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Introduction and 
highlights of the 
report

This annual report covers the work of WHO 
in this Region in 2015 and the early part of 

2016. It reflects the achievements made and the 
challenges encountered as well as the way forward 
and immediate next steps. It focuses in particular 
upon the five strategic priorities agreed by Member 
States in 2012: health systems strengthening 
towards universal health coverage; maternal 
and child health; noncommunicable diseases; 
health security and communicable diseases; and 
emergency preparedness and response.1

Universal health coverage is the overarching goal 
of our work with Member States in strengthening 
health systems. It is a goal that was established by 
the WHO Regional Committee for the Eastern 
Mediterranean in 2012 and since then we have 
been supporting countries in implementing the 
actions included in the regional framework for 

1 Five annexes relating to Regional Office structure, staffing, 
meetings, publications and collaborating centres can be 
found on the Regional Office web site at http://www.emro. 
who.int/about-who/annual-reports/ 

action. The level of commitment to universal 
health coverage shown by Member States is high. 
In the past 18 months, WHO has supported 
countries in several areas that are key to moving 
forward on universal health coverage, including 
assessments in health financing, health policy and 
strategic planning, health sector regulation, and 
capacity development to support strengthening 
of public health laws and regulation. The regional 
framework for action, covering the four areas for 
universal health coverage (developing a vision 
and strategy; improving financial protection, 
expanding service coverage, and ensuring 
population coverage) will continue to be updated 
based on the needs of Member States and will 
remain as a guide for technical support to 
countries and for monitoring progress.

The Regional Office also initiated strategic 
collaboration with an extensive network of 
international experts through the Disease Control 
Priorities 3 (DCP3) Project to develop a high-
priority package of essential services for universal 
health coverage. The criteria used for inclusion of 
interventions in this package include evidence of 
impact, cost-effectiveness, and affordability. The 
progress of work in this initiative will be reviewed 
in a special session planned on the margins of the 
Regional Committee at its 63rd session. 

Renewed focus was placed on developing 
workforce capacity, which is a major challenge 
across the Region. A series of consultations in 
the past 18 months have focused on developing 
a regional framework to implement the global 
strategy on human resources for health, endorsed 
by this year’s session of the World Health Assembly, 
and a comprehensive strategic framework to 
strengthen nursing and midwifery which was also 
launched in the ministerial meeting in May 2016. 
A comprehensive review of medical education was 
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undertaken, including an in-depth assessment of 
the situation in countries of the Region, conducted 
in collaboration with the International Federation 
of Medical Education, and active involvement 
of Member States. The Regional Committee 
subsequently endorsed a regional framework for 
action aimed at reform of medical education in 
the Region and this is planned to be discussed 
with ministers of health and higher education 
in a high-level meeting in 2017. To strengthen 
leadership in health and build public health 
capacity in Ministries of Health, a leadership 
course for senior health officials was established 
in 2015, and successfully implemented in two 
rounds, in Geneva and Muscat in collaboration 
with the Harvard School of Public Health. More 
than 50 future health leaders have graduated 
and the course will continue to be conducted on 
annual basis. The Regional Office continues to 
host an annual seminar on health diplomacy for 
senior officials of ministries of health and foreign 
affairs, diplomats and parliamentarians.

Work continued in other areas of strategic 
importance to strengthening health systems, 
including regulation of the pharmaceutical sector 
and of medical devices, promotion of the family 
practice approach, regulating and partnering 
with the private sector, strengthening of hospital 
management and patient safety, civil registration 
and vital statistics, and health information systems. 
The Region now has the most comprehensive 
information available among all WHO regions of 
the situation with regard to civil registration and 
vital statistics systems. Based on the comprehensive 
assessments conducted in most Member States, a 
regional strategy to strengthen civil registration 
including reporting of cause specific mortality is 
now available to guide countries in implementing 
priority actions. 

WHO continued to support implementation of 
the regional framework on health information 
systems and use of the core indicators and to 
build capacity to strengthen collection, reporting 

 ½ Participants in the Fifth seminar on health diplomacy, Cairo, May 2016
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and dissemination of data. A practical tool has 
been developed to assess the gaps in the capacity 
of countries in generating and using reliable data 
for the 68 regional core health indicators. The 
assessment will be used to recommend actions to 
address the gaps and strengthen health information 
systems. Comprehensive health profiles, which 
document the current situation, challenges, 
gaps, opportunities and way forward in each 
health programme, have also been developed and 
updated in collaboration with Member States. 
Every country now has a brief sheet containing 
the key health indicators as well as an outline of 
the strengths, potential weaknesses, challenges 
and priorities for its own health system. These 
profiles are updated annually in close consultation 
with the Ministry of Health. 

The road map for universal health coverage 
endorsed by the Regional Committee in 2014 will 
continue to guide our work in strengthening health 
systems. We will continue to focus on building 
capacity in leadership and governance. Health 
policy analysis and planning, health legislation and 
regulation, and continued strengthening of health 
information systems, including civil registration 
and vital statistics, will remain important areas 
of work. Strategic guidance on health workforce 
development will be finalized. Priority will be 
given to supporting countries in implementing 
the strategic framework on nursing and midwifery 
while the planned high-level meeting of ministers 
of health and medical education is expected to be 
particularly important in shaping the future of 
regional reform in medical education. 

By the end of the year it was clear that the Region 
had made significant reductions in maternal and 
child mortality since 1990, as shown by the latest 
monitoring data for the Millennium Development 
Goals. However, the levels of reduction fell short 
of meeting the overall regional targets of MDGs 

4 and 5. The regional initiative on saving the lives 
of mothers and children continued to target the 
main challenges in countries with a high burden 
of maternal and child deaths. The nine high-
burden countries have launched maternal and 
child health acceleration plans, initially aimed at 
improving outcomes towards the MDG targets, 
but also preparing the way for the Sustainable 
Development Goals (SDGs) set for 2030. 
WHO also focused on quality of care, including 
preconception and neonatal care, which are 
becoming increasingly important elements of 
maternal and child survival in the Region. 

Implementation of the United Nations global 
strategy and the relevant SDG3 targets will 
be important drivers of progress in women’s, 
children’s and adolescents’ health. We will 
continue to focus on building capacity in 
countries to end preventable deaths among 
women, children and adolescents. In this regard, 
WHO will focus on supporting and monitoring 
progress in, and the implementation of action 
plans on, reproductive, maternal, newborn and 
child health. Special emphasis will be placed on 
strengthening preconception and neonatal care. A 
list of evidence-based public health interventions 
for preconception care, including high-impact 
interventions for the prevention and control of 
congenital and genetic disorders, will be finalized 
for recommendation to countries by the end of 
2016. 

Nutrition remains an area of concern. A regional 
roadmap was developed for countries to implement 
the global targets set by the World Health Assembly 
in 2012 and the recommendations of the Second 
International Conference on Nutrition (ICN-2). 
Most countries now have national strategies or 
action plans. The regional policy statement on the 
urgent need to fully implement the International 
Code of Marketing of Breast Milk Substitutes 
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was promoted while the number of nutrition 
stabilization centres for treatment of severe and 
complex cases of malnutrition was expanded in 
countries in emergency situations.

Noncommunicable diseases remain the biggest 
cause of premature death in the Region, in 
particular heart disease, cancer, chronic lung 
disease and diabetes. Despite high-level political 
commitments to action and some impressive 
achievements by some countries, progress has 
generally been inadequate, patchy and uneven. 
Tobacco use is still increasing, the rates of 
overweight and obesity in both adults and children 
are alarmingly high in most countries and there 
is no evidence that trends of other risk factors, 
including physical inactivity, are improving. 

We continued to focus on supporting countries 
to implement the Political Declaration of the 
2011 High-Level Meeting of the United Nations 
General Assembly on the Prevention and Control of 
Non-Communicable Diseases, through the regional 
framework for action endorsed by the Regional 
Committee in 2012. At global level, the Regional 

Office played an important role in advocacy 
for an accountability framework to measure 
progress, while the contribution of countries was 
substantial in ensuring that the 10 indicators 
crafted globally to measure the progress made by 
Member States were aligned with the indicators of 
the regional framework for action. Countries are 
now better able to monitor and report on progress 
in relation to the time-bound commitments set 
by the Political Declaration.

The regional framework addresses prevention 
and control through four areas: governance, 
surveillance, prevention and health care. In 2015, 
we provided each Member State with the first 
issue of an annual brief profile of its national 
response, based on the 10 process indicators. This 
enabled countries to see at a glance the progress 
made in implementation. So far, less than a third 
of countries have national multisectoral strategies 
or plans for the prevention and control of 
noncommunicable diseases, or have set national 
voluntary targets, which are essential first steps. 
We conducted extensive advocacy in 2015 and 
early 2016 to highlight the importance of these 
issues. 

A number of key actions were also taken at regional 
level to support countries in a multisectoral 
response. These included the development, in 
collaboration with the WHO Collaborating 
Centre at Georgetown University, of a dashboard 
and policy briefs on best practices in health 
legislation for noncommunicable diseases, as well 
the publication of policy guidance on reducing 
dietary intake of sugar, complementing the policy 
guidance on reducing dietary intake of salt and 
fat. Support was also provided to countries to 
update tobacco control legislation and to build 
capacity for promotion of physical activity. 

½ The Eastern Mediterranean Health 
Journal is published monthly

MDGs 4 and 5 set targets for reducing child mortality 
and improving maternal health by 2015. Significant 
progress has been made globally and in the Region 
towards achieving these two goals but not all countries 
will have done so by the deadline. The Global Strategy 
for Women’s, Children’s and Adolescents’ Health, 
2016–2030 provides a roadmap to continue and 
extend  the work to improve women’s and children’s 
health as well as the health of adolescents.

Eastern Mediterranean
Health Journal
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Full engagement of non-health sectors will 
be crucial in ensuring continued progress in 
implementing the regional framework for action 
to implement the United Nations Political 
Declaration on noncommunicable diseases. 
WHO will continue to work with Member States 
to achieve the progress needed by the time of the 
next United Nations review in 2018, but such 
progress will basically depend on the commitment 
and actions of Member States. 

Also in 2015, the Regional Committee 
endorsed a practical and evidence-based regional 
framework to scale up action on mental health 
and operationalize the comprehensive action plan 
for mental health 2013–2020. Four domains of 
action were identified by the regional framework: 
governance, prevention, health care and 
surveillance. 

Important progress was made in 2015 to improve 
health security in the Region. Following the rapid 
external assessments conducted by the Regional 
Office at the end of 2014 and beginning of 2015, 
of Member States’ capacity to detect and respond 
to a case of Ebola virus disease, it became clear 
that countries’ readiness to fully implement the 
capacities required under the International Health 
Regulations (IHR 2015) was considerably lower 
than was reported through self-assessment. In 
2015, the Regional Committee decided therefore 
to establish a regional assessment commission 
to facilitate and provide technical guidance to 
countries and to oversee a process of independent 
joint external evaluation, a shift from self-
assessment, in order to objectively assess the 
country’s capacity to prevent, detect and respond 
to health security threats. At the same time it called 
for harmonization of the existing assessment tools 
available, as a result of which our region became 
a leading player in the development of the joint 

external evaluation (JEE) tools which are now 
accepted globally by all parties concerned. 

Joint external evaluation for IHR capacities, 
using the new tools, has been conducted in four 
countries in the Region so far and a plan has 
been developed to conduct such independent 
and objective assessments in at least 10 countries 
by the end of 2016 and all countries by the end 
of 2017. This is a very important step forward. 
Nevertheless, serious challenges exist to the 
efforts to prevent and control emerging and re-
emerging diseases and all countries will have to 
reinforce their capacities in dealing with threats 
to health security. Over the next 18 months the 
work will continue in order to ensure that all 
Member States are evaluated, that action plans are 
prepared based on the evaluation outcomes and 
that implementation to address the gaps is begun 
without delay.

Outbreaks of communicable disease were a 
continuing threat throughout 2015 as conflict 
and population displacement continued to 
escalate, posing challenges for maintenance of 
immunization coverage as well as other essential 
and life-saving public health services. Our 
response has been to continue to focus, and 
double our efforts, on helping Member States to 
establish effective and timely disease surveillance, 
for example- expanding the early warning, alert 
and response network (EWARN) in crisis-affected 
countries and enhancing the early warning 
surveillance system for influenza, respiratory 
diseases and other infectious diseases, in order 
to early detect and rapidly respond to these 
health threats. Lack of access to insecure areas 
to implement appropriate control interventions 
resulted in outbreaks of dengue fever in Sudan 
and Yemen, and cholera in several different 
countries. Nevertheless, the rapid detection and 
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containment of these outbreaks, particularly a 
cholera outbreak in Iraq, as well of the frequent 
hospital outbreaks of MERS in Saudi Arabia, 
are some of the impressive examples of WHO’s 
timely and effective response, thus preventing 
any major international health emergency from 
the continuing and widening threats to health 
security in the Region.

Good progress was made with regard to 
eradication of polio in the two remaining endemic 
countries of Afghanistan and Pakistan, although 
there are still areas where poliovirus continues to 
circulate. By mid May 2016, all countries had 
made the globally required switch from trivalent 
to bivalent oral poliovirus vaccine for routine 
and campaign use. The positive progress in polio 

eradication gives great cause for hope. There is 
now a great deal of optimism that the work we 
are doing in this region is now at a turning point 
for finishing the job of global polio eradication. 
We must continue to maintain our support for 
the programmes in Afghanistan and Pakistan 
and the highest commitment to ensuring all 
children are immunized everywhere. Likewise, 
in order to prevent outbreaks we must, and will, 
continue to ensure provision and maintenance of 
immunization coverage for all childhood diseases 
in emergency contexts, where many children 
remain hard to reach.

The Regional Committee endorsed the Eastern 
Mediterranean vaccine action plan, as a 
framework for implementation of the global 
vaccine action plan, as well as the regional malaria 
action plan 2016–2020 for implementation of 
the global technical strategy for malaria 2016–
2030. We convened and engaged a broad range 
of stakeholders in the development of a regional 
action plan for viral hepatitis.

