). 

94. IDRAAC [website]. Beirut: Institute for Development, Research, Advocacy and Applied Care (http://www.idraac.
org/homepage/about-us/overview, accessed 17 March 2021). 



643

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 10:
HEALTHY AGEING



644

REFERENCES: BUILT ENVIRONMENTS AND HEALTH EQUITY 

REFERENCES  | CHAPTER 11:
BUILT ENVIRONMENTS AND HEALTH EQUITY

1. The built environment and health: an evidence review. Concept series, briefiing paper 11. Glasgow: Centre for 
Population Health; 2013 (https://www.gcph.co.uk/assets/0000/4174/BP_11_-_Built_environment_and_health_-_
updated.pdf).

2. Just societies: health equity and dignified lives. Report of the Commission of the Pan American Health 
Organization on Equity and Health Inequalities in Americas. Washington, DC: Pan American Health Organization; 
2019 (https://iris.paho.org/handle/10665.2/51571).

3. Serageldin M, Vigier F, Larsen M. Urban migration trends in the Middle East and North Africa region and the 
challenge of conflict-induced displacement. World migration report 2015, background paper. Grand-Saconnex, 
Switzerland: International Organization for Migration; 2015 (https://www.iom.int/sites/default/files/our_work/ICP/
MPR/WMR-2015-Background-Paper-MSerageldin-FVigier-MLarsen.pdf).

4. Wenger C, Abulfotuh D. Rural migration in the Near East and North Africa. Cairo: Food and Agriculture 
Organization of the United Nations; 2019 (http://www.fao.org/documents/card/en/c/ca4751en/).

5. Urban population (% of total population) – Middle East & North Africa [online database]. Washington, DC: World 
Bank Group; 2020 (https://data.worldbank.org/indicator/SP.URB.TOTL.IN.ZS?locations=ZQ, accessed 10 March 
2021).

6. Belsky E, DuBroff N, McCue D, Harris C, McCartney S, Molinsky J. Advancing inclusive and sustainable urban 
development: correcting planning failures and connecting communities to capital. Cambridge, MA: Joint 
Center for Housing Studies; 2013 (https://jchs.harvard.edu/research-areas/reports/advancing-inclusive-and-
sustainable-urban-development-correcting-planning, accessed 10 March 2021).

7. Elfeky S, El-Adawy M, Rashidian A, Mandil A, Mandhari A. Healthy cities programme in the Eastern 
Mediterranean Region: concurrent progress and future prospects. East Mediterr Health J. 2019;25:445–6. doi.
org/10.26719/2019.25.7.445.

8. Summary report on the meeting on scaling up the healthy city programme in the Eastern Mediterranean Region, 
Sharjah, United Arab Emirates 23–24 February 2016. Cairo: WHO Regional Office for the Eastern Mediterranean; 
2016 (https://apps.who.int/iris/handle/10665/206083).

9. Sharjah achieves WHO healthy city status [website]. Bahira Corniche: Sharjah Investment and Development 
Authority; 2015 https://www.sharjahupdate.com/2015/07/sharjah-achieves-healthy-city-status/, accessed 11 
March 2021).

10. Promoting inclusive, safe, resilient and sustainable Afghan cities for all [website]. New York, NY: United Nations 
(https://sustainabledevelopment.un.org/partnership/?p=30477, accessed 11 March 2021).

11. Infrastructure and camp improvement [website]. Amman: United Nations Relief and Works Agency for Palestine 
Refugees in the Near East (https://www.unrwa.org/what-we-do/infrastructure-camp-improvement, accessed 11 
March 2021).

12. Morocco’s new cities program lacks basic service accessibility [website].Washington, DC: Smart Cities Dive 
(https://www.smartcitiesdive.com/ex/sustainablecitiescollective/morocco-s-new-cities-program-lacks-basic-
service-accessibility/182166/, accessed 11 March 2021).

13. Leger D. How sustainable is Morocco’s cities without slums program? [website]. Rabat; Morocco World News: 
2018 (www.moroccoworldnews.com/2018/05/247127/morocco-sidi-moumen-slums-housing/, accessed 11 
March 2021).

14. Morocco-housing and slum upgrading [website]. Nairobi: UN-Habitat; 2012 (https://unhabitat.org/housing-and-
slum-upgrading, accessed 11 March 2021).

15. Big cities – big challenges sustainable urban transport across major Middle East and North African cities 
[website]. Bonn: Deutsche Gesellschaft für Internationale Zusammenarbeit (GIZ) (www.sutp.org/publications/
big-cities-big-challenges-sustainable-urban-transport-across-major-middle-east-and-north-african-cities-2/, 
accessed 11 March 2021).

16. Sadek N. Prospects of electric vehicles in Middle-East and North Africa markets [website]. Piscataway, NJ: 
Institute of Electrical and Electronics Engineers; 2011 (https://ieeexplore.ieee.org/document/5752484, accessed 
11 March 2021).

17. Attari A, Schiffer R, Hegazy M, Zureiqat H, Semaan R, Abu-Eisheh S. Mobility transition in the MENA Region: 
comparative policy perspectives. Amman: Friedrich-Ebert-Stiftung Jordan & Iraq; 2020 (http://library.fes.de/pdf-
files/bueros/amman/16656.pdf).



645

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 11:
BUILT ENVIRONMENTS AND HEALTH EQUITY

18. Motor vehicles per 1000 inhabitants vs GDP per capita, 2014 [website]. Oxford: Our World in Data; 2014 (https://
ourworldindata.org/grapher/road-vehicles-per-1000-inhabitants-vs-gdp-per-capita?country=BHR~IRQ~IRN~EGY
~DJI~LBN~KWT~PAK~QAT~PSE~OMN~MAR~SAU~SDN~ARE~TUN~YEM~AFG, accessed 11 March 2021).

19. Choma E, Evans J, Hammitt J, Gómez-Ibáñez J, Spengler J. Assessing the health impacts of electric vehicles 
through air pollution in the United States. Environ Int. 2020;144:106015. doi:10.1016/j.envint.2020.106015.

20. The EV revolution and MENA [website]. London: Castlereagh Associates; 2020 (https://castlereagh.net/the-ev-
revolution-and-mena, accessed 11 March 2021).

21. Electric bus in MENA. Policy paper, November 2020. Dubai: UITP MENA Centre for Transport Excellence; 2020 
(http://library.fes.de/pdf-files/bueros/amman/17182.pdf, accessed 11 March 2021).

22. Study on ways and methods to eliminate sexual harrassment in Egypt. New York, NY: UN Women; 2013 (https://
web.law.columbia.edu/sites/default/files/microsites/gender-sexuality/un_womensexual-harassment-study-
egypt-final-en.pdf, accessed 11 March 2021).

23. Kallel S, Matri K, Sellami M, Zaïem I. La violence fondee sur le genre dans l’espace public in Tunisia [Gender-
based violence in public spaces in Tunisia] [website]. Tunis: Centre de Recherches, d’Etudes, de Documentation 
et d’Information sur la Femme (CREDIF); 2016 (http://www.credif.org.tn/PORT/doc/SYRACUSE/57891/
la-violence-fondee-sur-le-genre-dans-l-espace-public-en-tunisie-centre-de-recherches-d-etudes-de-doc, 
accessed 11 March 2021).

24. Road safety in the Eastern Mediterranean Region: facts from the global status report on road safety 2015. Cairo: 
WHO Regional Office for the Eastern Mediterranean; 2017 (https://www.who.int/violence_injury_prevention/
road_safety_status/2015/Road_Safety_EMR_English.pdf, accessed 11 March 2021).

25. Urban pubic transport developments in MENA [website]. Brasted: Russell Publishing Company; 2016 (https://
www.intelligenttransport.com/transport-articles/19594/urban-public-transport-developments-mena, accessed 
11 March 2021).

26. Sustainable transport: full sized project [website]. Cairo: United Nations Development Programme; 2021 (www.
eg.undp.org/content/egypt/en/home/projects/sustainable-transport--full-sized-project.html, accessed 11 March 
2021).

27. Project document: sustainable transport. Cairo: United Nations Development Programme; 2008 (https://info.
undp.org/docs/pdc/Documents/EGY/00045900_Final%20Approved%20Project%20Document%20Egypt%20
Transport.pdf).

28. Qatar Public Transport Program (QPTP) [website]. Doha: Ministry of Transport and Communications; 2021 
(https://motc.gov.qa/en/qptp, accessed 11 March 2021).

29. WHO global status report on road safety 2018. Geneva: World Health Organization; 2018 (https://www.who.int/
publications/i/item/9789241565684, accessed 11 March 2021).

30. UN housing rights [website]. New York, NY: Human Rights Watch; 2013 (https://www.housingrightswatch.org/
page/un-housing-rights#UDHR, accessed 11 March 2021).

31. Fact sheet no. 21, the human right to adequate housing. New York, NY: United Nations (https://www.un.org/
ruleoflaw/files/FactSheet21en.pdf).

32. The right to adequate housing. Geneva: Office of the United Nations High Commissioner for Human Rights; 
2009 (https://ohchr.org/Documents/Publications/FS21_rev_1_Housing_en.pdf).

33. Tabakhna H, Al-Khatib I. Housing conditions and health in Jazalone Refugee Camp in Palestine. East Mediterr 
Health J. 2006;12( 1–2):144–52. https://apps.who.int/iris/handle/10665/117065.

34. Goal 11: make cities inclusive safe, resilient and sustainab [website]. New York, NY: United Nations (https://
www.un.org/sustainabledevelopment/cities, accessed 11 March 2021).

35. Krieger J, Higgins D. Housing and health: time again for public health action. Am J Public Health. 
2002;92(5):758–68. doi:10.2105/ajph.92.5.758.

36. Egypt’s voluntary national review 2018. Cairo: Ministry of Planning, Monitoring and Administrative Reform; 2018 
(www.arabdevelopmentportal.com/sites/default/files/publication/vnr-egypt-2018.pdf).

37. Madbouly M. Revisiting urban planning in the Middle East North Africa region. Nairobi: UN-Habitat; 2009 
(https://unhabitat.org/sites/default/files/2010/07/GRHS.2009.Regional.MENA_.pdf).

38. Iraq national housing policy. Bagdad and Nairobi: Iraq Ministry of Construction and Housing and UN-Habitat; 
2010 (https://www.humanitarianlibrary.org/sites/default/files/2013/05/634247_INHP_English_Version.pdf).



646

REFERENCES: BUILT ENVIRONMENTS AND HEALTH EQUITY 

REFERENCES  | CHAPTER 11:
BUILT ENVIRONMENTS AND HEALTH EQUITY

39. Informal settlements in the Arab region. Nairobi: UN-Habitat Regional Office for the Arab States; 2020 (https://
unhabitat.org/sites/default/files/2020/02/1-200210_regional_is_report_final_4.0.pdf).

40. Shaikley L. Iraq’s housing crisis: upgrading settlements for IDPS (internally displaced persons). Cambridge, MA: 
Massachusetts Institute of Technology; 2013 (https://dspace.mit.edu/handle/1721.1/82280).

41. UN-Habitat’s experts group discussions on the new housing of Iraq [website]. New York, NY: United Nations 
Office for the Coordination of Humanitarian Affairs; 2017 (https://reliefweb.int/report/iraq/un-habitat-s-experts-
group-discussions-new-housing-policy-iraq-enar, accessed 11 March 2021).

42. Al-Hafith O, Satish B, Wilde P. Assessing housing approaches for Iraq: learning from the world experience. 
Habitat Inter. 2019;89:102001. doi:10.1016/j.habitatint.2019.102001.