2015 saw a significant deterioration in 
the humanitarian situation in the Eastern 
Mediterranean Region. The crisis in Yemen 
was designated a highest threat level (Level 3) 
emergency by the United Nations in July 2015 and 
the Region now hosts three Level 3 emergencies, 
including the crises in Iraq and the Syrian Arab 
Republic. Overall throughout the Region, more 
than 62 million people were in need of health 
services as a result of emergencies by the end 
of 2015, placing a significant strain on already 
weakened and overwhelmed health systems. 
More than 60% of all refugees and internally 
displaced persons originate from the Region; in 
Lebanon, refugees now comprise a third of the 
total population. 

 ½ The Regional Centre for Health Emergencies and Polio 
Eradication was inaugurated in Amman, Jordan, in a 
ceremony held under the patronage of HRH Princess 
Muna Al-Hussein of Jordan
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Shortages in specialized medical staff, medicines 
and medical equipment, and other health 
resources, especially in areas where access for 
WHO and partners was limited, had severe impact 
on the delivery of health services, contributing 
to the deterioration in the health status of 
some populations and an increased number of 
preventable deaths. Despite resource limitations 
and the major gaps in humanitarian funding, 
our regional emergency response programme 
was restructured in 2015 and considerably 
strengthened to deal with the unprecedented 
increase in the number, magnitude and severity 
of crises requiring WHO’s support. Our capacity 
in leading humanitarian health relief has been 
reinforced and we continued to prioritize the 
WHO response to crisis in the Region ensuring 
the provision of essential medicines, supplies and 
humanitarian aid, as well strengthening disease 
surveillance, immunization campaigns, trauma 
care services, management of chronic diseases 
and mental health support. We continued to 
seek and implement approaches and strengthen 
partnerships to ensure people trapped in hard-
to-reach areas were able to receive health care 
wherever possible, and to support mobile health 
services. 

It is clear, and has been highlighted by the 
Regional Committee in a number of sessions, that 
we need to ensure a more systematic and effective 
approach, both within countries and across the 
Region, to responding to the health needs of 
populations affected by conflict and emergencies 
and to ensuring that health systems in all affected 
countries are strengthened and continue to deliver 
urgently needed health services to displaced 
populations and host communities. This will 
require improved and expanded coordination, 
action and engagement from other sectors and 
stakeholders including the affected communities 
themselves. 

Following the endorsement in May 2016 by the 
World Health Assembly of the new WHO health 
emergencies programme, additional restructuring 
has taken place and a substantial increase in 
human resources is already planned. 

The Regional Emergency Solidarity Fund was 
activated in January 2016 to ensure predictable 
financing of surge/rapid response to natural and 
man-made disasters in the Region and the WHO 
logistics hub, established in Dubai’s International 
Humanitarian City to ensure the timely provision 
of critically needed medicines, medical supplies 
and medical equipment to countries in the 
Region and beyond, was operationalized. I hope 
that Member States in the Region will continue 
to support resource mobilization efforts for 
humanitarian and health support in affected 
countries, as well as in providing much needed 
technical and response capacity.

Throughout the past 18 months we have continued 
to complement our technical and operational 
activities with parallel actions to strengthen 
managerial effectiveness. This included continued 
emphasis on accountability, transparency and 

 ½ On a visit to Dohuk Governorate, Iraq, the Regional 
Director inaugurated a primary health care centre for 
internally displaced persons, established with WHO 
support 
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efficiency, and on strengthening the WHO 
workforce, especially at country level. Compliance 
is now monitored through a monthly compliance 
dashboard and is tied in with performance 
appraisal mechanisms. We increased focus on 
capacity-building initiatives, such as an integrated 
training programme for budget centres, dedicated 
compliance forums and outreach initiatives. 
This has yielded positive initial results in terms 
of improved management, compliance and 
accountability, including a decrease of over 80% in 
overdue reports on direct financial contributions 
compared with 2013, a decrease of over 80% in 
overdue donor reports compared with 2014 and 
closure of the majority of outstanding external 
and internal audit recommendations. A project 
was also completed to address non-compliance in 
non-staff contractual modalities. 

In keeping with the practice of the past few 
years, a high-level meeting for ministers and 
representatives of Member States and permanent 
missions in Geneva was held prior to the World 
Health Assembly. These meetings continue to 
provide an opportunity to review, with ministers 
of health and senior government officials, progress 
in addressing key priorities since the previous 
Regional Committee and to strengthen Member 
States’ engagement in global discussions on health 
and WHO reform. 

There is clear evidence that this region is leading 
in several programme areas within WHO. The 
work we are doing in health system strengthening, 
health security and noncommunicable diseases 
has laid the groundwork for many years to come 
and provides a strong basis for countries to move 
forward with confidence. It is also increasingly 
recognized in our region that collaboration 
between sectors is essential for the achievement 
of long-term health and development goals. 
Nevertheless, there is still a long way to go. As 
we move forward into the post-2015 era and 
Member States initiate work towards the SDGs, 
there are four key areas that will receive attention 
in our work: advocacy for the SDG health targets; 
harmonization of existing WHO health strategies 
with the SDG targets; identification of more 
effective mechanisms for multisectoral action both 
within countries and at the regional and global 
levels; and strengthening of health information 
systems to support progress monitoring. 2016–
2017 will be crucial in laying this foundation.

Ala Alwan 
WHO Regional Director for the 

Eastern Mediterranean



13Strengthening health systems for universal health coverage

Strengthening 
health systems for 
universal health 
coverage

Universal health coverage

In 2015, WHO intensified its support to Member 
States in order to accelerate progress towards 

universal health coverage, fulfil the commitments 
made by the WHO Regional Committee for 
the Eastern Mediterranean in resolution EM/
RC60/R.2 (2013) and implement the regional 
framework for action on advancing universal 
health coverage (EM/RC61/R.1). The framework 
focuses on four key aspects: developing a vision and 
strategy for universal health coverage; enhancing 
financial risk protection; expanding the coverage 
of needed health services; and ensuring expansion 
and monitoring of population coverage.

Health financing, expanding 
population coverage and access 
to services

Despite notable progress, countries continue 
to grapple with inefficiencies, inequities and 
challenges to sustainability of financing health 
systems. Overcoming these obstacles is essential 
to fulfilling the goals of universal health coverage. 
In 2015, WHO’s support centred around: 
pursuing the analysis of health financing systems 
in countries; undertaking high-level technical 
reviews of ongoing health system and financing 
reforms; engaging in policy dialogue to identify 
country-specific health financing options; and 
building regional and national capacities in 
specialized areas of health financing.

The health financing systems of seven countries 
were analysed using the WHO tool OASIS to assess 
the institutional and organizational practices with 
regard to the collection, pooling and purchasing 
functions of health financing. Two high-level 

 ½ Participants in the second round of the leadership for health programme, November 2015/January 2016
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review missions were organized – to the Islamic 
Republic of Iran to assess the appropriateness 
and impact of the health transformation plan 
launched in 2014, and to Tunisia to inform the 
country’s national health strategy. High-level 
policy dialogue sessions were organized in four 
countries to identify health financing options 
for universal health coverage. Capacity-building 
efforts focused on strategic purchasing for 
reforming provider payment methods, and on 
measuring financial risk protection to monitor 
progress towards universal health coverage.

An expert consultation and a regional meeting on 
expanding coverage to informal and vulnerable 
groups resulted in a draft roadmap for expanding 
health coverage to the informal sector and 
vulnerable groups in the Region. Policy briefs 
on provider payment methods and demand-side 
financing were produced and disseminated.

The Regional Office initiated strategic 
collaboration with an extensive network of 
international experts through the Disease Control 
Priorities 3 (DCP3) Project to develop a high-
priority package of essential services for universal 
health coverage. The criteria used for inclusion of 
interventions in this package include evidence of 
impact, cost-effectiveness, and affordability. The 
progress of work in this initiative will be reviewed 
in a special session planned on the margins of the 
next session of the Regional Committee. Countries 
have demonstrated progress towards universal 
health coverage by expressing high-level political 
commitment, developing a well defined strategy 
and adopting innovative approaches to mobilize 
additional resources. There is some evidence of 
reduction in the share of out-of-pocket spending. 
The inclusion of universal health coverage as a 
target of Goal 3 of the Sustainable Development 
Goals has given further impetus to furthering 
progress. In 2016–2017 work will particularly 

focus on exploring innovative means of mobilizing 
resources, expanding financial risk protection that 
focuses on the informal and vulnerable segments 
of the population, reducing wastage of resources 
through better tracking of expenditure and 
improving the monitoring of country progress 
towards universal health coverage.

Health governance and human 
rights

A regional assessment of the capacity of ministries 
of health in policy formulation and strategic 
planning was completed and was followed by 
a capacity development workshop on strategic 
planning. The assessment identified some of the 
gaps in planning. These include: limited staff 
and skills in the various areas of health policy 
analysis and planning; multiple health plans 
with varying degrees of resource commitments; 
different planning structures within ministries 
and communications challenges between them; 
and frequent change in leadership, often affecting 
continuity of planning priorities.

A regional assessment of external assistance 
and aid effectiveness was conducted in eight 
countries, using specific tools and instruments for 
data collection from governments, development 
partners (bilateral and multilateral agencies) and 
nongovernmental organizations. The findings 
of the study were presented in a high-level 
consultation with major donors and development 
partners in early 2016. It is expected that 
coordination between donors and development 
partners will be improved by establishing a forum 
of regional development partners.

The work on health sector regulation, with a focus 
on the private sector, involved assessment studies 
in three additional countries. These were followed 
by a regional capacity development activity and 
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the development of a manual on regulation of the 
private sector. A regional capacity-building course 
on human rights and health equity, focusing on 
the importance of health as a human right and 
aimed at policy-makers and managers was piloted 
in Egypt and implemented in Pakistan.

During 2016–2017 focus will be placed on 
building the institutional capacity of the health 
policy analysis and planning units in the ministries 
of health. Particular attention will be given to 
building the capacity to update health legislation, 
strengthening the capacity of regulatory bodies for 
private and public sector institutions, advocating 
for the value of health as a human right, and 
coordination among development partners 
and the efficient use of external assistance in 
development and humanitarian settings.

Health workforce development

Within the context of strengthening health systems 
and moving towards universal health coverage, 
health workforce development is a priority. 
The health workforce situation in the Region 
echoes the global trends, with overall shortages 
in numbers, inequitable distribution, and 
challenges to quality, retention and performance, 
accompanied by a diminishing workforce in 
countries with protracted emergencies. Critical 
shortages exist in group 3 countries while group 
1 countries are heavily reliant on expatriate health 
workers2. Key issues include limited governance 

2 The three groups were defined based on population 
health outcomes, health system performance and level of 
health expenditure: 1) countries in which socioeconomic 
development has progressed considerably over the last four 
decades, supported by high income; 2) countries, largely 
middle-income, which have developed an extensive public 
health service delivery infrastructure but that face resource 
constraints; 3) Countries which face major constraints in 
improving population health outcomes as a result of lack of 
resources for health, political instability, conflicts and other 
complex development challenges.

capacities, lack of coherent coordination among 
stakeholders/partners at the national level and 
lack of reliable information. The diverse situation 
in the Region means that different countries face 
different challenges, which have to be addressed 
accordingly.

To respond to the challenges and priority issues, 
a draft working document for health workforce 
development was developed through a series of 
consultations that have taken place since 2014. 
The resulting draft strategic framework is aligned 
with the global strategy on human resources for 
heath endorsed by the World Health Assembly 
in May 2016 and will be discussed by Member 
States on the margins of the Regional Committee 
in October 2016. 

Strengthening medical education in the Region is 
of high priority. An assessment of the situation 
of medical education in different countries was 
conducted in collaboration with the International 
Federation of Medical Education, through a 
survey of medical schools together with a series 
of consultations on the subject. Based on the 
outcomes, a regional framework for action 
on medical education was developed which 

½ A guide to nursing and 
midwifery education standards
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was endorsed by the Regional Committee. 
Implementation of the framework will be 
discussed with ministers of health and higher 
education in a high-level meeting planned for 
early 2017. 

A leadership for health programme was launched 
in early 2015 in collaboration with the Harvard 
School of Public Health, to strengthen capacity 
among current and future public health leaders in 
the Region. The 4-week intensive programme was 
conducted in two parts, in two locations (Geneva 
and Muscat). Following the success of the first 
round, the second round was implemented in 
November 2015/January 2016.

In the area of nursing and midwifery, a 
comprehensive review of the challenges and 
obstacles impeding nursing and midwifery 
development was conducted. The findings were 
discussed at a regional forum on the future of 
nursing and midwifery in the Region, and a 
subsequent meeting of a group of international 
experts developed actions to address these 
challenges. The regional framework for action on 
strengthening nursing and midwifery 2016–2025 
was presented to the ministers of health and senior 
health officials of Member States of the Region 
on the margins of the World Health Assembly in 
May 2016. . A consultation was also held in 2015 
to review the regulation of nurses, midwives and 
allied health professionals. Priorities and options 
were identified to strengthen regulation with 
robust policies that will protect the health of the 
public. 

Understanding of the situation of other health 
professionals is becoming an increasingly 
important issue. Tools and instruments have 
been developed to undertake a survey focusing 
initially on three groups – medical laboratory 

professionals, medical imaging professionals and 
rehabilitative services professionals. The survey, 
which is the first of its nature in the Region, will 
be completed in 2016.

The work on improving the quality of medical 
education through accreditation, among other 
means, and strengthening nursing and midwifery, 
through the implementation of the framework for 
action, will continue. Efforts will be intensified 
to strengthen national capacities on human 
resource for health governance, which will be 
necessary for implementing the regional strategic 
framework on human resources. Attention 
will be paid to strengthening the primary care 
workforce, regulating health workforce education 
and practice through accreditation and other 
means, improving health professional education 
capacities, addressing the challenges of the health 
workforce during emergencies and improving 
health workforce information and evidence 
through health workforce observatories.

Essential medicines and 
technologies

Access to quality assured and safe medical products 
(medicines, vaccines and medical devices) is a 
major challenge in the area of health technologies 
because of weak national regulatory systems and 
related functions for safeguarding the quality, 
safety and effectiveness of medical products 
circulating in local markets. The regulation of 
medical products is a priority for countries. 

Harmonization and strengthening of post-market 
and vigilance regulatory functions for medicines, 
vaccines and medical devices were specifically 
promoted during the proceedings of a regional 
meeting on strengthening pharmacovigilance 
systems. In addition, regional guidance on how 
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Member States can develop and strengthen the 
regulation of medical devices through a step-
wise approach was developed, based on existing 
regulatory practices in place in Jordan, Saudi 
Arabia and Sudan. Substandard/spurious/
falsely-labelled/falsified/counterfeit (SSFFC) 
medical products are a threat to public health in 
all countries of the Region. Member States are 
actively participating in the steering committee 
of the Member States mechanism for combating 
SSFFC medical products.

Work progressed in the area of good governance for 
medicines (GGM) with five countries now in phase 
I, seven in phase II and three in phase III. Support 
was provided to national task force meetings in 
Afghanistan and Pakistan to discuss the outcome 
of the national transparency assessments and to 
draft their national frameworks. An intercountry 
meeting was held with phase I countries in 
which national action plans were developed up 
to the end of 2016. WHO collaborated closely 
with national teams in finalizing their national 
assessment reports. The diversity of the Region 
and political instability of many countries pose 
particular challenges. Table 1 shows vulnerability 
to corruption measures following an analysis of 
11 country assessments conducted in 2015.

The regulatory functions of promotion and clinical 
trials were found to be extremely vulnerable to 
corruption in five and three countries, respectively. 
Inspection, selection and registration were found 
to be moderate to extremely vulnerable to 
corruption in most of the countries assessed. The 
presence of political commitment, as evidenced 
by having medicine laws in place and increased 
access to medicines, was identified as a common 
strength in countries. The absence of policies 
and standard operating procedures for conflict of 
interest, as well as a lack of collective adoption and 
implementation of codes of conduct were reported 
as common gaps in governance. The presence 
of capable national assessors was identified as a 
success factor, together with high-level political 
support leading to institutionalization of GGM 
in ministries of health.

The importance of building national technical 
capacities in health technology assessment was 
highlighted during the pre-session of the Regional 
Committee. Subsequently several countries 
requested support in improving or establishing 
assessment units within their national health 
systems, while interregional support to the 
development of programmes in other WHO 
regions (South-East Asia and Western Pacific) 

Table 1
Good governance for medicines: vulnerability to corruption in 11 countries 

Vulnerability 
level

Regulatory functions (no. of countries)

Registration Licensing Inspection Promotion Clinical 
trials

Selection Procurement Distribution

Extremely 1 – 1 5 3 1 – –

Very 3 – 2 – 2 4 1 1

Moderately 3 5 5 6 – 5 3 1

Marginally 4 4 3 – 3 1 6 5

Minimally – – – – – – 1 4

Total 11 9 11 11 8 11 11 11
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was also requested and the regional network 
established in 2014 expanded to include countries 
from those two regions. The network now has over 
100 experts and national champions. Capacity-
building on improving quality, access and use 
of medical devices continued, with over 70 staff 
trained in Afghanistan and Iraq.

A new initiative was launched on identifying 
low-cost priority medical devices in order 
to improve user access to quality health care 
services. During the first phase an inventory of 
essential medical devices was developed based 
on regional priorities. The initiative, which will 
be given priority in 2016–2017, aims to offer a 
solution to the unmet demand for certain medical 
devices and will hopefully assist potential donors 
and manufacturers to make them available at 
affordable prices. A perception-based survey 
on availability and affordability of anti-cancer 
medicines in the Region was completed, in 
collaboration with the European Society for 
Medical Oncology. Awareness campaigns were a 
first activity of the implementation of the global 
action plan on combating antimicrobial resistance 
in the Region. The very low availability and 
accessibility of controlled medicines continues to 
be of major concern in providing quality services, 
in the form of appropriate pain management, to 
patients undergoing cancer treatments or major 
surgical interventions.

In 2016, the focus will be on strengthening 
regulatory systems for all medical products 
through self-assessments followed by expert 
visits. Support will also be provided to overcome 
shortages in essential medicines and other medical 
products and to ensure balance in national policies 
on availability and accessibility of controlled 
medicines, especially for palliative care. The low-
cost medical devices initiative will identify and 

compile a compendium of low-cost priority devices 
which will support countries in procurement. 
Pharmaceutical sector country profiles will be 
updated to identify gaps in key areas, such as 
regulation, policy, technical capacity, human 
resources and access to medicines. Building on the 
progress made in health technology policies, focus 
will be placed on establishing health technology 
assessment units in ministries of health to support 
sound decision-making and investment and on 
establishing medical device regulatory bodies.

Integrated service delivery

The quality of primary health care is a common 
challenge for all countries of the Region. In some 
low-income countries geographical access remains 
a challenge, while affordability is an issue in many 
low and middle-income countries. Many countries 
are still struggling to reconfigure primary health 
care to respond to the disease burden associated 
with noncommunicable diseases and mental 

½ Technical guidance on patient safety

Patient safety
assessment manual

Second edition

Patient safety
tool kit
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health problems. The unregulated expansion of 
private health care providers poses additional 
challenges. In many countries affected by conflict 
health care systems have been disrupted and this 
poses serious challenges for access to primary care 
services.

Ensuring access to quality primary care services 
for all is an integral element of the strategy to 
achieve universal health coverage. WHO has 
adopted family practice as the principal approach 
to primary care and to promoting person-centred 
integrated health services in the Region. Equally, 
the role of community health workers, home 
health care and healthy cities remains critical 
to the work on primary health and community 
care. Several initiatives were supported to increase 
the production of family physicians and build 
capacities of existing providers, including the 
development of a strategy paper on scaling up the 
production of family physicians in the Region and 
of a 6-month course on principles and practice 
of family medicine for general practitioners, in 

partnership with the American University of 
Beirut. Country level support included a review 
of health care provision in several countries of the 
Region.

Work on the private health sector continued with 
a regional workshop focused on building country 
capacity in assessing, regulating and partnering 
with the private sector. In the area of hospital 
management a review of public sector hospitals 
was completed followed by a 10-day course on 
hospital management. Based on the evaluation 
and feedback received, the course, which is the 
first of its kind in the Region, will be offered to 
countries in 2016. 

In the area of quality and safety, the patient 
safety assessment tool was revised and a toolkit 
of essential interventions published. A framework 
for quality improvement in primary care was 
developed, independently reviewed by peers and 
experts and piloted in 40 primary health care 
facilities in four countries. The tool is ready for 

 ½ HH Sheikh Dr Sultan bin Mohamed Al Qasimi, Ruler of Sharjah, receives the first WHO Healthy City Award in the Region
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use by countries. In addition a tool for assessment 
of the Patient Safety Friendly Hospital initiative 
was reviewed and shared with countries during a 
regional consultation. An expert meeting on the 
principles and practice of health care accreditation 
critically reviewed the current evidence and the 
value of accreditation in improving quality of 
care. 

The healthy city programme was successfully 
revived and the city of Sharjah was certified by 
WHO as the first healthy city in the Region 
following an external evaluation. WHO will 
continue to advocate for, and provide technical 
advice on the expansion of family practice 
programmes as the overarching strategy for 
service delivery towards universal health 
coverage. Support will be provided to improve 
the management and performance of hospitals 
and the quality of primary care. Countries in 
crisis will be supported to enhance health system 
resilience and ensure availability of health care in 
emergencies.

Health information systems

As part of efforts to improve mortality statistics, 
and in line with the regional strategy on civil 
registration and vital statistics, technical guidance 
was developed to support countries in designing 
better mortality statistics systems and a pool of 
regional experts is being established to deploy to 
countries to support improvement in mortality 
statistics, working closely with the Economic 
and Social Commissions for Western Asia and 
Africa. Additional comprehensive assessments of 
civil registration and vital statistics systems were 
conducted; only three countries have not yet 
conducted their assessments. WHO is following 
up with countries with regard to reporting on 
their implementation plans based on the country 

priorities identified during the assessments. 
Technical support was provided in assessing the 
quality of cause-specific mortality data. Important 
progress has already been made. During 2015 
more than 20 datasets from 12 countries were 
received and assessed for completeness using 
standard tools. The current death notification and 
registration forms used by countries were reviewed 
against international standards. Capacity-building 
was supported in death certification and ICD 10 
coding in several countries.

As part of efforts to strengthen routine health 
information systems, to enable countries to report 
on the 68 regional core indicators endorsed by the 
Regional Committee in 2104 and the Sustainable 
Development Goals, a technical consultation was 
held to agree on the contents of a harmonized 
assessment tool which will be piloted in the 
Region in 2016. Capacity-building was supported 
to promote the use of the health management 
information system DHIS2 as a platform for 
data collection, reporting and dissemination. To 
address the major gaps in reporting indicators 
that are mainly generated from population-based 
surveys, tools were developed to support health 
examination surveys, covering behavioural and 
biological risk factors, health care unitization, 
health status and household health expenditure. 

½ Framework for health information systems 
and core indicators 2015

Eastern Mediterranean Region 
Framework for health information systems 
and core indicators for monitoring health 
situation and health system performance

2015
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The survey will be implemented in 2016 in 
Tunisia with government support.

The work on the 68 core indicators continued 
with the development of a concise registry of 
metadata relating to the indicators, in addition 
to an expanded indicator list which will include 
the additional global list and indicators of Goal 
3 of the Sustainable Development Goals. WHO 
will continue to support Member States in 
strengthening their health information systems 
reporting on the core indicators in the three 
key components of the health information 
system – health determinants and risks, health 
status including morbidity and mortality and 
health system response – in order to promote 
effective policy and decision-making processes. 
The regional health observatory was further 
enhanced to support better dissemination and use 
of health statistics in the Region. Comprehensive 
health profiles, which document the current 
situation, challenges, gaps, opportunities and way 
forward in each country and health programme, 
were developed in collaboration with Member 
States. They will continue to be updated annually.

Several challenges remain. Cause-specific mortality 
and ICD coding require further strengthening 
through continuous training and assessment of 
data quality. Population-based surveys and health 
system performance assessments need to be 
conducted on a regular basis. Countries will be 
encouraged to develop investment plans to address 
their capacity needs and to develop national 
health observatories to provide comprehensive 
data dissemination at subnational levels to address 
inequalities in health.

Research development and 
innovation

A number of important meetings and capacity 
development activities were held in the area of 
research development and innovation. The Eastern 
Mediterranean Advisory Committee on Health 
Research (EM-ACHR) was re-formulated and 
met to discuss the role of research in supporting 
strategic health priorities. It recommended 
building institutional capacity, supporting 
institutional research careers, promoting research 
and ethics for all health professionals, encouraging 
intersectoral collaborative and joint research 
(national, regional, international), developing 
large databases for research and using the research 
to brief health policy-makers. 

The Eastern Mediterranean Research Ethics 
Review Committee met in support of ethical 
review of research funded by WHO which 
involves human subjects. The meeting focused 
on ensuring compatibility of its work with 
international guidelines for review of health 
research on human subjects; updating the current 
review process for health research supported 
by WHO; and addressing new health research 
challenges, including health policy and systems 
research. An expert consultation on evidence-
based guideline development and adaptation was 
held and resulted in recommendations aimed at 
building capacity, meeting the needs of Member 
States, mapping guideline activities in the Region 
and developing guidelines for region-specific 
conditions for which no guidelines exist. The 
first meeting in more than 10 years of directors 
of collaborating centres in the Region resulted in 
the establishment of a network. Forty-five WHO 
collaborating centres are currently active in the 
Region.
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In collaboration with the Norwegian Knowledge 
Centre for Health Services, capacity development 
was supported for researchers, focused on 
preparation of user-friendly summaries of 
systematic reviews of health system evidence for 
policy-makers and stakeholders in low and middle 
income countries, and of SUPPORT summaries. 
Eight well prepared summaries addressing main 

public health problems in the Region resulted. 
WHO continued to support three grant schemes: 
research priorities in public health; improved 
programme implementation through embedded 
research (iPIER), offered in collaboration with 
the Alliance for Health Policy and Systems 
Research; and the tropical disease research small 
grants scheme.
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Promoting health 
across the life 
course

The life course approach

Health is the outcome of all policies, including 
those related to social determinants of health, 

gender and equity, nutrition, injury prevention 
and disabilities. In 2015, WHO continued its 
efforts to protect and promote the health, safety 
and well-being of the population in the Region, 
across the life course. From conception to old age, 
diverse population health needs were addressed, 
while focusing on maternal and child health as a 
strategic priority.

Maternal, reproductive and 
child health 

Considerable progress was achieved towards 
Millennium Development Goals (MDGs) 4 
and 5 in the Eastern Mediterranean Region. 
Between 1990 and 2015, maternal mortality 
ratio decreased from 362 to 166 per 100 000 live 
births, and under-5 child mortality rate from 181 
to 91 per 1000 live births (see Fig. 1 and 2). Eight 
countries achieved MDG 4 and three achieved  
MDG 5. Following the regional initiative on 
saving the lives of mothers and children, launched 
in 2013, the reduction in maternal mortality ratio 
improved by 12 points from 42% (2012) to 54% 
(2015). 

The high levels of maternal, newborn and child 
mortality at regional level are mainly due to weak 
health systems. There are insufficient numbers 
of well trained human resources, essential drugs 

and commodities are often lacking or inadequate, 
referral systems do not function well and the 
quality of care for mothers and children at the 
referral hospitals is inadequate. Most national 
programmes do not target the main causes 
of maternal, neonatal, and child death by 
implementing the evidence-based, cost-effective 
and high impact interventions (best buys) that are 
available to them. Political will and commitment 
to maternal and child health need are not always 
translated into concrete action and financing 
mechanisms to ensure universal coverage with 
maternal and child health services are inadequate. 
The situation is most critical in the countries 
affected by political instability, social unrest, acute 
and chronic protracted crises. 