43. Salama A, Wiedmann F, Ibrahim H. Migrant knowledge workers’ perceptions of housing conditions in Gulf 
countries. J Int Migr Integr. 2018;19:15–33. https://doi.org/10.1007/s12134-017-0527-z.

44. Fargues P, Shah N, Brouwer I. Working and living conditions of low-income migrant workers in the hospitality and 
construction sectors in the United Arab Emirates. Research report No. 2/2019. Gulf Labour Markets and Migration 
and Population Programme; 2019 (https://gulfmigration.org/media/pubs/rp/GLMM_EN_2019_RR02.pdf).

45. WHO housing and health guidelines. Geneva: World Health Organization; 2018 (https://www.who.int/
publications/i/item/9789241550376).

46. Menshawy A, Shafik S, Khedr F. Affordable housing as method for informal settlements sustainable upgrading. 
Procedia – Social and Behavioural Sciences. 2016;223:126–33. doi:10.1016/j.sbspro.2016.05.330.

47. Affordable housing in MENA, September 2011: why affordable housing matters? Chicago, IL: Jones Lang 
LaSalle; 2011 (www.iqpc.com/media/6900/1294.pdf).

48.  Valuation of land for affordable housing 2nd edition, guidance notes [website]. London: Royal Institute of 
Chartered Surveyors; 2010 (www.rics.org/uk/upholding-professional-standards/sector-standards/valuation/
valuation-of-land-for-affordable-housing/, accessed 11 March 2021).

49. Shortage of affordable housing in the Middle East and Africa region in 2018 [online database]. Statista.com 
(https://www.statista.com/statistics/1127435/mena-shortage-of-housing/#statisticContainer, accessed 11 
March 2021).

50. Inclusive housing finance program [website]. Washington, DC: World Bank Group; 2020 (https://projects.
worldbank.org/en/projects-operations/project-detail/P150993, accessed 11 March 2021).

51. Egypt: providing low income citizens with affordable housing [website]. Washington, DC: World Bank Group; 
20 March 2020 (https://www.worldbank.org/en/news/press-release/2020/03/20/egypt-providing-low-income-
citizens-with-affordable-housing, accessed 11 March 2021).

52. Housing finance in Tunisia: overview. In: Housing finance in Africa yearbook 2020. Johannesburg: Centre for 
Affordable Housing Finance in Africa; 2020 (https://housingfinanceafrica.org/countries/tunisia/, accessed 11 
March 2021).

53. Anet J. Tunisia: key figures. In: Housing finance in Africa yearbook 2019. Johannesburg: Centre for Affordable 
Housing Finance in Africa; 2019:265–68 (https://housingfinanceafrica.org/app/uploads/V16-Tunisia-3.pdf, 
accessed 11 March 2021).

54. Ghasemi S, Zangeneh A, Rajabi-Gilan N, Reshadat S, Saeidi S, Ziapour A. Health-related quality of life 
in informal settlements in Kermanshah, Islamic Republic of Iran: role of poverty and perception of family 
socioeconomic status. East Mediterr Health J. 2019;25:775–83. doi:10.26719/emhj.19.013.

55. Goal 11: make cities and human settlements inclusive, safe, resilient and sustainable. New York, NY: United 
Nations; 2020 (https://unstats.un.org/sdgs/metadata/files/Metadata-11-01-01.pdf).

56. Avis W. Urban governance – informal settlements [website]. London: Governance and Social Development 
Resource Centre; 2016 (https://gsdrc.org/topic-guides/urban-governance/key-policy-challenges/informal-
settlements/, accessed 11 March 2021).

57. Weimann A, Oni T. A systematised review of the health impact of urban informal settlements and implications 
for upgrading interventions in South Africa, a rapidly urbanising middle-income country. Int J Environ Res Public 
Health. 2019;16:3608. doi:10.3390/ijerph16193608.

58. Population living in slums (% of urban population) [online database]. Washington, DC: World Bank; 2018 
(https://data.worldbank.org/indicator/EN.POP.SLUM.UR.ZS, accessed 11 March 2021).

59. Millenium Development Goals indicators [website]. New York, NY: United Nations (http://mdgs.un.org/unsd/
mdg/default.aspx, accessed 11 March 2021).



647

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 11:
BUILT ENVIRONMENTS AND HEALTH EQUITY

60. Islam S, Rohde A. Refugee ‘crisis’ in the Middle East and North Africa, fact sheet. Brussels: Friends of Europe; 
2017 (https://www.friendsofeurope.org/wp/wp-content/uploads/2019/04/MIG_Factsheet_v4_web.pdf).

61. Vulnerability assessment for Syrian refugees in Lebanon (VASyR 2019). Geneva, New York, and Rome: United 
Nations High Commissioner for Refugees, United Nations Children’s Fund, World Food Programme; 2019 
(https://data2.unhcr.org/en/documents/details/73118).

62. Palestinian refugees [website]. Amman: United Nations Relief and Works Agency for Palestine Refugees in the 
Near East (https://www.unrwa.org/palestine-refugees, accessed 11 March 2021).

63. What are Palestinian refugee camps conditions like? [website]. Washington, DC: American Near East Refugee 
Aid; 2019 (https://www.anera.org/blog/what-are-palestinian-refugee-camp-conditions-like, accessed 11 March 
2021).

64. Infrastructure and camp improvement [website]. Amman: United Nations Relief and Works Agency for Palestine 
refugees in the Near East (https://www.unrwa.org/what-we-do/infrastructure-camp-improvement, accessed 11 
March 2021).

65. Habib R, Seyfert K, Hojeij S. Health and living conditions of Palestinian refugees residing in camps and 
gatherings in Lebanon: a cross-sectional survey. Lancet. 2012;380:S3. https://doi.org/10.1016/S0140-
6736(13)60189-0.

66. Pape U, Fillippo M, Nunez G, Wollburg P, Dale P. Somali poverty profile, June 2017: findings from wave 1 
of the Somali high frequency survey, report no. AUS19442. Washington, DC: The World Bank; 2017 (http://
documents1.worldbank.org/curated/en/325991506114032755/pdf/AUS19442-REVISED-PUBLIC-Somali-
Poverty-Profile-Update-4-27-November-2017.pdf).

67. Dadonaite B, Ritchie H, Roser M. Diarrheal diseases [website] Oxford: Our World in Data; 2019 (https://
ourworldindata.org/diarrheal-diseases, accessed 11 March 2021).

68. Burden of diseases from inadequate water, sanitation and hygiene in low- and middle-income countries 
[online database]. Geneva: World Health Organization; 2018 (https://apps.who.int/gho/data/view.main-emro.
INADEQUATEWSHv?lang=en, accessed 11 March 2021).

69. Monitoring health and health system performance in the Eastern Mediterranean Region: core indicators and 
indicators on the health-related Sustainable Development Goals 2019. Cairo: WHO Regional Office for the 
Eastern Mediterranean; 2020 (https://apps.who.int/iris/handle/10665/331953).

70. GBD 2015 Eastern Mediterranean Region Diarrhea collaborators. Burden of diarrhea in the Eastern 
Mediterranean Region, 1990–2015: findings from the Global Burden of Disease 2015 study. Int J Public Health. 
2018;63(Suppl 1):109–21. doi:10.1007/s00038-017-1008-z.

71. People using at least basic drinking water services (% of population) [online database]. Washington, DC: World 
Bank; 2017 (https://data.worldbank.org/indicator/SH.H2O.BASW.ZS, accessed 11 March 2021).

72. WHO/UNICEF JMP: WASH data [online database]. Geneva and New York, NY: World Health Organization and 
United Nations Children’s Fund (https://washdata.org, accessed 11 March 2021).

73. Key terms: WHO/UNICEF joint monitoring report 2012 [website]. Geneva: World Health Organization; 2012 
(https://www.who.int/water_sanitation_health/monitoring/jmp2012/key_terms/en/, accessed 11 March 2021).

74. WHO/UNICEF Joint Monitoring Programme for water supply sanitation and hygiene (JMP) [website]. New York, 
NY: United Nations (www.unwater.org/publication_categories/whounicef-joint-monitoring-programme-for-water-
supply-sanitation-hygiene-jmp/, accessed 11 March 2021).

75. Progress on drinking water, sanitation and hygiene 2017 [website]. Geneva and New York, NY: World Health 
Organization and United Nations Children’s Fund; 2017 (www.who.int/mediacentre/news/releases/2017/launch-
version-report-jmp-water-sanitation-hygiene.pdf).

76. Drinking water [online database]. Geneva and New York, NY: World Health Organization and United Nations 
Children’s Fund; 2017 (https://washdata.org/monitoring/drinking-water, accessed 11 March 2021).

77. People using safely managed drinking water services (% of population) [online database]. Washington, DC: 
World Bank (https://data.worldbank.org/indicator/SH.H2O.SMDW.ZS?end=2017&start=2010, accessed 11 
March 2021).

78. Drinking water, sanitation and hygiene service levels [online database]. Geneva and New York, NY: World 
Health Organization and United Nations Children’s Fund (https://washdata.org/data/household#!/, accessed 
11 March 2021).



648

REFERENCES: BUILT ENVIRONMENTS AND HEALTH EQUITY 

REFERENCES  | CHAPTER 11:
BUILT ENVIRONMENTS AND HEALTH EQUITY

79. Improving access to water and sanitation in Morocco [website]. Washington, DC: Global Partnership for 
Results-Based Approaches, World Bank (http://gprba.org/activities/improving-access-water-and-sanitation-
morocco, accessed 11 March 2021).

80. Climate change threatens water supply for refugees — here’s what UNHCR is doing about it [website]. Geneva: 
United Nations High Commissioner for Refugees; 2019 (https://medium.com/@UNHCR/climate-change-threatens-
water-supply-for-refugees-heres-what-unhcr-is-doing-about-it-91ace18bc435, accessed 11 March 2021).

81. Jaafar H, Ahmad F, Holtmeier L, King-Okumu C. Refugees, water balance, and water stress: lessons learned from 
Lebanon. Ambio. 2020;49:1179–93. https://doi.org/10.1007/s13280-019-01272-0.

82. Whitman E. A land without water: the scramble to stop Jordan from running dry [website]. Nature; 2019 (https://
www.nature.com/articles/d41586-019-02600-w, accessed 11 March 2021). 

83. Supporting refugees in Jordan: what we achieved in 2020. Geneva: United Nations High Commissioner for 
Refugees; 2020 (https://reporting.unhcr.org/sites/default/files/UNHCR%20Jordan%20-%202020%20Year%20
in%20Review.pdf, accessed 11 March 2021). 

84. Facts about the Syrian refugee crisis in Jordan. Rome: World Food Programme; 2020 (https://www.wfpusa.
org/articles/10-facts-about-the-syrian-refugee-crisis-in-jordan/#:~:text=More%20than%206.7%20million%20
people,1, accessed 11 March 2021). 

85. Investing in water and sanitation: increasing access, reducing inequalities. GLAAS 2014 findings – highlights 
for the Eastern Mediterranean Region. Geneva: World Health Organization; 2015 (https://www.who.int/water_
sanitation_health/glaas/glaas-2014-emr-highlights.pdf).

86. Water supply, sanitation and hygiene (WASH) Jordan working group terms of reference. New York, NY and 
Geneva: United Nations Children’s Fund and WASH Cluster; 2018 (https://reliefweb.int/report/jordan/water-
supply-sanitation-and-hygiene-wash-jordan-working-group-terms-reference).

87. Progress on household drinking water, sanitation and hygiene 2000–2017: special focus on inequities. New York, 
NY: United Nations; 2019 (www.unwater.org/publications/whounicef-joint-monitoring-program-for-water-supply-
sanitation-and-hygiene-jmp-progress-on-household-drinking-water-sanitation-and-hygiene-2000-2017/).