WHO maintained its support to reproductive, 
maternal, neonatal, child and adolescent health, 
with specific focus on addressing the main causes 
of maternal, neonatal, child deaths and targeting 
quality of care. The regional initiative on saving 
the lives of mothers and children continued to 
target the main challenges in countries with 
a high burden of maternal and child deaths, 
jointly with UNFPA and UNICEF, and in 
close collaboration with Member States and key 
stakeholders. Launching the maternal and child 
health acceleration plans strengthened national 
ownership and leadership towards achieving the 
MDG targets, and prepared the way for the new 
Sustainable Development Goals (SDGs). 

To ensure the implementation of the acceleration 
plans was of sufficient quality and to address 
the gaps identified through the regional surveys, 
special attention was given to health system-
related elements. These included access to and 
delivery of high impact interventions, the health 
workforce, assessment of quality and infection 
control services, and identifying knowledge 
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Fig. 1
Regional trend in maternal mortality, 1990–2015
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Source: Trends in maternal mortality: 1990–2015. Estimates by WHO, UNICEF, UNFPA, World Bank Group and the United 
Nations Population Division. Geneva: World Health Organization; 2015.
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Supporting countries in establishing and 
strengthening preconception care, as part of the 
continuum of care, is another priority that will 
further improve maternal, neonatal and child 
health outcomes in the Region. A meeting held 
with Member States, with support from UNFPA, 
UNICEF and international and regional 
experts, resulted in consensus on a set of core 
interventions, a regional operational framework 
and service delivery channels for preconception 
care. Further work was conducted during the 
year, which resulted in a regional package of 
evidence-based interventions and programmatic 
steps for promoting preconception care within 
countries. The package of preconception care is 
currently being integrated into a broader package 
that covers care during pregnancy and after birth 
with special focus on the prevention and care of 
common congenital disorders. 

Reproductive, maternal, neonatal and child health 
will continue to be a regional and national health 
priority in the post-2015 development agenda. 
WHO will focus on building capacity in countries 

gaps to be able to determine research priorities. 
Technical support to Member States was focused 
on building national capacity in strategic planning 
for the period 2016–2020 in line with the global 
strategy and the SDGs.

Priority was given to the adoption of key 
evidence-based, cost-effective and high impact 
interventions by all countries of the Region. At a 
meeting held jointly with UNFPA and UNICEF, 
national programme managers identified priority 
maternal, neonatal and child health and mental 
health interventions with high impact, focused on 
the health systems challenges to be addressed and 
determined strategic directions in preparation for 
the SDGs. The strategic directions are in line with 
the United Nations global strategy for women’s, 
children’s and adolescents’ health, endorsed by 
the UN General Assembly in September 2015. 
The following month, the Regional Committee 
(resolution EM/RC62/1) urged all Member 
States to develop or update national reproductive, 
maternal, neonatal, child health strategic plans in 
accordance with the global strategy. 

 ½ Minister of Health Dr Ahmed El Saidi, WHO Director-General Dr Margaret Chan and Regional Director Dr Ala Alwan 
joined participants in a regional meeting to promote preconception care, Oman, March 2015 
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to end preventable deaths among women, children 
and adolescents. Implementation of the United 
Nations global strategy on women’s, children’s 
and adolescents’ health and the SDGs will require 
integrated and multisectoral approaches backed 
by well defined targets and sustainable financing 
mechanisms 

Nutrition

The situation with regard to malnutrition in 
the Region has seen some general improvement 
since 1990 but the progress is insufficient and the 
situation remains very serious in many countries 
of the Region, including those suffering from 
major crises. Much more work is needed to ensure 
that all mothers and children in all countries are 
adequately nourished to maintain health and 
development. According to the latest data from 
WHO and other UN organizations, on average, 
the prevalence of undernourishment in the Region 
decreased from 22.1% in 1990 to 13.7% in 2014. 
Since 1990, 13 out of 22 countries of the Region 
have reached MDG 1 with regard to halving the 
proportion of people who suffer from hunger. 
The estimated prevalence of children under 5 
years of age affected by stunting was reduced from 
39.8% in 1990 to 16.9% in 2014 as a result of 
economic and social development, especially in 
high- and middle-income countries, while the 
estimated prevalence of wasting increased from 
9.6% in 1991 to 10.1 % in 2011, due to natural 
and manmade disasters and political instability in 
Afghanistan, Djibouti, Iraq, Pakistan, Somalia, 
Syrian Arab Republic and Yemen.

In 2015, a regional roadmap was developed for 
countries to implement the global targets set by 
the World Health Assembly in 2012 and the 
recommendations of the Second International 
Conference on Nutrition (ICN-2). National 
strategies and/or national action plans for post-

2015 were developed by most countries of the 
Region. 

The regional policy statement on the urgent 
need to fully implement the International Code 
of Marketing of Breast Milk Substitutes was 
promoted. Most countries in emergency situations 
expanded the number of nutrition stabilization 
centres for treatment of severe and complex cases 
of malnutrition. Supplementation and food 
fortification with essential micronutrients are 
provided in almost all countries.

The Region continues to face major challenges in 
tackling nutrition issues. These include the lack 
of quality nutrition data and indicators, as well as 
of national capacity to support countries in data 
collection and analysis, and the need for effective 
nutrition surveillance and a monitoring and 
evaluation system to enable policy-making and 
programme implementation. Finally, the demand 
for action to address malnutrition is high, while 
the financial resources to do so are limited. 

½ Technical guidance on nutrition

ة لتنفيذ المدونة الدولية لقواعد تسويق  الحاجة الُملحَّ
بدائل لبن الأم وقرارات جمعية الصحة العالمية ذات 

الصلة تنفيذاً كاملا

الهدف من السياسة
تحثّ منظمة الصحة العالمية الدول الأعضاء على تنفيذ جميع نصوص المدونة الدولية لقواعد تسويق بدائل لبن الأم1، وما تلتها من 
التدابير  القوانين الوطنية أو التشريعات أو غيرها من  العالمية ذات الصلة، بوسائل منها إعداد وسَن وتنفيذ  قرارات جمعية الصحة 
الملائمة التي تغطي جميع البنود المنصوص عليها في المدونة، وتكثيف الجهود الرامية إلى رَصْد تنفيذ المدونة وإنفاذها. ولم يُقِرّ سوى عدد 
قليل من البلدان قانوناً لتنفيذ المدونة ورصْد تنفيذها؛ وهذه البلدان هي: الأردن، وأفغانستان، والبحرين، وتونس، وجمهورية إيران 
الإسلامية، وعُمان، والأرض الفلسطينية المحتلة. ولا تزال هناك بلدان أخرى في المراحل الأولية لصياغة تدابير وطنية لهذا الغرَض، 
ذ بعض التدابير تنفيذاً جزئياً، بينما لم يكَد بعض البلدان يبدأ. وسوف يدعم التنفيذ الكامل للمدونة تحقيق الهدف الذي حددته  أو تُنفِّ
جمعية الصحة العالمية والمتمثِّل في الاقتصار على الرضاعة الطبيعية في تغذية 50% على الأقل من الأطفال في الشهور الست الأولى من 

أعمارهم بحلول 22025.

المنتجات التي تشملها المدونة
وتسري المدونة الدولية لقواعد تسويق بدائل لبن الأم على تسويق المنتجات التالية والممارسات المرتبطة بتسويقها؛ وهذه المنتجات هي: 
ع، ومنتجات الألبان الأخرى، والأغذية والمشروبات بما في ذلك الأغذية التكميلية التي تُعطَى  بدائل لبن الأم، بما في ذلك أغذية الرُضَّ
بالزجاجة، لدى تسويقها أو عرضها على أي نحو آخر باعتبارها مناسبة كبديل جزئي أو كلي للرضاعة الطبيعية، وكذلك زجاجات 

وحلمات الإرضاع. كما تسري أيضاً على جودة هذه المنتجات وتوافرها، وكذلك على المعلومات الخاصة باستخدامها.

الأساس المنطقي
ع طيلة الشهور الست الأولى من حياتهم. ومع  وتوصِ منظمة الصحة العالمية بالاقتصار على الرضاعة الطبيعية في تغذية جميع الرُضَّ
على  يحصل  فلا  المتوسط3.  شرق  إقليم  في  ع  الرُضَّ من  فقط   %35 تغذية  في  يُراعَى  الطبيعية  الرضاعة  على  الاقتصار  أن  ر  يُقدَّ ذلك، 
الرغم من توصية جمعية الصحة  23 شهراً، على  20 إلى  الذين تتراوح أعمارهم بين  الطبيعية سوى نصف الأطفال تقريباً  الرضاعة 
العالمية بمواصلة الرضاعة الطبيعية حتى يُكمِل الأطفال عامهم الثاني وبعده. وبحسب تقارير التسويق العالمية، تتجاوز السوق العالمية 
لبدائل لبن الأم 31 مليار دولار سنوياً. ومن الُمتوقَّع أن تشهد هذه السوق معدّلات نمو من رقمين في العديد من الأقاليم لتصل إلى 
38.7 مليار دولار أمريكي بحلول 2015. وتزداد حدة الضغوط لزيادة الحصة السوقية لهذه المنتجات. وقد أظهرَت الدراسات أن 

للرضاعة الطبيعية، إلى جانب فوائدها الصحية، مردوداً عالياً مقارنة بتكلفتها.5،4 

1 انظر القرار ج ص ع 34-22.

 http://www.who.int/nutrition/topics/nutrition_globaltargets2025/en/indexhtml 6-65 2 انظر القرار ج ص ع

3 الإحصاءات الصحية العالمية 2013. جنيف، منظمة الصحة العالمية، 2013

 Postnatal care: Routine postnatal care of women and their babies. Costing report: Implementing NICE guidance in England. 4

.)London. National Institute for Health and Clinical Excellence, 2006 )NICE clinical guideline no. 37 
.Available at http://guidance.nice.org.uk/CG37/CostingReport/doc/English

 Batrick M, Reinhold A. The burden of suboptimal breastfeeding in the United States: a pediatric cost analysis. Pediatrics, 5

2010, 125:e1048-56

Nécessité urgente d’appliquer intégralement le 
Code international de commercialisation des 
substituts du lait maternel et les résolutions de 
l’Assemblée mondiale de la Santé y afférentes

Objectif de la déclaration de principe

Il est instamment demandé aux États Membres d’appliquer intégralement le Code international de 
commercialisation des substituts du lait maternel1 et les résolutions ultérieures de l’Assemblée mondiale 
de la Santé y afférentes en élaborant, en adoptant et en faisant respecter, à l’échelle nationale, une 
législation, une réglementation ou d’autres mesures appropriées couvrant l’ensemble des dispositions 
du Code, ainsi qu’en renforçant les efforts visant à contrôler l’observation du Code et assurer son 
application. Seuls quelques pays ont adopté une loi sur la mise en oeuvre du Code et le contrôle de son 
application. Il s’agit de l’Afghanistan, de Bahreïn, de la République islamique d’Iran, de la Jordanie, 
d’Oman, du territoire palestinien occupé et de la Tunisie. Certains pays n’en sont qu’aux étapes 
préliminaires de l’élaboration de mesures nationales en la matière ou mettent en oeuvre partiellement 
certaines mesures, tandis que d’autres ont à peine commencé. Une mise en oeuvre complète pourrait 
permettre d’atteindre la cible fixée par l’Assemblée mondiale de la Santé, qui prévoit de porter le taux 
d’allaitement exclusif au sein pendant les six premiers mois de vie à 50% au moins d’ici 2025.2

Produits concernés par le Code

Le Code s’applique à la commercialisation des produits mentionnés ci-après, et aux pratiques y 
afférentes : substituts du lait maternel, y compris les préparations pour nourrissons ; autres produits 
lactés ; aliments et boissons, y compris les aliments de complément donnés au biberon, quand ils sont 
commercialisés ou présentés de toute autre manière comme appropriés, avec ou sans modification, 
pour remplacer partiellement ou totalement le lait maternel ; biberons et tétines. Le Code s’applique 
aussi à la qualité et à la disponibilité de ces produits et à l’information concernant leur utilisation.

Justification

L’OMS recommande que tous les nourrissons soient exclusivement allaités au sein au cours des six 
premiers mois de vie. On estime cependant que c’est le cas pour seulement 35 % des nourrissons dans la 
Région de la Méditerranée orientale.3 Seulement près de la moitié des enfants âgés de 20 à 23 mois sont 
allaités au sein, et ce bien que l’Assemblée mondiale de la Santé recommande de poursuivre l’allaitement 
exclusif au sein jusqu’à 2 ans ou au-delà. Selon des rapports d’activité commerciale, à l’échelle mondiale, 
le marché des substituts du lait maternel dépasse les 31 milliards de dollars US par an. On prévoit une 

1 Voir résolution WHA34.22.
2 Voir résolution WHA65.6 http://www.who.int/nutrition/topics/nutrition_globaltargets2025/fr/
3 Statistiques sanitaires mondiales 2013. Genève, Organisation mondiale de la Santé, 2013.

The urgent need to fully implement the 
International Code of Marketing of Breast-milk 
Substitutes and relevant WHA resolutions

Policy goal

Member States are urged to implement in its entirety the International Code of Marketing of Breast-
Milk Substitutes1 and subsequent relevant World Health Assembly resolutions by developing, enacting 
and enforcing a national law, regulations or other appropriate measures covering all provisions in 
the Code, and scaling up efforts to monitor and enforce its implementation. Only a few countries 
have adopted a law for the implementation and monitoring of the Code and its application, namely 
Afghanistan, Bahrain, Islamic Republic of Iran, Jordan, Oman and Tunisia as well as the occupied 
Palestinian territory. Others are only in the preliminary stages of drafting national measures for 
this purpose, or are partially implementing some measures, while some have hardly begun. Full 
implementation would support the achievement of the World Health Assembly target of having at 
least 50% of children exclusively breastfed in the first 6 months by 2025.2

Products covered by the code

The Code applies to the marketing, and related practices, of the following products: breast-milk 
substitutes, including infant formula; other milk products; foods and beverages, including bottle-
fed complementary foods, when marketed or otherwise represented to be suitable, with or without 
modification, for use as a partial or total replacement of breast-milk; feeding bottles and teats. It also 
applies to their quality and availability, and to information concerning their use.