88. Evaluation of UNICEF’s response to the water, sanitation and hygiene needs in Jordan as a result of the Syrian 
refugee crisis (July 2012 to July 2017). International Solutions Group; 2019 (www.unicef.org/evaldatabase/files/
Final_Evaluation_Report_-_UNICEF-Jordan_response_to_WASH_needs).

89. Water, sanitation and hygiene: UNICEF facilitates access to clean water and sanitation services for children and 
their families in Yemen [website]. New York, NY: United Nations Children’s Fund (https://www.unicef.org/yemen/
water-sanitation-and-hygiene, accessed 11 March 2021).

90. Ramparsad S. Somalia. In: Housing finance in Africa yearbook 2019. Johannesburg: Centre for Affordable 
Housing Finance in Africa; 2019:241–4 (http://housingfinanceafrica.org/app/uploads/V18-SOMALIA-2310.pdf) .

91. WHO/UNICEF JMP: WASH data [online database]. Geneva and New York, NY: World Health Organization and 
United Nations Children’s Fund (https://washdata.org/data/household#!/, accessed 11 March 2021).

92. Key terms: WHO/UNICEF joint monitoring report 2012 [website]. Geneva: World Health Organization; 2012 
(https://www.who.int/water_sanitation_health/monitoring/jmp2012/key_terms/en/, accessed 11 March 2021).

93. Population using improved sanitation facilities (%) [online database]. Geneva: World Health Organization; 
2012 (www.who.int/data/gho/data/indicators/indicator-details/GHO/population-using-improved-sanitation-
facilities-(-), accessed 11 March 2021).

94. People using at least basic sanitation services (% of population): Middle East & North Africa [online database]. 
Washington, DC: World Bank (https://data.worldbank.org/indicator/SH.STA.BASS.ZS?locations=ZQ, accessed 
11 March 2021).

95. WASH programmes [website]. Nairobi: Somali Aid; 2019 (http://somali-aid.org/wash-programmes, accessed 11 
March 2021).

96. WHO/UNICEF JMP: sanitation [website]. Geneva and New York, NY: World Health Organization and United 
Nations Children’s Fund (https://washdata.org/monitoring/sanitation, accessed 11 March 2021).

97. People using safely managed sanitation services (% of population) [online database]. Washington, DC: World 
Bank (https://data.worldbank.org/indicator/SH.STA.SMSS.ZS, accessed 11 March 2021).

98. Water, sanitation and hygiene [website]. Beirut: United Nations High Commissioner for Refugees (https://www.
unhcr.org/lb/water-sanitation-and-hygiene, accessed 11 March 2021).



649

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 11:
BUILT ENVIRONMENTS AND HEALTH EQUITY

99. Abumoghil I, Goncalves A. Environmental challenges in the MENA region. Nairobi: United Nations 
Environment Programme; 2019 (https://wedocs.unep.org/bitstream/handle/20.500.11822/31645/EC_MENA.
pdf?sequence=1&isAllowed=y).

100. Regional network for integrated waste management in the MENA region [website]. Bonn: Deutsche Gesellschaft 
für Internationale Zusammenarbeit GmbH (GIZ) (https://www.giz.de/en/worldwide/14306.html, accessed 11 
March 2021).

101. Integrated solid waste management of Baalbek caza [website]. New York, NY: United Nations 
Development Programme (UNDP); 2020 (www.lb.undp.org/content/lebanon/en/home/projects/
IntegratedSolidWasteManagementofBaalbekCaza.html, accessed 11 March 2021).

102. Zafar S. Medical waste management in MENA [website]. Doha: EcoMENA; 2019 (https://www.ecomena.org/
medical-waste-management-mena/, accessed 11 March 2021).

103. Health impacts of health-care waste [website]. Geneva: World Health Organization (https://www.who.int/water_
sanitation_health/medicalwaste/020to030.pdf).

104. Hassan A, Tudor T, Vaceari M. Healthcare waste management: a case study from Sudan. Environments. 
2018;5(8):89. https://doi.org/10.3390/environments5080089.

105. Porcaro J, Mehta S, Shupler M, Kissel S, Pfeiffer M, Dora CFC, et al. Modern energy access and health. 
Washington, DC: World Bank; 2017 (https://openknowledge.worldbank.org/handle/10986/26648).

106. Access to energy is at the heart of development [website]. Washington, DC: World Bank; 2018 (www.worldbank.
org/en/news/feature/2018/04/18/access-energy-sustainable-development-goal-7, accessed 11 March 2021).

107. Energy: shared interests in sustainable development and energy services. (Social determinants of health 
sectoral briefing series 5.) Geneva: World Health Organization; 2013 (https://www.who.int/social_determinants/
publications/9789241506199/en/).

108. Mathur K, Oliver S, Tripney J. Protocol: access to electricity for improving health, education and welfare 
in low- and middle-income countries: a systematic review. Oslo: Campbell Collaboration; 2013 (www.
campbellcollaboration.org/media/k2/attachments/Mathur_Electrification_Protocol.pdf). 

109. Goal 7: affordable and clean energy: ensure access to affordable, reliable, sustainable and modern energy for all 
[website]. New York, NY: United Nations (https://unstats.un.org/sdgs/report/2020/goal-07/, accessed 11 March 
2021).

110. Burning opportunity: clean household energy for health, sustainable development, and wellbeing of 
women and children. Geneva: World Health Organization; 2016 (https://apps.who.int/iris/bitstream/
handle/10665/204717/9789241565233_eng.pdf?sequence=1&isAllowed=y).

111. Access to electricity (% of population) [online database]. Washington, DC: World Bank; 2018 (https://data.
worldbank.org/indicator/EG.ELC.ACCS.ZS, accessed 12 March 2021).

112. Bauerly B, McCord R, Hulkower R, Pepin D. Broadband access as a public health issue: the role of law in 
expanding broadband access and connecting underserved communities for better health opportunities. J Law 
Med Ethics. 2019:47(S2);39–42. doi:10.1177/1073110519857314.

113. SDG indicators: metadata repository [website]. New York, NY: United Nations. Department of Economic and 
Social Affairs Statistics Division (https://unstats.un.org/sdgs/metadata/?Text=&Goal=9&Target=9.c, accessed 12 
March 2021).

114. Raz D. The Arab world’s digital divide [website]. Arab Barometer; 2020 (https://www.arabbarometer.
org/2020/09/the-mena-digital-divide/, accessed 12 March 2021).

115. Individuals using the internet (% of population) [online database]. Washington, DC: World Bank; 2019 (https://
data.worldbank.org/indicator/IT.NET.USER.ZS, accessed 12 March 2021).

116. Atamanov A, Hoogeveen J, Rodriguez L. Using internet surveys in the MENA region during COVID-19: will all 
voices be heard? [website]. Washington, DC: World Bank, 2020 (https://blogs.worldbank.org/arabvoices/using-
internet-surveys-mena-region-during-covid-19-will-all-voices-be-heard, accessed 11 March 2021).

117. Ambient air pollution [website]. Geneva: World Health Organization (https://www.who.int/teams/environment-
climate-change-and-health/air-quality-and-health/ambient-air-pollution, accessed 12 March 2021).

118. Addressing the impact of air pollution on health in the Eastern Mediterranean Region [website]. Cairo: WHO 
Regional Office for the Eastern Mediterranean (http://www.emro.who.int/about-who/rc61/impact-air-pollution.
html, accessed 12 March 2021).



650

REFERENCES: BUILT ENVIRONMENTS AND HEALTH EQUITY 

REFERENCES  | CHAPTER 11:
BUILT ENVIRONMENTS AND HEALTH EQUITY

119. WHO releases country estimates on air pollution exposure and its health impact [website]. Cairo: WHO Regional 
Office for the Eastern Mediterranean; 2016 (http://www.emro.who.int/media/news/who-releases-country-
estimates-on-air-pollution-exposure-and-its-health-impact.html, accessed 12 March 2021).

120. Ambient (outdoor) air pollution [website]. Geneva: World Health Organization; 2018 (https://www.who.int/news-
room/fact-sheets/detail/ambient-(outdoor)-air-quality-and-health, accessed 12 March 2021).

121. World health statistics data visualizations dashboard [online database]. Geneva: World Health Organization; 
2021 (https://apps.who.int/gho/data/view.sdg.3-9-data-reg?lang=en, accessed 12 March 2021).

122. State of global air 2020: special report. Boston, MA: Health Effects Institute; 2020 (https://www.
stateofglobalair.org).

123. Delivering on the SDGs through clean cooking. Washington, DC: Global Alliance for Clean Cookstoves (https://
www.cleancookingalliance.org/resources/470.html).

124.  Clean cooking: why it matters [website]. Washington, DC: World Bank; 2019 (https://www.worldbank.org/en/
news/feature/2019/11/04/why-clean-cooking-matters, accessed 12 March 2021).

125. Statistical profiles [online database]. Abu Dhabi: International Renewable Energy Agency; 2020 (https://irena.
org/Statistics/Statistical-Profiles, accessed 12 March 2021).

126. Schwela D, Haq G. Strengths and weaknesses of the WHO Global Ambient Air Quality Database. Aerosol Air 
Qual Res. 2020:20;1026-37. doi:10.4209/aaqr.2019.11.0605.

127. Cities reporting air quality data tripled in 2016 [website]. Cairo: WHO Regional Office for the Eastern 
Mediterranean; 2016 (www.emro.who.int/ceha/ceha-news/cities-reporting-air-quality-data.html, accessed 12 
March 2021).

128. Nine out of 10 people worldwide breathe polluted air [website]. Cairo: WHO Regional Office for the Eastern 
Mediterranean; 2 May 2018 (http://www.emro.who.int/media/news/9-out-of-10-people-worldwide-breathe-
polluted-air.html, accessed 12 March 2021).

129. Summit of Arab League adopts Arab strategy on health and the environment [website]. Cairo: WHO Regional 
Office for the Eastern Mediterranean; 2018 (www.emro.who.int/ceha/ceha-news/summit-of-arab-league-
adopts-arab-strategy-on-health-and-the-environment.html, accessed 12 March 2021).

130. Anil I, Alagha O. The impact of COVID-19 lockdown on air quality of Eastern Province, Saudi Arabia. Air Qual 
Atmos Health. 2020;pp.1–12. doi:10.1007/s11869-020-00918-3.

131. Mostafa M, Gamal G, Wafiq A. The impact of COVID-19 on air pollution levels and other environmental 
indicators – a case study of Egypt. J Environ Manage. 2021;277:111496. doi:10.1016/j.jenvman.2020.111496.

132. Shatnawi N, Abu-Qdais H. Assessing and predicting air quality in northern Jordan during lockdown due to the 
COVID-19 virus pandemic using artifical neural network. Air Qual Atmos Health. 2021;14:643–52.  
https://doi.org/10.1007/s11869-020-00968-7.



651

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 11:
BUILT ENVIRONMENTS AND HEALTH EQUITY



652

REFERENCES: HEALTH SYSTEMS FOR HEALTH EQUITY

REFERENCES  | CHAPTER 12:
HEALTH SYSTEMS FOR HEALTH EQUITY

1. Right to health: crossing barriers to access health in the occupied Palestinian territory 2014–2015. Cairo: WHO 
Regional Office for the Eastern Mediterranean; 2016 (https://www.emro.who.int/images/stories/palestine/
documents/who_-_access_report_2014-15_-final.pdf?ua=1).

2. Ma L, Luo N, Wan T, Hu C, Peng M. An improved healthcare accessibility measure considering the temporary 
dimension and population demand of different ages. Int J Environ Res Public Health. 2018;15:2421. 
doi:10.3390/ijerph15112421.

3. Just societies: health equity and dignified lives. Report of the Commission of the Pan American Health 
Organization on Equity and Health Inequalities in Americas. Washington, DC; Pan American Health Organization; 
2019 (https://www.paho.org/en/documents/just-societies-health-equity-and-dignified-lives-report-commission-
pan-american-health).

4. SHOPS Plus. Health trends in the Middle East and North Africa: a regional overview of health financing and the 
private health sector. Rockville, MD: Abt Associates Inc.; 2018 (https://www.shopsplusproject.org/sites/default/
files/resources/Health%20Trends%20in%20the%20Middle%20East%20and%20North%20Africa_0.pdf).

5. Health systems strengthening glossary [website]. Geneva: World Health Organization; 2020 (https://www.who.
int/healthsystems/hss_glossary/en/, accessed 26 March 2021).

6. Key components of a well functioning health system. Geneva: World Health Organization; 2010 (https://www.
who.int/healthsystems/EN_HSSkeycomponents.pdf?ua=1).

7. Strengthening health financing systems in the Eastern Mediterranean Region towards universal health 
coverage. Cairo: WHO Regional Office for the Eastern Mediterranean; 2018 (https://apps.who.int/iris/
handle/10665/311328).

8. SDG indicators: metadata repository [online database]. New York, NY: United Nations Department of Economic 
and Social Affairs; 2020 (https://unstats.un.org/sdgs/metadata/?Text=&Goal=3&Target=3.8#:~:text=Target%20
3.8%3A%20Achieve%20universal%20health,medicines%20and%20vaccines%20for%20all, accessed 26 
March 2021).

9. Primary health care on the road to universal health coverage: 2019 global monitoring report, conference edition. 
Geneva: World Health Organization; 2019 (https://www.who.int/docs/default-source/documents/2019-uhc-
report.pdf).

10. Indicator metadata registry list: UHC service coverage index [online database]. Geneva: World 
Health Organization; 2021 (https://www.who.int/data/gho/indicator-metadata-registry/imr-
details/4834#:~:text=Target%203.8%20is%20defined%20as,medicines%20and%20vaccines%20for%20
all%E2%80%9D, accessed 26 March 2021).

11. Monitoring health and health system performance in the Eastern Mediterranean Region: core indicators and 
indicators on the health-related Sustainable Development Goals 2019. Cairo: WHO Regional Office for the 
Eastern Mediterranean; 2020 (https://apps.who.int/iris/handle/10665/331953).

12. Prospects of ageing with dignity in the Arab Region. Population and development report, issue no.8. Beirut: 
Economic and Social Commission for Western Asia (ESCWA); 2017 (https://www.unescwa.org/publications/
population-development-report-8).

13. Kronfol NM. Access and barriers to health care delivery in Arab countries: a review. East Mediterr Health J. 
2012;18:1239–46. doi:10.26719/2012.18.12.1239.

14. Syed S, Gerber B, Sharp L. Traveling towards disease: transportation barriers to health care access. J 
Community Health. 2013;38(5):976-93. doi:10.1007/s10900-013-9681-1.

15. Grobler L, Marais B, Mabunda S, Marindi P, Reuter H, Volmink J. Interventions for increasing the proportion of 
health professionals practising in rural and other underserved areas (review). Cochrane Database of systematic 
reviews. 2009;1(1):CD005314. doi:10.1002/14651858.CD005314.pub2.

16. Ibnouf A, Van de Borne G, Maarse J. Utilization of antenatal care services by Sudanese women in their 
reproductive age. Saudi Medical Journal. 2007;28(5):737–43. PMID:17457442.

17. Alfaqeeh G, Cook E, Randhawa G, Ali N. Access and utilisation of primary health care services comparing 
urban and rural areas of Riyadh Province, Kingdom of Saudi Arabia. BMC Health Serv Res. 2017;17(1):106. 
doi:10.1186/s12913-017-1983-z.

18. Gender in health and development [website]. Cairo: WHO Regional Office for the Eastern Mediterranean 
(https://www.emro.who.int/gender/about-evidence/building-evidence-for-gender-and-health-equity.html, 
accessed 26 March 2021).



653

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 12:
HEALTH SYSTEMS FOR HEALTH EQUITY

19. Gender and equity in access to health care services in the Middle East and North Africa 
[website]. Washington, DC: Population Reference Bureau; 2006 (https://www.prb.org/
genderandequityinaccesstohealthcareservicesinthemiddleeastandnorthafrica/, accessed 27 March 2021).

20. Khattab H, Yunis N, Zurayk H, editors. Women, reproduction, and health in rural Egypt, the Giza Study. Cairo: 
American University in Cairo Press; 1999.

21. Gender and equity in access to health care services in the Middle East and North Africa [website]. Cairo: New 
Woman Foundation; 2021 (https://nwrcegypt.org/en/gender-and-equity-in-access-to-health-care-services-in-
the-middle-east-and-north-africa/, accessed 27 March 2021).

22. Bashour H, Mamaree F. Gender differences and tuberculosis in the Syrian Arab Republic: patients’ attitudes, 
compliance and outcomes. East Mediterr Health J. 2003;9(4):757–68. PMID:15748072.

23. Kishk NA. Knowledge, attitudes and practices of women towards antenatal care: rural-urban comparison. J 
Egypt Public Health Assoc. 2002;77:479–98. PMID:17216974.

24. Health promotion glossary. Geneva: World Health Organization; 1998 (https://www.who.int/healthpromotion/
about/HPR%20Glossary%201998.pdf).

25. Levy H, Janke A. Health literacy and access to care. J Health Commun. 2016;21(Suppl 1):43–50. doi: 
10.1080/10810730.2015.1131776.

26. Nair SC, Satish KP, Sreedharan J, Ibrahim H. Assessing health literacy in the eastern and middle-eastern 
cultures. BMC Public Health. 2016;16:831. doi:10.1186/s12889-016-3488-9.

27. WHO/The World Bank. Global monitoring report on financial protection in health 2019. Geneva: World Health 
Organization; 2019 (https://www.who.int/healthinfo/universal_health_coverage/report/fp_gmr_2019.pdf?ua=1).

28. Yazbeck A, Rabie T, Pande A. Health sector reform in the Middle East and North Africa: prospects and 
experiences. Health Systems & Reform. 2017;3:1–6. doi:10.1080/23288604.2016.1272984.

29. Out-of-pocket payments, user fees and catastrophic expenditure [website]. Geneva: World Health Organization; 
2021 (https://www.who.int/health_financing/topics/financial-protection/out-of-pocket-payments/en/, accessed 
27 March 2021).

30. Out-of-pocket expenditure (% of current health expenditure) [online database]. Washington, DC: The World 
Bank; 2021 (https://data.worldbank.org/indicator/SH.XPD.OOPC.CH.ZS), accessed 27 March 2021).

31. Cylus J, Thomson S, Evetovits T. Catastrophic health spending in Europe: equity and policy implications of 
different calculation methods. Bull World Health Organ. 2018;96:599–609. doi:10.2471/BLT.18.209031.

32. Indicator metadata registry list: population with household expenditures on health greater than 10% of total 
household expenditure or income (SDG 3.8.2) [online database]. Geneva: World Health Organization; 2021 
(https://www.who.int/data/gho/indicator-metadata-registry/imr-details/4844, accessed 26 March 2021).

33. Health financing: monitoring financial protection within the Sustainable Development Goals - indicator 3.8.2 
[website]. Geneva: World Health Organization; 2020 (https://who.int/health_financing/topics/financial-protection/
monitoring-sdg/en/, accessed 27 February 2021).

34. Catastrophic out-of-pocket health spending (SDG indicator 3.8.2 and regional indicators where available) 
[online database]. Geneva: World Health Organization; 2019 (https://apps.who.int/gho/data/view.main.
FINANCIALPROTECTIONWHOREG01v?lang=en, accessed 27 March 2021).

35. Proportion of population spending more than 10% of household consumption or income on out-of-pocket 
health care expenditure (%) [online database]. Washington, DC: The World Bank; 2021 (https://data.worldbank.
org/indicator/SH.UHC.OOPC.10.ZS, accessed 27 March 2021).

36. Proportion of population spending more than 25% of household consumption or income on out-of-pocket 
health care expenditure (%) [online database]. Washington, DC: The World Bank; 2020 (https://data.worldbank.
org/indicator/SH.UHC.OOPC.25.ZS, accessed 27 March 2021).

37. Risk of impoverishing expenditure for surgical care (% of people at risk) [online database]. Washington, DC: 
The World Bank; 2021 (https://data.worldbank.org/indicator/SH.SGR.IRSK.ZS?locations=LB, accessed 27 
March 2021).

38. Data catalog: current health expenditure (% of GDP) [website]. Washington, DC: The World Bank; 2021 
(https://datacatalog.worldbank.org/current-health-expenditure-gdp, accessed 27 March 2021).

39. Current health expenditure (% of GDP) [online database]. Washington, DC: The World Bank; 2020 
(https://data.worldbank.org/indicator/SH.XPD.CHEX.GD.ZS, accessed 27 February 2021).



654

REFERENCES: HEALTH SYSTEMS FOR HEALTH EQUITY

REFERENCES  | CHAPTER 12:
HEALTH SYSTEMS FOR HEALTH EQUITY

40. Current health expenditure per capita (current US$) [online database]. Washington, DC: The World Bank; 2020 
(https://data.worldbank.org/indicator/SH.XPD.CHEX.PC.CD, accessed 27 March 2021)

41. Domestic general government health expenditure per capita, PPP (current international $) [online database]. 
Washington, DC: The World Bank; 2020 (https://data.worldbank.org/indicator/SH.XPD.GHED.PP.CD, accessed 
27 March 2021).

42. Slama S, Hammerich A, Mandil A, Sibai A, Tuomilehto J, Wickramasinghe K, et al. The integration and 
management of noncommunicable diseases in primary health care. East Mediterr Health J. 2018;24:5–6. 
https://doi.org/10.26719/2018.1.5.

43. Report on primary health care in the Eastern Mediterranean Region: a review of progress over the last 
decade (2008–2018). Cairo: WHO Regional Office for the Eastern Mediterranean; 2018 (https://www.who.
int/docs/default-source/primary-health-care-conference/phc-regional-report-eastern-mediterranean.
pdf?sfvrsn=2a5a2528_2).

44. Kuwait voluntary national review: report on the implementation of the 2030 agenda to the UN High-level Political 
Forum on Sustainable Development. Kuwait City: Government of Kuwait; 2019 (https://sustainabledevelopment.
un.org/content/documents/23384Kuwait_VNR_FINAL.PDF). 

45. Albassam A, Almohammed H, Alhujaili M, Koshy S, Awad A. Perspectives of primary care physicians and 
pharmacists on interprofessional collaboration in Kuwait: a quantitative study. PLoS One. 2020;15(7):e0236114. 
doi:10.1371/journal.pone.0236114. 

46. Nashat N, Hadjij R, Al Dabbagh AM, Tarawneh MR, Alduwaisan H, Zohra F, et al. Primary care healthcare policy 
implementation in the Eastern Mediterranean region; experiences of six countries: part II. Eur J Genl Prac. 
2019;26(1):1–6. doi:10.1080/13814788.2019.1640210. 

47. Salman A, Tolma E, Chun S, Sigodo KO, Al-Hunayan A. health promotion programs to reduce noncommunicable 
diseases: a call for action in Kuwait. Healthcare. 2020;8(3):251. doi:10.3390/healthcare8030251. 