Rationale

WHO recommends that all infants should be exclusively breastfed for the first 6 months. However, it is 
estimated that this practice is followed for only 35% of infants in the Eastern Mediterranean Region.3 
Only about half of children aged 20–23 months are breastfed despite the recommendation that 
breastfeeding continue for up to 2 years of age or beyond. The global breast-milk substitutes market 
exceeds US$ 31 billion per annum, according to global marketing reports. Double-digit growth is 
forecast for several regions up to US$ 38.7 billion by 2015. The pressure to increase market share is 
intense. In addition to the health benefits studies have shown a considerable cost benefit.4,5

1 See resolution WHA34.22.
2 See resolution WHA65.6 http://www.who.int/nutrition/topics/nutrition_globaltargets2025/en/index.html
3 World health statistics 2013. Geneva, World Health Organization, 2013.
4 Postnatal care: Routine postnatal care of women and their babies. Costing report: Implementing NICE guidance in England. 
London. National Institute for Health and Clinical Excellence, 2006 (NICE clinical guideline no. 37). Available at http://
guidance.nice.org.uk/CG37/CostingReport/doc/English.
5 Bartick M, Reinhold A. The burden of suboptimal breastfeeding in the United States: a pediatric cost analysis. Pediatrics, 
2010, 125:e1048–56.
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The Regional Office is working with countries 
to develop a regional framework to scale up 
action on nutrition, with focus on cost-effective 
interventions. Technical support is being 
provided to countries to establish national targets 
and monitor national action plans, promote 
interagency and multisectoral coordination, 
promote a healthy diet, as well as food and 
nutrition security, at national and regional levels, 
and introduce and apply innovative approaches 
for delivering effective nutrition actions, including 
implementation of food standards and WHO 
guidelines.

Health of special groups 

The situation prevailing in several countries is 
exposing the life and well-being of many older 
persons and schoolchildren to various levels of 
risk, and their unmet needs and health status 
should be of great concern in the provision of 
health support during emergencies. Despite this, 
the health programmes concerned with these 
special groups face strong competition from many 
other priorities. 

Nevertheless, several countries were active in 
reviewing the draft world report on ageing and 
health and providing case studies, as well as the 
draft global strategy and action plan on ageing 
and health. The regional launch of the world 
report was organized in collaboration with 
Sharjah Health Authority, United Arab Emirates, 
during the celebration of the International Day of 
Older Persons (1 October). The city of Sharjah is 
heading firmly towards being an age-friendly city. 
Several countries continued activities to build 
capacity and multisectoral collaboration in ageing 
and health. 

Focusing on the school setting as an important 
entry point for health promotion throughout 
the life course, the active role of countries in 
institutionalization of the Global School Health 
Initiative was reviewed in a consultation for 
developing updated and evidence-based criteria 
and an executive framework for health promoting 
schools. The plan is to continue this work in 
2016 and to launch the new criteria in a special 
initiative on health-promoting schools in 2017. 

One of the important steps in the way forward 
is to put the unmet needs of older persons and 
schoolchildren at the centre of relief efforts and 
programmes in countries in emergency situations. 

Violence, injuries and 
disabilities

In 2015 WHO published the Global status report 
on road safety 2015, which presented the most 
recent data from countries across the world, 
including the Eastern Mediterranean Region. The 
report showed that road traffic injury continues 
to be a grave concern in the Region despite the 
decrease in the regional road traffic fatality rate 
from 21.3 to 19.9 per 100 000 population between 
2010 and 2013. This fatality rate remains higher 
than the global rate, and still puts the Eastern 
Mediterranean among the WHO regions with 
highest fatality rates. The vast majority of deaths 
occur in the middle-income countries. The overall 
death rate in the high-income countries exceeds 
that of the less affluent countries and is more than 
double the rate of other high-income countries in 
the world. Despite the gravity of the issue, serious 
gaps persist in the comprehensive implementation 
of proven cost-effective interventions based on 
a whole safe system approach. Some aspects of 
these interventions have been implemented in 
most countries in the Region. However they have 
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not been implemented as a package that covers 
all essential elements, which seriously affects their 
effectiveness. 

In addition, 2015 marked the mid-point in the 
Decade of Action for Road Safety 2011–2020 
and two road safety-related targets were included 
in the SDGs. The Brasilia Declaration on Road 
Safety was endorsed by the Second Global 
High-level Conference on Road Safety, held in 
November 2015. This Declaration describes the 
global roadmap towards achieving the targets of 
the Decade of Action and the SDGs, which can 
only be achieved through concerted efforts across 
all countries.

WHO continued its efforts on different aspects 
of road traffic injury prevention and control from 
data to care. A standardized methodology for 
estimation of the cost of road traffic injuries was 
developed and piloted in the Islamic Republic of 
Iran. The regional instrument to profile trauma 
care systems was finalized based on piloting in 
Djibouti, Islamic Republic of Iran and Pakistan. 
A report documenting the exercise was prepared 
and peer-reviewed for publication; it recommends 
actions to address existing gaps and will pave 
the way for expansion of the exercise to other 
countries. A more comprehensive exercise for 
strengthening trauma care services was also done 
in Iraq. 

A regional high-level ministerial meeting on road 
safety is planned for 2017, to increase political 
commitment and to agree on concrete actions 
for accelerated progress in the second half of 
the Decade of Action. In preparation, an expert 
consultation was held in January 2016 to review 
an in-depth analysis of the current burden road 
traffic injuries and related risk factors in the 
Region prepared by WHO with Johns Hopkins 

Bloomberg School of Public Health. Based on this 
analysis, experts will provide their views on the 
development of a specific framework for action at 
country level. This will guide the development of 
a resource document for the ministerial meeting 
outlining packages of essential cost-effective 
interventions for the three groups of countries 
in the Region, building on WHO related work, 
and taking into consideration recent global and 
regional developments.

In terms of child injury prevention, a literature 
review on child injuries in the Region was done. 
Based on this, the regional strategic framework 
for child and adolescent injury prevention was 
updated and finalized. 

In the area of violence prevention, the Global status 
report on violence prevention 2014, in which 16 
countries of the Region participated, revealed that 
the Region’s low- and middle-income countries 

½ Technical guidance on road safety
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مقدمة

يأتي تنظيم أسبوع الأمم المتحدة العالمي الثالث للسلامة على الطرق، 
10-4 أيار/مايو 2015، بناءً على طلب الجمعية العامة للأمم المتحدة 

في عام 2014 بموجب قرارها A/68/L.40 بشأن تحسين السلامة 
على الطرق في العالم، ويركز الأسبوع العالمي هذا العام على موضوع 

»الأطفال والسلامة المرورية« بهدف جذب الاهتمام لقضية توفير 
الحماية للأطفال على الطرق وتعزيز الجهود الرامية لتحقيق هذه الغاية.

ويمثل أسبوع الأمم المتحدة العالمي للسلامة على الطرق فرصة 
فريدة للدعوة لتحسين السلامة على الطرق وتجديد الالتزام ببذل 

كافة الجهود على كافة الأصعدة في سبيل إنقاذ حياة الآلاف من 
الأشخاص. ويعد هذا الأسبوع أحد أهم الفعاليات التي تُنظَّم في 

إطار عقد العمل من أجل السلامة على الطرق 2011-2020، إذ 
يسهم في تحقيق الهدف العالمي لعقد العمل المتمثل في إنقاذ 5 ملايين 

شخص حول العالم.

حقائق من إقليم شرق المتوسط

تودي التصادمات على الطرق بحياة 300 186 طفل سنوياً، منها 
623 26 )حوالي 14%( في إقليم شرق المتوسط. ويقع 66.8% من هذه 

الوفيات بين الذكور. من هنا، تُعد الإصابات الناجمة عن تصادمات 
الطرق ضمن أهم أسباب الوفاة في الإقليم بين الأطفال والشباب 

الذين تزيد أعمارهم على خمس سنوات. ويقصد بالطفل في هذا 
السياق الشخص الذي لم يتجاوز سن الثامنة عشر بحسب تعريف 

اتفاقية حقوق الطفل.

الأطفال والسلامة على الطرق
 أسبوع الأمم المتحدة العالمي الثالث للسلامة على الطرق

في إقليم شرق المتوسط
من 4 إلى 10 أيار/مايو 2015

ما الذي يجعل الأطفال شديدي التعرض للتصادمات 

على الطرق؟

• صغر البنية الجسمانية للأطفال وعدم اكتمال نموهم 	

دراكي والاجتماعي. ي والاإ
البد�ن

• قد يصعب على الاأطفال رؤية المركبات من حولهم، كما 	

هم من المارة رؤيتهم.  يصعب على سائقي المركبات وغ�ي

• ي تصادم على الطريق، فإنهم 	
عندما يصاب الاأطفال �ن

ة بالرأس مقارنة بالكبار  صابات خط�ي يكونون أك�ث عرضة لاإ

نظراً ضعف عظام رؤوسهم. 

• ي تفس�ي مختلف 	
قد يواجه الاأطفال الصغار صعوبة �ن

ي يسمعونها، مما قد 
ي يرونها والاأصوات ال�ت

المشاهد ال�ت

يؤثر على تقديرهم لمدى قرب المركبات المتحركة وسرعتها 

واتجاهها. 

• ن ويكون مدى الانتباه 	 قد يكون الاأطفال الصغار مندفع�ي

ي التعامل 
ي أنهم يواجهون مشقة �ن

، بما يع�ن لديهم قص�ي

ي نفس الوقت. 
مع أك�ث من تحدٍ �ن

• مع نمو الاأطفال وبلوغهم مرحلة المراهقة يصبحون أك�ث 	

إقبالاً على المخاطر، مما يهدد سلمتهم على الطرق.

Children and Road Safety 
Third United Nations Global Road Safety Week 

in the Eastern Mediterranean 
4–10 May 2015

Introduction

The third UN Global Road Safety Week, 4–10 
May 2015, was requested by the United Nations 
General Assembly in 2014 in resolution A/68/L.40 on 
improving global road safety. The theme of the Week 
is “Children and road safety”, with the aim of drawing 
attention to the issue of protection of children on the 
roads and strengthening efforts to this end.

The UN Global Road Safety Week provides a unique 
opportunity to advocate for improved safety on 
the roads and to renew commitment and efforts at 
all levels, in order to help save thousands of lives. 
A milestone event organized within the Decade 
of Action for Road Safety 2011–2020, the week 
contributes to achievement of the global decade goal 
of saving 5 million lives across the world. 

Facts from the Eastern Mediterranean 
Region

Of the 186 300 annual global road traffic deaths 
among children, 26 623 (about 14%) occur in the 
Eastern Mediterranean Region. Males account for 
66.8% of these deaths. Road traffic injury ranks 
among the top regional causes of death for children 
and young people over the age of 5 years. A child is 
someone under the age of 18 years as defined by the 
Convention on the Rights of the Child.

Contrary to the global trend, road traffic injuries and related deaths among children pose a serious problem for 
all countries in the Eastern Mediterranean Region, regardless of their level of income. 

Why are children so vulnerable to traffic?

•	 Children	have	small	stature	and	limited	
physical,	cognitive	and	social	development.

•	 It	can	be	difficult	for	children	to	see	surrounding	
traffic	and	for	drivers	and	others	to	see	them.	

•	 If	involved	in	a	road	traffic	crash,	children’s	
softer	heads	make	them	more	susceptible	to	
serious	head	injury	than	adults.	

•	 Younger	children	may	have	difficulties	
interpreting	various	sights	and	sounds,	which	
may	impact	on	their	judgment	regarding	the	
proximity,	speed	and	direction	of	moving	
vehicles.	

•	 Younger	children	may	be	impulsive,	and	their	
short	attention	spans	mean	that	they	struggle	
to	cope	with	more	than	one	challenge	at	a	time.	

•	 As	children	grow	into	adolescents,	they	become	
especially	prone	to	take	risks,	compromising	
their	safety	on	the	road.

Regional variation in road traffic death rates (per 100 000 population) of children under 18 years of 
age, worldwide, 2012
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rank third (7 per 100 000 population) in terms 
of homicide rate, among similar countries in all 
WHO regions. Many of the surveyed prevention 
strategies are available in participating countries 
of the Region. However their implementation 
has not been evaluated. A regional consultation 
was organized to review the draft global action 
plan for strengthening the health system’s role in 
addressing interpersonal violence, in particular 
against women and girls, and against children, 
to ensure that regional and country perspectives 
were reflected in the final version. Prior to 
the consultation, a preparatory coordination 
meeting was held with concerned United Nations 
agencies and the League of Arab States to initiate 
discussion on a sustainable regional inter-agency 
coordination mechanism for the implementation 
of the plan. 

A number of major challenges confront effective 
violence and injury prevention and control. 
Declared political commitment is not always 
translated into sufficient action at country level. 
Enforcement, implementation and evaluation 
of policy and legislative frameworks are weak. 
Coordination and multisectoral action remain 
insufficient. Furthermore the adoption of a whole 
safe system approach is inadequate, with more 
focus needed on individual behaviour issues. In 
the area of disability, several countries developed 
national disability strategies and action plans. 
Thirteen countries participated in the global 
survey on developing the WHO priority list of 
assistive products. The subject will be discussed 
during the forthcoming session of the Regional 
Committee. 