48. Plan Santé 2025. Rabat: Ministry of Health; 2018 (http://www.draatafilalet.ma/images/Publications-pdf/Plan-de-
sant%C3%A9-2025.pdf). 

49. Plan Sante 2025: Les details de la nouvelle strategie [Health plan 2025: details of new strategy] [website]. 
Casablanca: Medias 24; 2018 (https://www.medias24.com/MAROC/SOCIETE/187584-Le-Plan-Sante-2025-
devoile-par-Anas-Doukkali-voici-ses-details.html, accessed 24 March 2021).

50. Martineau T, McPake B, Theobald S, Ravern J, Ensor T, Fustukian S, et al. Leaving no one behind: lessons 
on rebuilding health systems in conflict and crisis affected states. BMJ Global Health. 2017;2:e000327. 
doi:10.1136/bmjgh-2017-000327.

51. Qirbi N, Ismail S. Health system functionality in a low-income country in the midst of conflict: the case of 
Yemen. Health Policy Plan. 2017;32(6):911–22. doi:10.1093/heapol/czx031.

52. Bendavid E, Boerma T, Akseer N, Langer A, Malembaka B, Okiro E, et al. The effects of armed conflict on the 
health of women and children. Lancet. 2021;397(10273):522–32. doi:10.1016/S0140-6736(21)00131-8.

53. Mirzazada S, Padhani Z, Jabeen S, Fatima M, Rizvi A, Ansari U, et al. Impact of conflict on maternal and child 
health service delivery: a country case study of Afghanistan. Confl Health. 2020;14:38. doi:10.1186/s13031-020-
00285-x.

54. Health conditions in the occupied Palestinian territory, including east Jerusalem, and in the occupied Syrian 
Golan. Report by the Director-General. Geneva: World Health Organization; 2018 (https://apps.who.int/iris/
handle/10665/328758).

55. Right to health: crossing barriers to access health in the occupied Palestinian territory, 2013. Cairo: WHO 
Regional Office for the Eastern Mediterranean; 2013 (http://www.emro.who.int/images/stories/palestine/
documents/WHO_-_RTH_crossing_barriers_to_access_health.pdf?ua=1).

56. Sikandra K, Edwards S. Behaviour change communication in conflict zones: program leads to improved 
breastfeeding and water treatment practices in Yemen [website]. Washington, DC: International Food Policy 
Research Institute; 2020 (https://www.ifpri.org/blog/behavior-change-communication-conflict-zones-program-
leads-improved-breastfeeding-and-water, accessed 26 November 2020).

57. Annual report of the Regional Director 2018. Strengthening health systems for universal health coverage. Cairo: 
WHO Regional Office for the Eastern Mediterranean; 2019 (https://www.emro.who.int/annual-report/2018/
strengthening-health-systems.html).



655

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 12:
HEALTH SYSTEMS FOR HEALTH EQUITY

58. Leech L, Zouiten A, Graaff P. Who DARES wins. Delivering accelerated results effectively and sustainably. 
Weekly Epidemiological Record. 2018;93(20):293–5.

59. Emergency Health and Nutrition Project for Yemen [website]. Washington, DC: The World Bank; 2020 
(https://projects.worldbank.org/en/projects-operations/project-detail/P161809?lang=en&tab=overview, 
accessed 11 December 2020).

60. DARES (Deliver Accelerated Results Effectively and Sustainably): operational framework to guide collaboration 
in fragile, conflict and vulnerable settings, with WFP, UNICEF and World Bank. Geneva: World Health 
Organization; 2017 (https://who.int/emergencies/partners/dares-operational-framework-nov17.pdf).

61. Thompson R, Kapila M. Healthcare in conflict settings. Report of the WISH Healthcare in Conflict Settings 
Forum 2018. Doha: World Innovation Summit for Health; 2018 (https://www.wish.org.qa/wp-content/
uploads/2018/11/IMPJ6078-WISH-2018-Conflict-181026.pdfPJ6078-WISH-2018-Conflict-181026.pdf).

62. United Nations – World Bank partnership framework for crisis-affected situations. 2019 UN-WB partnership 
monitoring report. Washington, DC: The World Bank; 2019 (http://documents1.worldbank.org/curated/
en/542911571851125027/pdf/United-Nations-World-Bank-Partnership-Framework-for-Crisis-Affected-
Situations-2019-UN-WB-Partnership-Monitoring-Report.pdf).

63. A regional action plan to promote the health of migrants, refugees and displaced populations. East Mediterr 
Health J. 2019;25(5):366–7. doi:10.26719/2019.25.5.366.

64. Matsumoto M, Wimer G, Sethi A. Health needs of refugees: port of arrival versus permanent camp settings. 
East Mediterr Health J. 2019;25(5):306–14. doi:10.26719/emhj.18.041.

65. Langlois E, Hains A, Tomson G, Ghaffar A. Refugees: towards better access to health-care services. Lancet. 
2016;387(10016):319–21. doi:10.1016/S0140-6736(16)00101-X.

66. Health of refugee practices in addressing the health needs of refugees and migrants. Geneva: World Health 
Organization; 2018 (https://who.int/migrants/publications/EMRO-Practices.pdf?ua=1).

67. Health of refugees and migrants: situation analysis and practice and addressing the health needs of refugees 
and migrants. Cairo: WHO Regional Office for the Eastern Mediterranean; 2018 (https://www.who.int/migrants/
publications/EMRO-report.pdf?ua=1).

68. Greater support needed to ensure accessible quality health services for a quarter of a million Syrian refugees in 
Iraq [website]. Cairo: WHO Region Office for the Eastern Mediterranean; 2019 (http://www.emro.who.int/irq/iraq-
news/more-support-is-needed-to-ensure-accessible-quality-health-services-for-a-quarter-of-a-million-syrian-
refugees-in-iraq.html, accessed 27 November 2020).

69. Health conditions in the occupied Palestinian territory, including east Jerusalem, and in the occupied Syrian 
Golan. Report by the Director-General, 1 May 2019 (A72/33). Geneva: World Health Organization; 2019 
(https://apps.who.int/iris/handle/10665/328758). 

70. Alwan A, Puska P, Siddiqi S. Essential public health functions for countries of the Eastern Mediterranean 
Region: what are they and what benefits do they offer? East Mediterr Health J. 2015;21(12):859–60. 
doi:10.26719/2015.21.12.859.

71. WHO Afghanistan Country Office 2019 [website]. Geneva: World Health Organization; 2019 (https://www.emro.
who.int/images/stories/afghanistan/who_at_a_glance_2019_feb.pdf?ua=1, accessed 11 December 2020).

72. Does the constitution guarantee citizens’ health rights? [website]. Los Angeles, CA: World Policy Analysis 
Center; 2020 (https://www.worldpolicycenter.org/policies/does-the-constitution-guarantee-citizens-health-
rights/does-the-constitution-explicitly-guarantee-citizens-right-to-public-health, accessed 27 November 2020).

73. Assessment of essential public health functions in countries in the Eastern Mediterranean Region [website]. 
Cairo: WHO Regional Office for the Eastern Mediterranean; 2019 (https://www.emro.who.int/about-who/public-
health-functions/index.html#:~:text=Essential%20public%20health%20functions%20(EPHF,through%20
collective%20action%5B1%5D, accessed 23 March 2021).

74. Alwan A, Shideed O, Siddiqi S. Essential public health functions: the experience of the Eastern Mediterranean 
Region. East Mediterr Health J. 2016;22(9):694–700. PMID:27966772.

75. Assessment of essential public health functions in countries of the Eastern Mediterranean Region: 
assessment tool. Cairo: WHO Regional Office for the Eastern Mediterranean; 2017 (https://apps.who.int/iris/
handle/10665/254383, accessed 23 February 2021).



656

REFERENCES: HEALTH SYSTEMS FOR HEALTH EQUITY

REFERENCES  | CHAPTER 12:
HEALTH SYSTEMS FOR HEALTH EQUITY

76. Health education and promotion: country activities [website]. Cairo: WHO Regional Office for the Eastern 
Mediterranean (https://www.emro.who.int/health-education/countries/), accessed 4 December 2020.

77. Haq Z, Mahjour J, Khan W. Communicable diseases in the Eastern Mediterranean Region: prevention and 
control 2010-2011. East Mediterr Health J. 2013;19(10):888–91. PMID:24313154.

78. Egypt’s 100 Million Healthy Lives campaign inspires the world [website]. Cairo: Egypt Today; 2020 
(https://www.egypttoday.com/Article/1/81438/Egypt-s-100-Million-Healthy-Lives-Campaign-inspires-the-world, 
accessed 29 March 2021). 

79. A healthier tomorrow for all Egyptians. Feature story 7 October 2019 [website]. Washington, DC: The World 
Bank; 2019 (https://www.worldbank.org/en/news/feature/2019/10/07/a-healthier-tomorrow-for-all-egyptians, 
accessed 26 February 2021).

80. Egypt’s ‘100 Million Health Lives’ initiative reaches 4.7 million women [website]. Cairo: Egypt Independent; 
2020 (https://egyptindependent.com/egypts-100-million-healthy-lives-initiative-reaches-4-7-million-women/, 
accessed 24 March 2021).

81. Expanding access to vaccines is crucial for saving thousands of children’s lives across Afghanistan [website]. 
Cairo: WHO Regional Office for the Eastern Mediterranean; 2017 (https://emro.who.int/afg/afghanistan-news/
world-immunization-week-2017.html, accessed 26 November 2020).

82. Vaccine-preventable diseases and immunization [website]. Cairo: WHO Regional Office for the Eastern 
Mediterranean; 2019 (https://emro.who/int/vpi/vaccination-week/, accessed 26 November 2020).

83. Gunaid M, Lami F, Jarour N. A collaborative initiative to strengthen sustainable public health capacity for polio 
eradication and routine immunization activities in the Eastern Mediterranean Region. JMIR Public Health 
Surveill. 2019;5(9):e14664. doi:10.2196/14664. 

84. Palache A, Albelin A, Hollingsworth R, Cracknell W, Jacobs C, Tsai T, et al. Survey of the distribution of seasonal 
influenza vaccine doses in 201 countries (2004-2015): the 2003 World Health Assembly resolution on seasonal 
influenza vaccination coverage and the 2009 influenza pandemic have had very little impact on improving 
influenza. Vaccine. 2017;35(36):4681–86. doi:10.1016/j.vaccine.2017.07.053.

85. Zaraketa H, Abubakar A. Harnessing the power of advocacy to improve seasonal influenza vaccination coverage 
in the Eastern Mediterranean Region. East Mediterr Health J. 2020;26(2):138–40. doi:10.26719/2020.26.2.138.

86. ARTF – Sehatmandi [website]. United States Agency for International Development (USAID); 2019 (https://www.
usaid.gov/news-information/fact-sheets/artf-%E2%80%93-sehatmandi, accessed 3 December 2020).

87. Delivering strong and sustained health gains in Afghanistan: the Sehatmandi Project [website]. Washington DC: 
The World Bank; 2020 (https://worldbank.org/en/results/2020/10/23/delivering-strong-and-sustained-health-
gains-in-afghanistan-the-sehatmandi-project, accessed 3 December 2020).

88. COVID-19: warning of “deadly consequences” of vaccine inequality, IFRC launches plan to help vaccinate 500 
million people [website]. Geneva: International Federation of Red Cross and Red Crescent Societies; 2021 
(https://reliefweb.int/report/world/covid-19-warning-deadly-consequences-vaccine-inequality-ifrc-launches-
plan-help, accessed 23 February 2021).

89. Allen M, Allen J, Hogarth S, Marmot M. Working for health equity: the role of health professionals. London: Institute 
of Health Equity; 2013 (http://www.instituteofhealthequity.org/resources-reports/working-for-health-equity-the-
role-of-health-professionals/working-for-health-equity-the-role-of-health-professionals-full-report.pdf).

90. Reducing health inequalities through new models of care: a resource for new care models. London: Institute 
of Health Equity; 2018 (http://www.instituteofhealthequity.org/resources-reports/reducing-health-inequalities-
through-new-models-of-care-a-resource-for-new-care-models/reducing-health-inequalities-through-new-
models-of-care-a-resource-for-new-care-models.pdf).

91. Hourani H, Naffa S, Fardous T. National commitment to action on social determinants of health in Jordan. 
Geneva: World Health Organization; 2011 (https://who.int/sdhconference/resources/draft_background_
paper18_jordan.pdf).

92. Jordan: social determinants of health [website]. Cairo: WHO Regional Office for the Eastern Mediterranean; 
2020 (https://emro.who.int/jor/programmes/sdh.html, accessed 26 March 2021).

93. National health vision: Pakistan 2016–2025. Islamabad: Ministry of National Health Services, Regulations & 
Coordination, Government of Pakistan; 2016 (https://extranet.who.int/countryplanningcycles/sites/default/files/
planning_cycle_repository/pakistan/national_health_vision_2016-25_30-08-2016.pdf). 



657

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 12:
HEALTH SYSTEMS FOR HEALTH EQUITY

94. Tasneem Shaikh B, Hafeez A, Ali N. Pakistan’s health and population think tank: a policy platform for 
achieving Sustainable Development Goal 3 national targets. East Mediterr Health J. 2019;25(10):754–59. 
doi:10.26719/2019.25.10.754. 

95. Doctors for health equity: the role of the World Medical Association, national medical associations, and doctors 
in addressing the social determinants of health and health equity. London: Institute of Health Equity and World 
Medical Association; 2016 (http://www.instituteofhealthequity.org/resources-reports/doctors-for-health-equity-
world-medical-association-report).

96. Updates in primary health care: social determinants of health (SDH). Cairo: WHO Regional Office for the Eastern 
Mediterranean (https://moodle.emro.who.int/course/search.php?search=social+determinants+of+health, 
accessed 11 December 2020).

97. Allen M, Malhotra AM, Wood S, Allwood D. Anchors in a storm: lessons from anchor action during COVID-19 
[website]. London: The Health Foundation; 2021 (https://www.health.org.uk/publications/long-reads/anchors-in-
a-storm, accessed 24 March 2021).



658

REFERENCES: GOVERNANCE AND TAKING ACTION TO BUILD BACK FAIRER

REFERENCES  | CHAPTER 13:
GOVERNANCE AND TAKING ACTION TO BUILD BACK FAIRER

1. Marmot M, Goldblatt P, Allen J, Boyce T, McNeish D, Grady M, et al. Fair society, healthy lives: the Marmot review. 
London: Institute of Health Equity; 2010 (http://www.instituteofhealthequity.org/resources-reports/fair-society-
healthy-lives-the-marmot-review).

2. Marmot M, Bell R. Health equity and development: the Commission on Social Determinants of Health. European 
Review. 2010;18(1):1–7. https://doi.org/10.1017/S1062798709990081.

3. Dash P, Dorling G, Linzer K, Ramdorai A, Remes J, Rutter K-A, et al. How prioritizing health could help rebuild 
economies [website]. New York, NY: McKinsey & Company; 2020 (https://www.mckinsey.com/industries/
healthcare-systems-and-services/our-insights/how-prioritizing-health-could-help-rebuild-economies, accessed 3 
March 2021).

4. Health and well-being profile of the Eastern Mediterranean Region: an overview of the health situation in the 
Region and its countries 2019. Cairo: WHO Regional Office for the Eastern Mediterranean; 2019 
(https://applications.emro.who.int/docs/9789290223399-eng.pdf?ua=1). 

5. National Health Vision 2016–2025. Islamabad: Government of Pakistan, Ministry of National Health Services, 
Regulations & Coordination; 2016 (https://extranet.who.int/countryplanningcycles/sites/default/files/planning_
cycle_repository/pakistan/national_health_vision_2016-25_30-08-2016.pdf). 

6. Tasneem Shaikh B, Hafeez A, Ali N. Pakistan’s health and population think tank: a policy platform for achieving 
Sustainable Development Goal 3 national targets. East Mediterr Health J. 2019;25(10):754–9. https://doi.
org/10.26719/2019.25.10.754. 

7. Health in All Policies: Helsinki Statement. Framework for country action. Geneva: World Health Organization; 2014 
(https://apps.who.int/iris/bitstream/handle/10665/112636/9789241506908_eng?sequence=1).

8. WHO Regional Committee for the Eastern Mediterranean resolution EM/RC65/R.4 on institutionalizing the Health 
in All Policies approach. Cairo: WHO Regional Office for the Eastern Mediterranean; 2018 (https://applications.
emro.who.int/docs/RC65_Resolutions_2018_R4_20654_EN.pdf). 

9. Samara A, Tanggaard Andersen P, Aro AR. Health promotion and obesity in the Arab Gulf States: challenges and 
good practices. J Obes. 2019; 4756260. doi:10.1155/2019/4756260. 

10. Qatar public health strategy 2017-2022. Doha: Ministry of Public Health, State of Qatar; 2017 (https://extranet.
who.int/ncdccs/Data/QAT_B3_QPHS%202017-2022.pdf). 

11. Sidahmed A, Stahl T. Road map for implementing health in all policies in Sudan. Khartoum; Public Health Institute, 
Federal Ministry of Health; 2016 (http://www.phi.edu.sd/IHP%20book/Health%20in%20all%20policies.pdf). 

12. Health in all policies and health policies for all: the Universal Health Coverage Partnership’s support for ground-
breaking health policy-making in Sudan [website]. Universal Health Coverage Partnership; 2017 (https://www.
uhcpartnership.net/health-in-all-policies-and-health-policies-for-all-the-universal-health-coverage-partnerships-
support-for-ground-breaking-health-policy-making-in-sudan/, accessed 1 March 2021).

13. Elhag A, Elabassi M, Merghani H. Sudan’s health in all policies experience. In: Government of South Australia & 
World Health Organization. Progressing the Sustainable Development Goals through health in all policies: case 
studies from around the world. Adelaide: Government of South Australia; 2017 (http://actionsdg.ctb.ku.edu/wp-
content/uploads/2017/11/Sudan-HiAP-Case-Study.pdf).

14. Just societies: health equity and dignified lives. Report of the Commission of the Pan American Health 
Organization on Equity and Health Inequalities in Americas. Washington, DC: Pan American Health Organization; 
2019 (https://iris.paho.org/handle/10665.2/51571).

15. Universal Declaration of Human Rights [website]. New York, NY: United Nations (https://www.un.org/en/about-us/
universal-declaration-of-human-rights, accessed 16 May 2021).

16. Countries with Freedom of Speech 2021 [website]. World Population Review; 2021 (https://worldpopulationreview.
com/country-rankings/countries-with-freedom-of-speech, accessed 24February 2021)..

17. The global expression report 2019/2020: the state of freedom of expression around the world. London: ARTICLE 
19; 2020 (https://www.article19.org/wp-content/uploads/2020/10/GxR2019-20report.pdf).

18. Thomas K. Civic engagement in the Middle East and North Africa, August 2019. Arab Barometer; 2019 
(https://www.arabbarometer.org/wp-content/uploads/AB_Civic_Engagement_public-opinion-2019-1.pdf). 

19. Why is access to freedom of expression important? [website]. London: Index on Censorship; 2013 (https://
www.indexoncensorship.org/2013/03/why-is-access-to-freedom-of-expression-important/, accessed 24 
February 2021).



659

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 13:
GOVERNANCE AND TAKING ACTION TO BUILD BACK FAIRER

20. Freedom of expression and information in times of crisis [website]. Strasbourg: Council of Europe; 2020 (https://
www.coe.int/en/web/freedom-expression/freedom-of-expression-and-information-in-times-of-crisis#_ftn1, 
accessed 24 February 2021).

21. Freedom of information [website]. Paris: United Nations Educational, Scientific and Cultural Organization (http://
www.unesco.org/new/en/communication-and-information/freedom-of-expression/freedom-of-information/, 
accessed 24 February 2021).

22. Freedom of expression, media freedom and safety of journalists [website]. Strasbourg: Council of Europe, Office of 
the Commissioner for Human Rights (https://www.coe.int/en/web/commissioner/thematic-work/media-freedom, 
accessed 25 February 2021).

23. Detailed methodology [website]. Paris: Reporters Without Borders (https://rsf.org/en/detailed-methodology, 
accessed 24 February 2021).

24. Index details: data of press freedom ranking 2020 [website]. Paris: Reporters Without Borders; (https://rsf.org/en/
ranking_table, accessed 1 March 2021).

25. Seventh national development plan 2017-2021. Lusaka; Ministry of National Development Planning; 2017 
(https://zambiaembassy.org/sites/default/files/documents/7NDP_final_07-06-17.pdf).

26. Zambia on the road to improving health equity through action on Social Determinants of Health [website]. 
Brazzaville: WHO Regional Office for Africa; 2019 (https://www.afro.who.int/news/zambia-road-improving-health-
equity-through-action-social-determinants-health, accessed 16 March 2020). 

27. Campbell Barr E, Marmot M. Leadership, social determinants of health and health equity: the case of Costa Rica. 
Rev Panam Salud Publica. 2020;44:e139. doi:10.26633/RPSP.2020.139. 

28. Education in Costa Rica: highlights 2017. Paris: Organisation for Economic Co-operation and Development; 2017 
(http://www.oecd.org/education/school/Education-in-Costa-Rica-Highlights.pdf). 

29. National decarbonization plan: Costa Rica 2018–2050. San José: Government of Costa Rica; 2018 (https://unfccc.
int/sites/default/files/resource/NationalDecarbonizationPlan.pdf).  

30. Protecting Scotland’s future: the Government’s programme for Scotland 2019–2020. Edinburgh: The Scottish 
Government; 2019 (https://www.gov.scot/publications/protecting-scotlands-future-governments-programme-
scotland-2019-20/).

31. Public health priorities for Scotland. Edinburgh: The Scottish Government; 2018 (https://www.gov.scot/
publications/scotlands-public-health-priorities/). 

32. Health inequalities: policy context [website]. Scottish Public Health Observatory; 2021 (https://www.scotpho.org.
uk/comparative-health/health-inequalities/policy-context/, accessed 24 February 2021). 

33. Regional integration: the World Bank Group helps its client countries to promote regional integration through 
common physical and institutional infrastructure [website]. Washington, DC: The World Bank (https://www.
worldbank.org/en/topic/regional-integration/overview, accessed 27 January 2021).

34. Rouis M, Tabor S. Regional economic integration in the Middle East and North Africa: beyond trade reform. 
Directions in Development series. Washington, DC: World Bank; 2013 (https://openknowledge.worldbank.org/
bitstream/handle/10986/12220/NonAsciiFileName0.pdf?sequenc).

35. Arab League [website]. Britannica, The Editors of Encyclopaedia; 2020 (https://www.britannica.com/topic/Arab-
League, accessed 27 January 2021).

36. Organization of the Petroleum Exporting Countries: our mission [website]. Vienna: Organization of the Petroleum 
Exporting Countries (https://opec.org/opec_web/en/about_us/23.htm, accessed 27 January 2021).

37. Gulf Cooperation Council [website]. Britannica, The Editors of Encyclopaedia; 2021 (https://www.britannica.com/
topic/Gulf-Cooperation-Council, accessed 27 January 2021).