WHO continued to support countries in the 
prevention and management of avoidable 

blindness in line with WHO’s global initiative 
VISION 2020: The Right to Sight. Primary 
eye care activities are being integrated into the 
primary health care system in some countries and 
this is contributing to the decline in vision loss 
and visual impairment through early case finding, 
referral and eye health education. However, 
despite the the considerable burden of visual 
impairment in many countries of the Region and 
the increase in potentially blinding age-related 
eye diseases as people live longer, investment in 
blindness prevention remains low. Reaching the 
goal of eliminating avoidable blindness by 2020 
will depend on the ability of health systems to 
scale up efforts 

½ Fact sheets on interpersonal 
violence prevention

 

المقدمة
وبرنامج  العالمية  الصحة  منظمة  بين  بالمشاركة  العنف  من  الوقاية  وضع  عن   2014 لعام  العالمي  التقرير  نُشِ 
الأولى على  للمرة  التقرير،  ويتضمن  والجريمة.  بالمخدرات  المعني  المتحدة  الأمم  الإنمائي ومكتب  المتحدة  الأمم 
الإطلاق، تقييمًا للجهود المبذولة على الصعيدين الوطني والعالمي، وفي أقاليم منظمة الصحة المنظمة، ومنها إقليم 
شرق المتوسط، للتصدي لظاهرة العنف بين الأفراد. ويشمل العنف بين الأفراد إساءة معاملة الأطفال، وعنف 
الشباب، وعنف العشير1، والعنف الجنسي، وإساءة معاملة المسنين. ويعد العنف بين الأفراد عامل خطر يسبب 
مشاكل صحية واجتماعية طيلة العمر، ويمكن التنبؤ به والوقاية منه، وتقع مسؤولية التصدي له بوضوح على عاتق 

الحكومات الوطنية.

والصحة  العنف  العالمي حول  التقرير  توصيات  تنفيذ  البلدان في  أحرزته  الذي  التقدم  تقييم  إلى  التقرير  ويهدف 
2002 )الإطار 1( وقرار جمعية الصحة العالمية ج ص ع 56-24 ذي الصلة، والذي يشجع الدول الأعضاء على 
النظر في تبني توصيات التقرير العالمي حول العنف والصحة، وإعداد تقاريرها الخاصة حول الوقاية من العنف 
بتناول المشكلة وعوامل الخطر والجهود المبذولة حالياً للوقاية منه والإجراءات المتخذة مستقبلًا من أجل تحسين 
الاستجابة له من مختلف القطاعات. وطالب التقرير المنظمة أيضاً بتعزيز البحوث بهدف دعم الأساليب المسندة 

بالبيِّنات المتَّبعة في الوقاية من العنف والتخفيف من حدة العواقب المترتبة عليه. 

وتتمثل أهداف التقرير العالمي لعام 2014 عن وضع الوقاية من العنف في الآتي:

y  وصف وضع مشكلة العنف بين الأفراد على نطاق العالم ومدى اضطلاع البلدان بجمع البيانات المتعلقة بالعنف
المميت وغير المميت لتوجيه التخطيط واتخاذ الإجراءات؛ 

الوقاية من العنف بين الأفراد في إقليم شرق المتوسط: 
وضع  عن   2014 لعام  العالمي  التقرير  من  حقائق 

الوقاية من العنف

 برنامج الأمم 
المتحدة الإنمائي

1 وفقاً لمنظمة الصحة العالمية، يشير مصطلح عنف العشير إلى السلوك الذي يتبعه العشير الحميم أو العشير السابق والذي يسبب أذى بدنياً وجنسياً 

Introductionونفسياً، بما في ذلك الاعتداء البدني والإكراه الجنسي والإيذاء النفسي والسلوكيات الُمسيطرة.
Le Rapport de situation 2014 sur la prévention de la violence dans le monde est publié conjointement par 
l’Organisation mondiale de la Santé (OMS), le Programme des Nations Unies pour le développement (PNUD) 
et l’Office des Nations Unies contre la drogue et le crime (ONUDC). Pour la première fois, il évalue 
l’action entreprise au niveau national, à l’échelle mondiale et par les régions de l’OMS, notamment par 
la Région de la Méditerranée orientale, pour remédier à la violence interpersonnelle. Ce terme désigne la 
maltraitance des enfants, la violence des jeunes, la violence exercée par le partenaire intime1, la violence 
sexuelle et la maltraitance des personnes âgées. La violence interpersonnelle est un facteur de risque 
pour les problèmes de santé et les problèmes sociaux tout au long de la vie. Elle est à la fois prévisible 
et évitable, et les gouvernements nationaux ont sans aucun doute la responsabilité de s’attaquer à ce 
problème.

Ce rapport a pour objectif d’évaluer les progrès effectués par les pays dans la mise en œuvre des 
recommandations du Rapport mondial sur la violence et la santé (2002) (encadré 1) et de la résolution 
correspondante de l’Assemblée mondiale de la Santé WHA56.24. Cette dernière encourageait les États 
Membres à envisager l’adoption des recommandations du Rapport mondial sur la violence et la santé 
et à préparer leurs propres rapports sur la prévention de la violence en abordant l’étendue du problème, 
les facteurs de risque, les actions de prévention existantes et les actions futures visant à renforcer une 
réponse multisectorielle. Ce rapport demandait également à l’OMS de promouvoir la recherche afin 
de soutenir des approches reposant sur des données probantes pour la prévention de la violence et 
l’atténuation de ses conséquences.

Prévention de la violence interpersonnelle 
dans la Région de la Méditerranée orientale : 
Extrait du Rapport de situation 2014 sur la 
prévention de la violence dans le monde

1 Selon l’OMS, on entend par violence d’un partenaire intime, tout comportement qui, dans le cadre d’une relation 
intime (partenaire ou ex-partenaire), cause un préjudice d’ordre physique, sexuel ou psychologique, notamment les actes 
d’agression physique, les relations sexuelles forcées, la violence psychologique et tout autre acte de domination. 

Résumé d’orientation

RappoRt de  
situation 2014 suR  
la pRévention de  
la violence  
dans le  
monde

Au service
des peuples

et des nations
Au service

des peuples
et des nations

Interpersonal violence prevention in 
the Eastern Mediterranean Region:
Facts from the Global status report on 
violence prevention 2014

Introduction
The Global status report on violence prevention 2014 is jointly published by the World Health 
Organization (WHO), the United Nations Development Programme (UNDP) and the United Nations 
Office on Drugs and Crime (UNODC). For the first time ever, it assesses national efforts, globally and 
by WHO regions, including the Eastern Mediterranean Region, to address interpersonal violence. 
Interpersonal violence includes child maltreatment, youth violence, intimate partner violence1, 
sexual violence and elder abuse. Interpersonal violence is a risk factor for lifelong health and social 
problems. It is both predictable and preventable and responsibility for addressing it rests clearly with 
national governments.

The report aims to assess countries’ progress in implementing the recommendations of the 2002 
World report on violence and health (Box 1) and the related World Health Assembly resolution 
WHA56.24. The resolution encouraged Member States to consider adopting the recommendations 
of the World report on violence and health and to prepare their own reports on violence prevention 
addressing the magnitude of the problem, the risk factors, existing prevention efforts and future 
action enhancing a multisectoral response. It also requested WHO to promote research to support 
evidence-based approaches for the prevention of violence and the mitigation of its consequences.

1 According to WHO, intimate partner violence refers to behaviour by an intimate partner or ex-partner that causes 
physical, sexual or psychological harm, including physical aggression, sexual coercion, psychological abuse and 
controlling behaviours. 
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Health education and 
promotion

In 2015, WHO focused on building capacity 
in the development of multisectoral national 
plans of action on physical activity and of social 
marketing and mass media campaign plans. 
In partnership with the WHO Collaborating 
Centre on Physical Activity, Nutrition and 
Obesity, Sydney, Australia, a training package was 
developed on mass media and social marketing to 
support countries in implementation of the best 
buys related to promoting physical activity and 
healthy diet. Participants from both health and 
non-health sectors worked together to develop 
provisional social marketing and mass media 
plans which will be launched in 2016.

A toolkit was developed to guide the inclusion of 
physical activity in primary health care. The toolkit 
was developed through a systematic review and 
meta-analysis, which showed that primary health 
care is instrumental in promoting physical activity 
and thus it is crucial to ensure that primary health 
care services are adequately resourced and fit to 
play a major role in getting a population more 
active. The toolkit was reviewed by countries to 
ensure regional relevance and practicality based 
on country context. The next step is to pilot test 
the instrument in eight selected countries. 

A bi-regional workshop to build legal capacity and 
advance action on the WHO recommendations 
on marketing of food and non-alcoholic beverages 
to children was held in collaboration with the 
Regional Office for Europe, WHO headquarters 
and the University of Liverpool. Participants 
from nine countries attended and developed 
a provisional roadmap to advance actions in 
addressing marketing of unhealthy foods in their 
countries. 

As part of an initiative to address unopposed 
marketing, a series of activities was organized 
to sensitize the non-health sector to the issue 
and obtain innovative ideas in creating a social 
movement. A key event was an open forum which 
was attended by mainstream media outlets, regional 
celebrities and media experts and representatives 
of civil society organizations, including Consumer 
International, and which resulted in a set of 
actions to be promoted to non-health sectors. The 
biggest challenges to health promotion concerns 
countries’ capacity to mobilize non-health sectors 
and work intersectorally to implement objectives, 
the need for research and advocacy, and the need 
to mobilize experts with legal backgrounds in 
support of the regional objectives. WHO will 
continue to build capacity to work with the 
different sectors.

Social determinants of health 
and gender

Focus continued to be placed on the 
implementation of the Rio Political Declaration 
on Social Determinants of Health; effective 
integration of social determinants of health 
and gender within health programmes; and 
strengthening country capacity to implement 
health-in-all policies, intersectoral action and 
social participation to address social determinants 
of health and gender. Countries agreed to 
implement an action framework developed at a 
regional consultation on reducing inequalities 
through action on social determinants of health, 
organized in 2015. In this regard four countries 
conducted in-depth assessments with a view 
to developing action plans. The results of these 
assessments were presented to the Regional 
Committee which urged Member States to 
assess inequalities in health and their related 
social determinants, identify priority actions and 
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road map for implementation. The special air 
quality needs of the Region, such as the health 
impact of sand and airborne dust, were addressed 
in a regional meeting of experts with the United 
Nations Environment Programme (UNEP) and 
World Meteorological Organization (WMO). 
Capacity-building was supported in the area of 
air pollution and health. In collaboration with 
the Jordan University of Science and Technology, 
CEHA reviewed and compiled the knowledge of 
all the countries of the Region in the fields of air 
pollution and climate change. 

Joining the WHO delegation to the United 
Nations Framework Convention on Climate 
Change (UNFCCC) COP21, the Regional Office 
advocated with its Member States positioning 
of public health at the centre of climate change 
debate and contributed to the successful global 
agreement concluded in Paris in December 2015. 
Four countries developed, with WHO support, 
climate change and health national profiles which 
were presented at the Paris conference and several 
others are in process. A regional network of 
climate change and health experts was established.

The institutional capacity of countries in 
management of health care waste was strengthened 

monitor progress (resolution EM/RC62/R.1). 
Several countries have undertaken specific actions 
on social determinants of health.

Health and the environment

With the support of the Regional Centre for 
Environmental Health Action (CEHA), many 
countries implemented programmes and 
activities pertinent to health protection and the 
environment. Implementation of the regional 
strategy on health and environment and its 
framework of action (2014-2019) began, and 
several countries have taken concrete steps to 
develop their national strategic frameworks for 
action. Field missions to assess the environmental 
health situation and delineate priorities were 
undertaken in several countries.

The WHO guidelines on drinking-water quality 
and wastewater reuse were promoted. So far, 16 
countries have updated their national standards 
for drinking-water quality in accordance with the 
guidelines, and Jordan issued national standards 
on irrigation water quality in line with the WHO 
guidelines on safe use of treated wastewater in 
agriculture. With WHO support, eight countries 
have adopted preventive water and sanitation 
safety management plans and 11 countries 
have published their national profiles under the 
framework of the UN-Water Global Analysis and 
Assessment of Sanitation and Water. All countries 
are participating in the WHO/UNICEF Joint 
Monitoring Programme. The public health risk of 
natural radiation in groundwater is being tackled 
in two countries.

Member States of the Region participated in 
the negotiations and adoption of World Health 
Assembly resolution WHA68.8 on the health 
impact of air pollution, to discussions on the 

 ½ The Regional Director visited Morocco in preparation 
for the 22nd session of the Conference of the Parties 
(COP 22) to the UNFCCC
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and technical support extended to several countries. 
In response to the solid waste crisis in Lebanon, 
a series of technical consultations were held and 
briefings on solid waste management master 
planning, landfill assessment and public health 
impacts of refuse were shared with stakeholders. 
A scientific protocol to assess the potential health 
effects of solid waste, and interventions, on the 
population in Lebanon was finalized.

A regional food safety assessment initiative was 
launched and national profiling missions were 
conducted by WHO staff and experts in 15 
countries and the results, which demonstrated 
major gaps, were presented to the Regional 
Committee. The aim was to assess strengths and 
weaknesses in the national food safety systems and 
to identify the priority actions required to address 
gaps identified. This “farm-to-fork” initiative will 
augment the capacity of countries to prevent, 
detect and manage foodborne health risks and 
outbreaks. WHO and countries are following 
up on the results and regional action plan to 
strengthen food safety systems is being developed.

Environmental health support was provided to 
all countries in emergency situations. Emergency 
support was provided in 10 countries, including 
a multi-stakeholder regional meeting; technical 

missions and training. CEHA established a 
regional revolving stock for environmental 
health supplies to support emergencies in the 
Region. Capacity-building was supported for 
health service providers in several countries on 
response to chemical accidents and trauma care. 
National preparedness and response capacities for 
chemical, radio-nuclear and food safety events 
were strengthened in line with the International 
Health Regulations (2005).

½ World Health Day 2015
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Noncommunicable 
diseases

Regional framework for action

Despite declared political commitment to 
implement the Political Declaration of 

the High-Level Meeting of the United Nations 
General Assembly on the Prevention and Control 
of Non-Communicable Diseases, many countries 
are experiencing challenges in moving to concrete 
action. The response to the 2011 UN political 
declaration and to the regional framework for 
action which was endorsed by the Regional 
Committee in 2012 has been patchy and uneven. 
Factors responsible for this situation vary from 
one country to another but generally include 
inadequate political commitment at the highest 
level, competing priorities particularly in crisis-
stricken countries, weak engagement of non-
health sectors whose action is essential in the 
implementation of key measures, weak health 
systems including fragmented health information 
systems, opposing forces including the tobacco 
industry and the unopposed marketing of 
unhealthy foods, and the absence of an effective 
civil society movement. 