38. Greater Arab Free Trade Area (GAFTA) [website]. Beirut: Ministry of Economy and Trade, Republic of Lebanon 
(http://www.economy.gov.lb/en/what-we-provide/trade/foreign-trade-department/international-agreements/gafta/, 
accessed 27 January 2021).

39. Abedini J, Péridy N. The Greater Arab Free Trade Area (GAFTA): an estimation of its trade effects. Journal of 
Economic Integration. 2008;23(4):848–72 (https://www.e-jei.org/upload/75X37849QW54K612.pdf). 

40. Arab Fund embodiment of joint Arab action [website]. Kuwait: Arab Fund For Economic and Social Development 
(http://www.arabfund.org/default.aspx?pageId=10, accessed 28 January 2021).

41. Social determinants of health: civil society [website]. Geneva: World Health Organization (https://www.who.int/
social_determinants/themes/civilsociety/en/, accessed 21 December 2020).



660

REFERENCES: GOVERNANCE AND TAKING ACTION TO BUILD BACK FAIRER

REFERENCES  | CHAPTER 13:
GOVERNANCE AND TAKING ACTION TO BUILD BACK FAIRER

42. Strategic alliances: the role of civil society in health. Geneva: World Health Organization; 2001 (https://apps.who.
int/iris/bitstream/handle/10665/279937/CSI-2001-DP1-eng.pdf?sequence=1&isAllowed=y).

43. Commission on Social Determinants of Health. Civil society report. Geneva: World Health Organization; 2007 
(https://www.who.int/social_determinants/resources/cso_finalreport_2007.pdf?ua=1).

44. Bhushan S, Fallman K, Sriskandarajah D, Jamann W. Putting the last first? Civil society’s role in leaving no one 
behind. In: Development cooperation report 2018: joining forces to leave no one behind. Paris: Organisation 
for Economic Co-operation and Development; 2018 (https://www.oecd-ilibrary.org/sites/dcr-2018-11-en/index.
html?itemId=/content/component/dcr-2018-11-en).

45. Greer S, Wismar M, Pastorino G, Kosinska M, editors. Civil society and health contributions and potential. Geneva: 
World Health Organization; 2017 (https://www.euro.who.int/en/publications/abstracts/civil-society-and-health-
contributions-and-potential-2017). 

46. Handbook of civil society case studies: noncommunicable disease prevention and control in the Eastern 
Mediterranean Region. Geneva: NCD Alliance; 2017 (https://ncdalliance.org/resources/handbook-of-civil-society-
case-studies-ncd-prevention-and-control-in-emro). 

47. Kronfol N. Delivery of health services in Arab countries: a review. East Mediterr Health J. 2012;18(12):1229–38. 
doi:10.26719/2012.18.12.1229.

48. Assiut Childhood and Development Association [website]. Assiut: Assiut Childhood and Development Association 
(http://acdaegypt.com/language/en/, accessed 23 December 2020) 

49. Sudanese Organization for Research and Development (SORD) [website]. Ottawa: Inter Pares (https://interpares.
ca/content/sudanese-organization-research-and-development-sord, accessed 23 December 2020).

50. About SORD [website]. Khartoum: The Sudanese Organization for Research and Development; 2018 
(http://www.sord-sd.org/about.html, accessed 23 March 2021).

51. Women leadership programme: Sudan [website]. Omdurman: Regional Institute of Gender, Diversity, Peace and 
Rights, Ahfad University for Women (http://gender.ahfad.edu.sd/index.php/projects/2016-12-27-08-10-23/icco, 
accessed 23 December 2020).

52. Civic space: what is civic space? [website]. Civic Space Watch (http://civicspacewatch.eu/what-is-civic-space/, 
accessed 21 December 2020).

53. CIVICUS Monitor: tracking civic space [website]. Johannesburg: CIVICUS (https://www.civicus.org/index.php/
what-we-do/innovate/civicus-monitor, accessed 21 December 2020).

54. Ratings [website]. Johannesburg: CIVICUS (https://monitor.civicus.org/Ratings/, accessed 21 December 2020).
55. CIVICUS: people power under attack: a report based on data from the CIVICUS Monitor. Johannesburg: CIVICUS; 

2019 (https://civicus.contentfiles.net/media/assets/file/GlobalReport2019.pdf). 
56. The importance of civil society in the Middle East and North Africa region [website]. The Hague: Global Partnership 

for the Prevention of Armed Conflict; 2019 (https://gppac.net/news/importance-civil-society-middle-east-and-
north-africa-region, accessed 21 December 2020).

57. Consultation to enhance the civil society organizations in health in the sustainable development goals agenda 
[website]. Cairo: WHO Regional Office for the Eastern Mediterranean; 2015 (http://www.emro.who.int/health-
education/hed-events/sustainable-development-goals-agenda.html, accessed 21 December 2020).

58. Summary report on the Joint WHO and League of Arab States regional consultation to enhance the role of civil 
society organizations in the health and sustainable development agenda in the Eastern Mediterranean Region, 
Cairo, Egypt 23–24 August 2015. Cairo: WHO Regional Office for the Eastern Mediterranean; 2015 
(https://applications.emro.who.int/docs/IC_Meet_Rep_2015_EN_16665.pdf?ua=1).

59. Ireland R, Bunn C, Reith G, Philpott M, Capewell S, Boyland E, et al. Commercial determinants of health: 
advertising of alcohol and unhealthy foods during sporting events. Bull World Health Organ. 201997:290–95. 
http://dx.doi.org/10.2471/BLT.18.220087.

60. Raza J, Majid A. Perceptions and practices of corporate social responsibility among SMEs in Pakistan. Qual 
Quant. 2016;50(6):2625–50. https://doi.org/10.1007/s11135-015-0281-2.

61. Dusuki AW, Dar H. Stakeholders’ perceptions of corporate social responsibility of Islamic banks: evidence from 
Malaysian economy. Advances in Islamic Economics and Finance: Proceedings of 6th International Conference on 
Islamic Economics and Finance 1; 2007 (https://prod.kau.edu.sa/Faculties/iei/RePEcSys/7con/Ahdath/Con06/_
pdf/Vol1/23%20Asyraf%20Wajdi%20Dusuki%20&%20Humayon%20Dar%20Stakeholders.pdf).



661

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 13:
GOVERNANCE AND TAKING ACTION TO BUILD BACK FAIRER

62. Lamb S, Jennings J, Calain P. The evolving role of CSR in international development: evidence from Canadian 
extractive companies’ involvement in community health initiatives in low-income countries. The Extractive 
Industries and Society. 2017;4(3):614–21. https://doi.org/10.1016/j.exis.2017.05.011.

63. Nicholls J, Lawlor E, Neitzert E, Goodspeed T. A guide to social return on investment. Liverpool: The SROI 
Network; 2012 (https://www.socialvalueuk.org/app/uploads/2016/03/The%20Guide%20to%20Social%20
Return%20on%20Investment%202015.pdf). 

64. CSR: our initiatives [website]. Muscat: Omran; 2021 (https://www.omran.om/responsibility/corporate-social-
responsibility/, accessed 18 March 2021). 

65. Oman Tourism Development Company social return on investment analysis 2015. Muscat: Sustainable Square; 
2016 (https://www.socialvalueuk.org/app/uploads/2016/05/160110-Omran_SROI_Eng_digital.pdf).

66. Top 95 largest sovereign wealth fund rankings by total assets [website]. Sovereign Wealth Fund Institute 
(https://www.swfinstitute.org/fund-rankings/sovereign-wealth-fund). 

67. Towards Saudi Arabia’s sustainable tomorrow: Sustainable Development Goals: first voluntary national review. 
Riyadh: Kingdom of Saudi Arabia; 2018 (https://sustainabledevelopment.un.org/content/documents/20230SDGs_
English_Report972018_FINAL.pdf). 

68. The One Planet Sovereign Wealth Fund framework. One Planet Sovereign Wealth Funds; 2018 
(https://oneplanetswfs.org/). 

69. Climate change adaptation in the Arab states: best practices and lessons learned. New York, NY: United Nations 
Development Programme; 2018 (https://www.undp.org/content/undp/en/home/librarypage/climate-and-disaster-
resilience-/climate-change-adaptation-in-the-arab-states.html). 

70. Cordesman AH. The greater Middle East: from the “Arab Spring” to the “axis of failed states” [website]. 
Washington, DC: Center for Strategic & International Studies; 2020 (https://www.csis.org/analysis/greater-middle-
east-arab-spring-axis-failed-states, accessed 4 March 2021). 

71. Turak N. The Gulf’s sovereign wealth funds ‘need to be deployed’ amid coronavirus crisis, expert says [website]. 
CNBC; 2020 (https://www.cnbc.com/2020/06/02/coronavirus-gulf-sovereign-wealth-funds-need-to-be-deployed-
amid-pandemic.html, accessed 4 March 2021). 

72. Christou C. Speech by MSF International President at 2020 ECOSOC calling on governments to address health 
care inequality [website]. Geneva: MSF Access Campaign; 2020 (https://msfaccess.org/speech-msf-international-
president-2020-ecosoc-calling-governments-address-health-care-inequality, accessed 4 March 2021). 

73. Médecins Sans Frontières [website]. Geneva: Médecins Sans Frontières; 2021 (https://www.msf.org, accessed 4 
March 2021).

74. Jamet C. Humanitarian response in Yemen: time to go back to the drawing board [website]. Geneva: Médecins 
Sans Frontières; 2020 (https://www.msf.org/back-drawing-board-humanitarian-response-yemen, accessed 4 
March 2021).

75. Egypt’s 100 Million Healthy Lives campaign inspires the world [website]. Cairo: Egypt Today; 2020 
(https://www.egypttoday.com/Article/1/81438/Egypt-s-100-Million-Healthy-Lives-Campaign-inspires-the-world, 
accessed 4 March 2021). 

76. A healthier tomorrow for all Egyptians [website]. Washington, DC: The World Bank; 2019 (https://www.worldbank.
org/en/news/feature/2019/10/07/a-healthier-tomorrow-for-all-egyptians, accessed 4 March 2021). 

77. Egypt’s ‘100 Million Healthy Lives’ initiative reaches 4.7 million women [website]. Cairo: Egypt Independent; 2020 
(https://egyptindependent.com/egypts-100-million-healthy-lives-initiative-reaches-4-7-million-women/, accessed 
4 March 2021)

78. Urban HEART: Urban Health Equity Assessment and Response Tool. Kobe: World Health Organization & WHO 
Centre for Health Development; 2010 (https://apps.who.int/iris/handle/10665/79060). 

79. Asadi-Lari M, Vaez-Mahdavi MR, Faghihzadeh S, Montazeri A, Farshad AA, Kalantari N, et al. The application of 
urban health equity assessment and response tool (Urban HEART) in Tehran concepts and framework. Med J 
Islam Repub Iran. 2010;24(3):175–85. http://mjiri.iums.ac.ir/article-1-195-en.html. 

80. Isfahan recognized as the first child friendly candidate city in Iran [website]. United Nations Children’s Fund; 
2021 (https://www.unicef.org/iran/en/press-releases/isfahan-recognized-first-child-friendly-candidate-city-iran, 
accessed 4 March 2021). 



662

REFERENCES: GOVERNANCE AND TAKING ACTION TO BUILD BACK FAIRER

REFERENCES  | CHAPTER 13:
GOVERNANCE AND TAKING ACTION TO BUILD BACK FAIRER

81. Child Friendly Cities Initiative: Jordan [website]. Amman: United Nations Children’s Fund; (https://childfriendlycities.
org/jordan/, accessed 2 March 2021).

82. The first national conference on child-friendly cities in Iran. New York, NY: United Nations Children’s Fund; 2019 
(https://s25924.pcdn.co/wp-content/uploads/2019/11/En-CFC-Conference-Report-January-Isfahan-2019.pdf). 

83. Member States [website]. New York, NY: United Nations (https://www.un.org/about-us/member-states, accessed 
20 March 2021).

84. The 17 Goals [website]. New York, NY: United Nations (https://sdgs.un.org/goals, accessed 12 January 2021). 
85. Report of the Secretary-General on SDG progress 2019: special edition. New York, NY: United Nations; 2019 (https://

sustainabledevelopment.un.org/content/documents/24978Report_of_the_SG_on_SDG_Progress_2019.pdf). 
86. SDR 2020: overall score [website]. Cambridge: Sustainable Development Solutions Network and Bertelsmann 

Stiftung; 2020 (https://dashboards.sdgindex.org/map, accessed 12 January 2021).
87. Sachs J, Schmidt-Traub G, Kroll C, Lafortune G, Fuller G, Woelm F. Sustainable development report 2020: 

sustainable development goals and COVID-19. Cambridge: Cambridge University Press; 2020 (https://sdgindex.
org/reports/sustainable-development-report-2020/).

88. Luomi S, Fuller M, Dahan G, Lisboa Båsund L, de la Mothe K, Karoubi E, et al. Arab region SDG index and 
dashboards report 2019. Abu Dhabi and New York: SDG Centre of Excellence for the Arab Region/Emirates 
Diplomatic Academy; 2019 (https://www.sdgindex.org/reports/2019-arab-region-sdg-index-and-dashboards-
report/).

89. Sustainable development report: country profiles [website]. New York, NY: Sustainable Development Solutions 
Network; 2020 (https://dashboards.sdgindex.org/profiles, accessed 13 January 2021).

90. SDGs & health in the Eastern Mediterranean Region. Presentation at the 64th session of the Regional Committee, 
Islamabad, Pakistan 9–12 October 2017 [presentation]. Cairo: WHO Regional Office for the Eastern Mediterranean; 
2017 (https://www.slideshare.net/WHO-EMRO/sustainable-development-goals-in-the-eastern-mediterranean-
region, accessed 25 Mach 2021).

91. Egypt’s vision 2030 [website]. Cairo: Ministry of Planning and Economic Development (https://mped.gov.eg/
EgyptVision?lang=en, accessed 14 January 2021).

92. Khadr Z. Performance of the four partner countries on SDG health related goals. Cairo: EMR-SDG Learning 
Platform (https://files.emrsdgslearn.net/uploads/performance_of_the_four_partners_countries.pdf). 

93. The Ministry of Health strategic plan 2018-2022. Amman: Directorate of Institutional Development and Quality 
control/Department of Planning, Ministry of Health (https://www.moh.gov.jo/EchoBusV3.0/SystemAssets/PDFs/
PDFs%20AR/نسخة20%-20%202018%انجليزي_جديد.pdf). 

94. The Regional Health Alliance: a partnership towards achieving health for all by all [website]. Cairo: WHO Regional 
Office for the Eastern Mediterranean; 2020 (http://www.emro.who.int/media/news/the-regional-health-alliance-a-
partnership-towards-achieving-health-for-all-by-all.html, accessed 13 January 2021).

95. Yanim AE. Taking the right to health seriously: implications for health systems, courts, and achieving universal 
health coverage. Human Rights Quarterly. 2017;39(2):341–68. doi:10.1353/hrq.2017.0021.

96. Human rights Instruments, volume 1. Compilation of general comments and general recommendations adopted 
by human rights treaty bodies. General comment no 14 (HRI/GEN/1/Rev.9). New York, NY: United Nations; 2008 
(https://www.ohchr.org/_layouts/15/WopiFrame.aspx?sourcedoc=/Documents/HRBodies/TB/HRI-GEN-1-REV-9-
VOL-I_en.doc&action=default&DefaultItemOpen=1).

97. What is the Universal Declaration of Human Rights? [website]. London: Amnesty International; 2017 
(https://www.amnesty.org.uk/universal-declaration-human-rights-UDHR, accessed 16 December 2020).

98. Child rights and human rights explained [website]. New York, NY: United Nations Children’s Fund 
(https://www.unicef.org/child-rights-convention/children-human-rights-explained, accessed 16 December 2020).

99. International standards governing migration policy [website]. Geneva: United Nations Human Rights Office of the 
High Commissioner (https://ohchr.org/EN/Issues/Migration/Pages/HumanRightsFramework.aspx, accessed 16 
December 2020).

100. What is an Optional Protocol [website]. New York, NY: United Nations Entity for Gender Equality 
and the Empowerment of Women (https://www.un.org/womenwatch/daw/cedaw/protocol/whatis.
htm#:~:text=Optional%20Protocols%20to%20human%20rights,party%20to%20the%20main%20treaty, 
accessed 2 March 2021).



663

BUILD BACK FAIRER: ACHIEVING HEALTH EQUITY IN THE EASTERN MEDITERRANEAN REGION

REFERENCES  | CHAPTER 13:
GOVERNANCE AND TAKING ACTION TO BUILD BACK FAIRER

101. Status of ratification: interactive dashboard [online database]. Geneva: United Nations Human Rights Office of the 
High Commissioner (https://indicators.ohchr.org/, accessed 2 March 2021).

102. About Al-Haq [website]. Ramallah: Al-Haq; 2010 (https://www.alhaq.org/about-alhaq/7136.html, accessed 11 
January 2021).

103. MENA Rights Group: who we are [website]. Geneva: MENA Rights Group (https://menarights.org/en/about/who-
we-are, accessed 2 March 2021).

104. MENA Rights Group: what we do [website]. Geneva: MENA Rights Group (https://menarights.org/en/about/what-
we-do, accessed 2 March 2021).

105. Lebanese Centre for Human Rights [website]. Beirut: Peace Insight (https://www.peaceinsight.org/en/
organisations/cldh/?location=lebanon&theme, accessed 2 March 2021).

106. Regional Office of the Middle East and North Africa: about the Regional Office [website]. Beirut: United Nations 
Office of the High Commissioner for Human Rights (https://ohchr.org/EN/Countries/MENARegion/Pages/
MENAProgramme.aspx, accessed 4 March 2021). 

107. Addis Ababa Action Agenda of the Third International Conference on Financing for Development (Addis Ababa 
Action Agenda). In: Sixty-ninth session of the General Assembly 2015. New York, NY; United Nations; 2015 (A/
RES/69/313; https://undocs.org/A/RES/69/313).

108. Transforming our world: the 2030 Agenda for Sustainable Development. In: Seventieth session of the United 
Nations General Assembly 2015. New York, NY: United Nations; 2015 (A/RES/70/1; https://undocs.org/en/A/
RES/70/1).

109. Global indicator framework for the Sustainable Development Goals and targets of the 2030 Agenda for 
Sustainable Development (A/RES/71/313). New York, NY: United Nations Statistics Division; 2020 (https://unstats.
un.org/sdgs/indicators/Global%20Indicator%20Framework%20after%202020%20review_Eng.pdf).

110. Fundamental principles of official statistics. In: Sixty-eighth session of the General Assembly 2014. New York, NY: 
United Nations; 2014 (A/RES/68/261; https://undocs.org/A/RES/68/261). 

111. Gostin LO, Monahan JT, Kaldor J, DeBartolo M, Friedman EA, Gottschalk K, et al. The legal determinants of 
health: harnessing the power of law for global health and sustainable development. Lancet. 2019;393:1857–910. 
doi:10.1016/S0140-6736(19)30233-8. 

112. Helping countries combat corruption: the role of the World Bank. Washington, DC: World Bank Group; 1997 
(http://www1.worldbank.org/publicsector/anticorrupt/corruptn/cor02.htm#note1).

113. Vian T. Corruption and the consequences for public health. In: Quah S, editor. International Encyclopedia of Public 
Health; 2008:26–33. doi:10.1016/B978-012373960-5.00507-4.

114. Anticorruption in transition: a contribution to the policy debate. Washington, DC: The World Bank; 2000 
(https://documents.worldbank.org/en/publication/documents-reports/documentdetail/825161468029662026/
anticorruption-in-transition-a-contribution-to-the-policy-debate).

115. USAID anticorruption strategy. Washington DC: U.S. Agency for International Development; 2004 (https://pdf.
usaid.gov/pdf_docs/pdaca557.pdf).

116. How does corruption affect health care systems, and how can regulation tackle it? [website]. Copenhagen: WHO 
Regional Office for Europe. (https://www.euro.who.int/en/data-and-evidence/evidence-informed-policy-making/
publications/hen-summaries-of-network-members-reports/how-does-corruption-affect-health-care-systems,-and-
how-can-regulation-tackle-it, accessed 14 January 2021).

117. Goal 16: Promote peaceful and inclusive societies for sustainable development, provide access to justice for all 
and build effective, accountable and inclusive institutions at all levels [website]. New York, NY: United Nations 
(https://sdgs.un.org/goals/goal16, accessed 15 January 2021). 

118. Corruption perceptions index [website]. Berlin: Transparency International; 2020 (https://www.transparency.org/en/
cpi/2019/index/nzl, accessed 14 January 2021).

119. Corruptions perception index 2019. Berlin: Transparency International; 2020 (https://images.transparencycdn.org/
images/2019_CPI_Report_EN_200331_141425.pdf). 

120. Kukutschka RMB, Vrushi J. Global corruption barometer: Middle East and North Africa: citizen’s views and 
experiences of corruption. Berlin: Transparency International; 2019 (https://images.transparencycdn.org/
images/2019-GCB-Middle-East-and-Africa-Report.pdf). 



664

REFERENCES: GOVERNANCE AND TAKING ACTION TO BUILD BACK FAIRER

REFERENCES  | CHAPTER 13:
GOVERNANCE AND TAKING ACTION TO BUILD BACK FAIRER

121. Data analysis tool: AB Wave V – 2018 [online database]. Arab Barometer; 2018 (https://www.arabbarometer.org/
survey-data/data-analysis-tool/, accessed 15 January 2021).

122. Hall D. Corruption and public services. London: Public Services International Research Unit, University of 
Greenwich; 2012 (https://www.world-psi.org/sites/default/files/documents/research/en_psiru_corruption_and_
public_services_nov2012_text_with_annexes_final.pdf).

123. Business integrity in the Middle East and North Africa [website]. Paris: Organisation for Economic Co-operation 
and Development (http://www.oecd.org/daf/anti-bribery/business-and-integrity.htm, accessed 15 January 2021).

124. United Nations Convention against Corruption. New York, NY: United Nations Office on Drugs and Crime; 2004 
(https://www.unodc.org/unodc/corruption/tools_and_publications/UN-convention-against-corruption.html).

125. Signature and ratification status [website]. Vienna: United Nations Office on Drugs and Crime; 2020 
(https://www.unodc.org/unodc/en/corruption/ratification-status.html, accessed 15 January 2021).

126. Global lessons on collective action against corruption – the case of Morocco. Paris: Organisation for Economic 
Co-operation and Development; 2020 (http://www.oecd.org/mena/competitiveness/Global-lessons-on-collective-
action-against-corruption-Case-of-Morocco.pdf, accessed 15 January 2021).

127. Arab Anti-Corruption and Integrity Network (ACINET) [website]. Beirut: Arab Anti-Corruption and Integrity Network 
(http://arabacinet.org/index.php/en/, accessed 15 January 2021).

128. What is corruption and how much does it cost the world? What is anti-corruption and how are we helping related 
efforts in the Arab States region? [website]. New York, NY: United Nations Development Programme 
(http://undp-aciac.org/governance/anticorruption.aspx, accessed 15 January 2021).