In 2015, focus continued to be placed on 
scaling up the implementation of the regional 
framework for action. Since its endorsement by 
the Regional Committee, in 2012, the framework 
has been updated annually and a set of process 
indicators, intended to guide Member States in 
measuring progress in implementing the strategic 
interventions, has been developed.

We continued to hold annual regional meetings 
on noncommunicable diseases to provide an 

opportunity for Member States to review the 
progress made with international and regional 
experts and to respond to their needs for 
technical support. In addition the Regional Office 
continued in 2015 and 2016 to develop concrete 
technical guidance that will enable countries to 
implement measures recommended in the four 
areas of the regional framework (governance, 
surveillance, prevention and health care) based 
on evidence, international experience and best 
practice. 

Governance

High-level advocacy was carried out throughout 
2015 at various forums, including the World 
Health Assembly and the Regional Committee, 
to promote collaboration across sectors outside 
health and between government and non-state 
actors. Only six countries now have an operational 
multisectoral strategy and/or action plan, and 
four have set targets for 2025 based on WHO 
guidance. Countries of the Region are at various 
stages of implementation of their action plans 
and WHO continues to monitor the situation 
in collaboration with them, based on the process 
indicators of the regional framework.

½ Framework for action to implement the United 
Nations political declaration on noncommunicable 
diseases

Cadre d’action pour la mise en œuvre de la Déclaration politique des Nations Unies sur les maladies non 
transmissibles, y compris les indicateurs afin d’évaluer les progrès des pays d’ici 2018
Mise à jour d’octobre 2015, sur la base des résolutions EM/RC59/R.2&EM/RC60/R.4.

Engagements Interventions stratégiques Indicateurs de progrès
Dans le domaine 
de la gouvernance

Chaque pays doit :
• intégrer les maladies non transmissibles dans les politiques et plans de 

développement nationaux
• mettre en place une stratégie/un plan multisectoriel(le) et un ensemble de 

cibles et d’indicateurs nationaux pour 2025 sur la base de la situation nationale 
et des orientations de l’OMS

• augmenter les allocations budgétaires pour la prévention et la maîtrise des 
maladies non transmissibles, notamment par la mise en œuvre de mécanismes 
de financement novateurs tels que la taxation du tabac, de l’alcool et d’autres 
produits nocifs pour la santé

• évaluer périodiquement les capacités nationales pour la lutte contre les 
maladies non transmissibles à l’aide des instruments de l’OMS

Le pays : 
• est doté d’une stratégie/d’un plan d’action national(e) multisectoriel(le) opérationnel(le) intégrant 

les principales maladies non transmissibles et leurs facteurs de risque communs
• a fixé des cibles/indicateurs assortis de délais sur la base des orientations OMS

Engagements Interventions stratégiques Indicateurs de progrès
Dans le domaine 
de la prévention et 
de la réduction des 
facteurs de risque

Chaque pays doit :
• accélérer la mise en œuvre de la Convention-Cadre de l’OMS pour la lutte 

antitabac et ratifier le protocole pour éliminer le commerce illicite des produits 
du tabac

• garantir une alimentation saine au début de la vie et dans l’enfance, y 
compris la promotion de l’allaitement au sein et la règlementation de la 
commercialisation des aliments et des boissons non alcoolisées destinés aux 
enfants

• réduire l’apport en sel moyen dans la population conformément aux 
recommandations de l’OMS

• éliminer virtuellement l’apport en graisses trans et réduire l’apport en acides 
gras saturés

• promouvoir l’activité physique par une approche prenant en compte toutes les 
étapes de la vie

• mettre en œuvre les meilleures options afin de réduire l’usage nocif de l’alcool

Le pays met en œuvre : 
• quatre mesures visant la réduction de la demande contenues dans la Convention-cadre de l’OMS 

pour la lutte antitabac au plus haut niveau de réalisation
• quatre mesures visant à réduire les régimes alimentaires malsains
• au moins un programme national récent de sensibilisation en matière d’alimentation et/ou 

d’activité physique
• trois mesures, comme il convient, en fonction du contexte national, pour réduire l’usage nocif de 

l’alcool, conformément à la stratégie mondiale de l’OMS en la matière. 

Engagements Interventions stratégiques Indicateurs de progrès
Dans le domaine 
de la surveillance, 
du suivi et de 
l’évaluation

Chaque pays doit :
• mettre en œuvre/renforcer le cadre de l’OMS pour la surveillance de la 

mortalité et de la morbidité, des facteurs de risque et des déterminants, et les 
capacités des systèmes de santé et leur réponse

• intégrer les trois composantes du cadre de surveillance dans le système 
national d’information sanitaire

• renforcer les ressources humaines et les capacités institutionnelles pour la 
surveillance, le suivi et l’évaluation

Le pays : 
• a un système fonctionnel pour produire systématiquement des données fiables sur la mortalité 

par cause spécifique
• réalise une enquête STEPS ou une enquête complète sur les examens de santé tous les 5 ans 

Engagements Interventions stratégiques Indicateurs de progrès
Dans le domaine 
des soins de santé

Chaque pays doit :
• mettre en œuvre les meilleures options en matière de soins de santé
• améliorer l’accès au dépistage et à la prise en charge rapides des principales 

maladies non transmissibles et des facteurs de risque en les intégrant dans 
l’ensemble essentiel de soins de santé primaires

• améliorer l’accès à des technologies et médicaments essentiels sûrs, d’un coût 
abordable et de qualité pour les principales maladies non transmissibles

• améliorer l’accès aux services des soins palliatifs essentiels

Le pays : 
• dispose de directives/protocoles/normes fondés sur des bases factuelles au niveau national pour 

la prise en charge des principales maladies non transmissibles dans le cadre d’une approche 
de soins de santé primaires, qui sont reconnus/approuvés par le gouvernement ou l’autorité 
responsable de ce domaine

• fournit des traitements médicamenteux, dont le contrôle de la glycémie, des conseils aux 
personnes à risque élevé qui remplissent les conditions afin de prévenir les infarctus du myocarde 
et les accidents vasculaires cérébraux, mettant l’accent sur les SSP

WH0-EM/NCD/121F   © Organisation mondiale de la Santé

مؤشرات عمليةالتدخلات الاستراتيجيةالالتزامات

يُنتظر من البلدان ما يلي:في مجال الحوكمة

إدماج الأمراض غير السارية في السياسات وخطط التنمية الوطنية •
وضع استراتيجية/خطة متعددة القطاعات، ووضع مجموعة من الغايات والمؤشرات الوطنية المنشودة لعام  •

2025 استناداً إلى الوضع الوطني وتوجيهات منظمة الصحة العالمية
صات الميزانية للوقاية من الأمراض غير السارية ومكافحتها من خلال آليات تمويل مبتكرة، مثل  • زيادة مخصَّ

فرض الضرائب على التبغ والكحول، وغير ذلك من المنتجات غير الصحية
إجراء تقييم دوري للقدرات الوطنية في مجال الوقاية من الأمراض غير السارية ومكافحتها بالاستفادة من  •

أدوات المنظمة

البــلد: 

لديه خطة عمل/استراتيجية تشغيلية وطنية متعددة القطاعات تشمل الأمراض غير السارية الرئيسية وعوامل  •
الخطر المشتركة في ما بينها.

وضع غايات ومؤشرات وطنية محددة زمنياً استناداً إلى توجيهات منظمة الصحة العالمية. •

مؤشرات عمليةالتدخلات الاستراتيجيةالالتزامات

في مجال الوقاية من 
عوامل الخطر والحد 

منها

يُنتظر من البلدان ما يلي:

تسريع وتيرة تنفيذ اتفاقية منظمة الصحة العالمية الإطارية بشأن مكافحة التبغ )الاتفاقية الإطارية(، والتصديق  •
على بروتوكول القضاء على الاتجار غير المشروع بمنتجات التبغ

ضمان التغذية الصحية في مراحل العمر المبكرة ومرحلة الطفولة، بما في ذلك تشجيع الرضاعة الطبيعية، وتنظيم  •
تسويق الأغذية والمشروبات غير الكحولية للأطفال

خفض متوسط استهلاك السكان للملح وفقاً لتوصيات منظمة الصحة العالمية •
القضاء تقريباً على استهلاك الدهون المهدرجة والحد من استهلاك الأحماض الدهنية المشبعة •
تشجيع النشاط البدني من خلال نهج يمتد طيلة العمر •
تنفيذ أفضل الصفقات للحد من التعاطي الضار للكحول •

يقوم البلد بتنفيذ الآتي: 

أربعة تدابير من التدابير المنصوص عليها في الاتفاقية الإطارية للحد من الطلب عند أعلى مستويات الإنجاز. •
أربعة تدابير للحد من اتباع نظام غذائي غير صحي. •
برنامج وطني واحد على الأقل مؤخراً للتوعية العامة بالأنظمة الغذائية و/أو النشاط البدني. •
حسبما يكون مناسباً وتبعاً للظروف الوطنية، ثلاثة تدابير للحد من التعاطي الضار للكحول وفقاً للاستراتيجية  •

العالمية للمنظمة للحد من تعاطي الكحول على نحو ضار.

مؤشرات عمليةالتدخلات الاستراتيجيةالالتزامات

في مجال الترصد 
والرصد والتقييم

يُنتظر من البلدان ما يلي:

تنفيذ/تقوية إطار الترصد الخاص بمنظمة الصحة العالمية لرصد معدلات الوفيات والمراضة، وعوامل الخطر  •
ومحدداتها، وقدرات النظام الصحي واستجابته

دمج العناصر الثلاثة لإطار الترصد ضمن نظام المعلومات الصحية الوطني •
د والرصد والتقييم • تعزيز الموارد البشرية والقدرات المؤسسية الخاصة بالترصُّ

البــلد: 

لديه نظام عامل لإعداد البيانات الموثوقة حول الوفيات التي تعزى لأسباب محددة بصفة منتظمة •
يجري مسحاً تدريجياً أو مسحاً شاملًا للفحوصات الطبية كل خمس سنوات •

مؤشرات عمليةالتدخلات الاستراتيجيةالالتزامات

في مجال الرعاية 
الصحية

يُنتظر من البلدان ما يلي:

تنفيذ أفضل الصفقات في مجال الرعاية الصحية •
تحسين إتاحة الكشف المبكر والتدبير العلاجي للأمراض غير السارية الرئيسية وعوامل الخطر المرتبطة بها من  •

خلال تضمينها في حزمة الرعاية الصحية الأولية الأساسية
تحسين إتاحة الأدوية والتكنولوجيات الأساسية المأمونة وميسورة التكلفة والعالية الجودة لمكافحة الأمراض غير  •

السارية الرئيسية.
تحسين إمكانية الحصول على خدمات الرعاية الملطفة الأساسية •

البــلد: 

ت/اعتمدت حكومته أو الجهة المختصة به دلائل إرشادية/بروتوكولات/معايير وطنية مسندة بالبينات  • أقرَّ
للتدبير العلاجي للأمراض غير السارية الرئيسية من خلال نهج للرعاية الصحية الأولية.

يقدّم العلاج بالأدوية، بما في ذلك ضبط سكر الدم، وتقديم المشورة للأشخاص المعرضين لمخاطر كبرى بغرض  •
الوقاية من النوبات القلبية والسكتات مع التركيز على مستوى الرعاية الأولية.

إطار عمل لتنفيذ الإعلان السياسي الصادر عن الأمم المتحدة بشأن الأمراض غير السارية، بما في ذلك مؤشرات لتقييم التقدم الذي 
ستحرزه البلدان بحلول 2018

تحديث تشرين الأول/أكتوبر 2015، استناداً إلى القراريْن ش م/ل إ 59/ق 2 وش م/ل إ 60/ق 4

WHO-EM/NCD/121/A   © منظمة الصحة العالمية

Commitments Strategic interventions Progress indicators

In the area of 
governance

Each country is expected to:

• Integrate noncommunicable diseases into national policies and development plans
• Establish a multisectoral strategy/plan and a set of national targets and indicators for 

2025 based on national situation and WHO guidance
• Increase budgetary allocations for noncommunicable diseases prevention and control 

including through innovative financing mechanisms such as taxation of tobacco, alcohol 
and other unhealthy products

• Periodically assess national capacity for prevention and control of noncommunicable 
diseases using WHO tools

Country has:

• An operational multisectoral national strategy/action plan that integrates the major NCDs 
and their shared risk factors

• Set time-bound national targets and indicators based on WHO guidance

Commitments Strategic interventions Progress indicators

In the area of 
prevention and 
reduction of 
risk factors

Each country is expected to:

• Accelerate implementation of the WHO Framework Convention on Tobacco Control (WHO 
FCTC) and ratify Protocol to Eliminate Illicit Trade in Tobacco Products

• Ensure healthy nutrition in early life and childhood including breastfeeding promotion 
and regulating marketing of foods and non-alcoholic beverages to children

• Reduce average population salt intake in line with WHO recommendations
• Virtually eliminate transfat intake and reduce intake of saturated fatty acids
• Promote physical activity through a life-course approach
• Implement the best buys to reduce the harmful use of alcohol

Country is implementing:

• Four demand-reduction measures of the WHO FCTC at the highest level of achievement
• Four measures to reduce unhealthy diet
• At least one recent national public awareness programme on diet and/or physical activity
• As appropriate, according to national circumstances, three measures to reduce the 

harmful use of alcohol, in line with the WHO global strategy to reduce the harmful use of 
alcohol

Commitments Strategic interventions Progress indicators

In the area of 
surveillance, 
monitoring and 
evaluation

Each country is expected to:

• Implement/strengthen the WHO surveillance framework that monitors mortality and 
morbidity, risk factors and determinants, and health system capacity and response

• Integrate the three components of the surveillance framework into the national health 
information system

• Strengthen human resources and institutional capacity for surveillance, monitoring and 
evaluation

Country has:

• A functioning system for generating reliable cause-specific mortality data on a routine 
basis

• A STEPS survey or a comprehensive health examination survey every 5 years

Commitments Strategic interventions Progress indicators

In the area of 
health care

Each country is expected to:

• Implement the best buys in health care
• Improve access to early detection and management of major noncommunicable diseases 

and risk factors by including them in the essential primary health care package
• Improve access to safe, affordable and quality essential medicines and technologies for 

major noncommunicable diseases
• Improve access to essential palliative care services

Country has:

• Evidence-based national guidelines/protocols/standards for management of major 
noncommunicable diseases through a primary care approach, recognized/approved by the 
government or competent authority

• Provision of drug therapy, including glycaemic control, and counselling for eligible persons 
at high risk to prevent heart attacks and strokes, with an emphasis on the primary care 
level

Framework for action to implement the United Nations Political Declaration on 
Noncommunicable Diseases, including indicators to assess country progress by 2018
Updated October 2015, based on resolutions EM/RC59/R.2 & EM/RC60/R.4

WHO-EM/NCD/121/E © World Health Organization
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An innovative initiative was the development, 
in collaboration with the WHO Collaborating 
Centre at Georgetown University, of a dashboard 
and policy briefs on best practices in health 
legislation, based on global evidence. The work 
provides a guide for countries to take appropriate 
legislative action to tackle key risk factors in the 
areas of tobacco control, diet, physical activity and 
governance. Each of the priority interventions 
identified is outlined through an individual legal 
brief that contains tangible recommendations 
applicable to countries, drawing from global, 
regional and national experiences, and adaptable 
to the local economic, social and legal context. 

Prevention and control of risk 
factors

Industry interference with tobacco control 
policies and the limited involvement of non-
health actors continue to be major challenges 
to operationalizing the interventions in the area 

of prevention and control of risk factors for 
noncommunicable diseases. Sixteen countries 
have adopted a national level target for reducing 
tobacco use by 30% by 2025 and 17 countries are 
in the process of implementing taxation increases 
based on the guidelines to Article 6 of the WHO 
Framework Convention on Tobacco Control 
(WHO FCTC). Support was also provided to 
countries for updating tobacco control legislation, 
specifically on the aspects of tobacco-free public 
places, pictorial health warnings, and banning of 
advertising, promotion and sponsorship. 

One of the main activities undertaken was 
the raising of political awareness on tobacco 
control issues, particularly on the WHO FCTC 
protocol and the industry’s influence on tobacco 
advertising, promotion and sponsorship in 
drama (TAPS). In this context, six projects were 
funded for implementation by nongovernmental 
organizations and completed, tackling different 
aspects of tobacco use in dramas aired on the 

½ Technical guidance on tobacco control

                                                                                                                                 

 

 

Frequently asked questions about  tobacco control policies  for  the prevention and 
control of noncommunicable diseases 

Introduction  

Tobacco use kills nearly six million people every year,  including  the 600 000 who are exposed  to 
second‐hand  smoke.  The  tobacco  epidemic  poses  a  formidable  challenge  to  public  health  and 
development. However, with  the WHO Framework Convention on Tobacco Control  (WHO FCTC), 
the odds of mitigating the epidemic are no longer insurmountable, provided that all countries ratify 
the  Convention,  legislate  and  fully  implement  the  treaty’s  provisions  and  assiduously  pursue 
effective enforcement.  

The WHO FCTC is the first international public health treaty negotiated under the auspices of WHO. 
It  provides  a  comprehensive  approach  to  reduce  the  health  and  economic  burden  caused  by 
tobacco. The WHO FCTC balances demand reduction with supply reduction, protects public health 
policies  from  the  tobacco  industry  and  calls  for  enhanced  international  cooperation  to  protect 
present and  future generations  from  the devastating health, social, environmental and economic 
consequences of tobacco consumption and exposure to second‐hand tobacco smoke. 

In order to help Parties fulfil their obligations under the WHO FCTC, WHO introduced MPOWER, a 
set  of  policies  that  build  on  the  demand‐reduction measures  of  the WHO  FCTC  and  have  been 
proven to be effective measures to reduce tobacco use. “Best buys” to address noncommunicable 
diseases include MPOWER policies as key measures to reduce tobacco use as the leading cause of 
noncommunicable disease‐related death. 

Based on the WHO FCTC; it is a legal obligation for all countries that are Parties to the Convention 
to implement the following policies/measures: 

1. Monitor tobacco use. 
2. Protect people  from second‐hand smoke  through  implementing 100%  tobacco‐free public 

places. 
3. Enforce a total ban on advertising, promotion and sponsorship. 
4. Warn people about the dangers of tobacco use through graphic warnings. 
5. Offer help and support for people to quit, through cessation services. 
6. Increase taxes on tobacco products. 

To assist policy‐makers to make informed decisions, the most commonly asked questions about key 
tobacco control policies and other associated tobacco control issues have been summarized in a set 
of frequently asked questions. 

   

The problem: the tobacco 
epidemic in the Region1,2

Number 1 preventable risk factor for 
premature death and disease

20.6% of adults smoke

1 in 3 children exposed to secondhand 
smoke at home

187 000 annual deaths caused by 
tobacco use

64 100 annual deaths due to 
secondhand smoke 

1 609 000 disability-adjusted life years 
(DALYs) lost to secondhand 
smoke

2 793 000 DALYs lost to tobacco use

6 MPOWER measures with the 
greatest impact on reducing 
tobacco use 

1 Global treaty to counter the 
tobacco burden – WHO FCTC

Today, we have the means to effectively curtail the 
tobacco epidemic, full implementation of the WHO 
FCTC.

The tobacco epidemic poses a formidable challenge 
to public health and development. However, with the 
WHO FCTC, the odds of mitigating the epidemic 
are no longer insurmountable, provided all countries 
ratify the Convention, legislate and fully implement 
the treaty’s provisions and assiduously pursue effective 
enforcement.

M  onitor tobacco use and 
prevention policies.

P  rotect people from tobacco 
smoke.

O ffer help to quit tobacco use.

W  arn about the dangers of 
tobacco.

E  nforce bans on tobacco 
advertising, promotion and 
sponsorship.

R  aise taxes on tobacco.

The solution: WHO FCTC and 
MPOWER
The WHO FCTC is the first international public 
health treaty negotiated under the auspices of WHO. 
It provides a comprehensive approach to reduce the 
health and economic burden caused by tobacco. An 
evidence-based treaty that reaffirms the right of all 
people to the highest standard of health, the WHO 
FCTC balances demand reduction with supply 
reduction, protects public health policies from the 
tobacco industry and calls for enhanced international 
cooperation to protect present and future generations 
from the devastating health, social, environmental and 
economic consequences of tobacco consumption and 
exposure to secondhand tobacco smoke.3 

In order to help Parties to fulfil their WHO FCTC 
obligations, WHO introduced MPOWER, a set of 
policies that build on the demand-reduction measures 
of the WHO FCTC and have been proven to be “best 
buy/good buy” measures to reduce tobacco use.

Note: A “best buy” is an intervention that is not only highly cost-
effective but also cheap, feasible and culturally acceptable to 
implement. “Good buys” are other interventions that may cost more 
or generate less health gain but still provide good value for money. 

M P O W E R in the Eastern Mediterranean Region

www.emro.who.int/tfi

Overview of the WHO Framework 
Convention on Tobacco Control 
(WHO FCTC) and MPOWER

حقائق وأرقام حول تجارة التبغ غير المشروعة 

نشرة الحقائق رقم 1

ولأن  للمهربين،  الجاذبية  شديد  منتجاً  السجائر  تمثل 
الضرائب تشكل نسبة كبيرة من السعر، فإن التهرب من 
الضرائب عن طريق تحويل منتجات التبغ إلى السوق غير 
يحقق  للضرائب(  المبيعات  تخضع  لا  )حيث  المشروعة 
السجائر  توفر  ويؤدي  للمهربين.  معتبر  ربح  هامش 
ازدياد  وبالتالي  الاستهلاك  زيادة  إلى  الثمن  منخفضة 

خطر ارتفاع عدد الوفيات بسبب التبغ في المستقبل. 
خطراً  كونها  بجانب   – المشروعة  غير  التبغ  تجارة  تمثل 
تطبيق  عدم  عن  ناجمة  مشكلة   – الصحة  على  كبيراً 
القوانين إذ يقوم عليها غالباً مجموعات إجرامية منظمة 

متعددة الجنسيات ومن بينها منظمات إرهابية1.
ــة  ــن دول ــة م ــير المشروع ــارة غ ــم التج ــح حج يتأرج
ــن 1% إلى  ــة – م ــرات المتاح ــاً للتقدي ــرى – طبق لأخ
ــغ  ــغ. ويبل ــوق التب ــالي س ــن إجم ــوالي 40–50% م ح
إجمــالي العائــدات المفقــودة بســبب ذلــك حــوالي 
ــارة  ــار تج ــزداد انتش ــنوياً. وي ــار دولار س 40.5 ملي
الدخــول  ذات  الــدول  في  المشروعــة  غــير  التبــغ 
المنخفضــة والمتوســطة أكثــر منهــا في الــدول ذات 

ــة2. ــول المرتفع الدخ
ــة  ــير المشروع ــارة غ ــك التج ــلى تل ــاء ع ــهم القض يس
أو تقليــل نطــاق انتشــارها في الســيطرة عــلى الجائحــة 
مــن خــلال رفــع أســعار المنتجــات في تقليــل الوفيات 
المبكــرة وزيــادة عائــدات الحكومــات مــن الضرائــب. 
وإذا تــم القضــاء عــلى هــذه التجــارة غــير المشروعــة 
ــار دولار ســنوياً عــلى  ســربح الحكومــات 31.3 ملي
الأقــل، كــما ســيتم تجنــب أكثــر مــن 164 ألــف حالــة 
وفــاة مبكــرة مــن عــام 2030 ومــا بعدهــا، معظمهــم 

في الــدول ذات الدخــول المتوســطة والمنخفضــة2.
ــغ  ــات التب ــر منتج ــير أكث ــد كب ــجائر إلى ح ــل الس تمث
ــة شرق  ــل منطق ــق مث ــض المناط ــن في بع ــيوعاً، لك ش
ــير  ــارة غ ــبر التج ــيا تعت ــوب شرق آس ــط وجن المتوس
الشرعيــة في التبــغ غــير القابــل للتدخــين وتبــغ 

ــة.  ــن الأهمي ــل م ــدر مماث ــلى ق ــة ع الشيش
فئــة  في  أنــه  العالميــة  الجــمارك  منظمــة  لاحظــت 
كبــيرة في  زيــادة  ثمــة  الأخــرى  التبــغ  منتجــات 
ــام 2013،  ــغ ع ــغ المض ــن تب ــادرة م ــات المص الكمي
حيــث وصلــت الكميــة المصــادرة إلى 38 طنــاً مقارنــة 
ــة  ــت الكمي ــام 2012. وارتفع ــان في الع ــة أطن بثماني

المصــادرة مــن تبــغ الشيشــة مــن 69 طنــاً عــام 2012 
إلى 75 طنــاً عــام 3.2013  

تفتقــر أغلــب دول منطقــة شرق المتوســط إلى البيانــات 
الشــفافة والعامــة حــول تجــارة التبــغ غــير المشروعــة، 
ولا تتوافــر في وثائــق تقاريــر اتفاقيــة منظمــة الصحــة 
ــن دول  ــغ ع ــة التب ــأن مكافح ــة بش ــة الإطاري العالمي
ــلامية  ــة الإس ــتان والجمهوري ــتثناء باكس ــة باس المنطق
ــمية في  ــوح رس ــر مس ــدم تواف ــم ع ــة. ورغ الإيراني
باكســتان إلا أن التقديــرات تشــير إلى أن حــوالي %17 
ــة  ــير مشروع ــة غ ــجائر المحلي ــوق الس ــالي س ــن إجم م
ــة  ــة ومزيفــة ومنتجــات محلي وتشــمل منتجــات مُهرب
التصنيــع غــير مدفوعــة الجــمارك. )المصــدر: المجلــس 
قــدرت  وقــد   .)2012 للإيــرادات،  الفيــدرالي 
ــة  ــوالي 20% في الجمهوري ــة بح ــير المشروع ــوق غ الس
الإســلامية الإيرانيــة. وتوصلــت دراســة أجراهــا 
باحثــون بمركــز أبحــاث مكافحــة التبــغ والوقايــة منه 
إلى أن 21% مــن إجمــالي الســجائر الموجــودة بالســوق 

ــة4.   ــير مشروع ــت غ ــام 2009 كان ــران ع في طه
تشــير الدراســات التــي شــملت 16 دولــة إلى أن 
ميــلًا  أكثــر  ولفــرة طويلــة  الشرهــين  المدخنــين 
ــب  ــب الضرائ ــرب من/تجن ــمال الته ــراك في أع للاش
ــلًا  ــل مي ــلاع أق ــوون الإق ــن ين ــون الذي ــما المدخن بين

ــك5.  لذل
في بعــض الــدول يكــون المدخنــون صغــار الســن هــم 
ــران –  ــباب في طه ــين. فالش ــي للمهرب ــدف الرئي اله
عــلى ســبيل المثــال – كانــوا أكثــر إقبــالاً مــن الفئــات 
الأكــبر في العمــر عــلى تدخــين للســجائر المهربــة )30 
 ،%19.3 ســنة:   55–31  ،%24.5 أقــل:  أو  ســنة 
 أكثــر مــن 55 ســنة: 15.3%، القيمــة الاحتماليــة

.4)0.023 = 
ــارة  ــة التج ــور زادت حص ــر يورومونيت ــاً لتقاري طبق
الســجائر  اســتهلاك  إجمــالي  في  المشروعــة  غــير 
عــام   %28 إلى   2008 عــام   %12 مــن  تونــس  في 
2013، ووصلــت إلى ذروتهــا عنــد 24% في مــر 
ــارات  ــن 20% في الإم ــر م ــت أكث ــام 2012، وبلغ ع
ــل  ــل أن عوام ــام 6.2013 ويحتم ــدة ع ــة المتح العربي
عــدم الاســتقرار الســياسي والراعــات وانخفــاض 
ــارة  ــهلت تج ــد س ــدود ق ــلى الح ــن ع ــتوى الأم مس

ــة.  ــض دول المنطق ــة في بع ــير المشروع ــغ غ التب

Faits et chiffres sur le commerce illicite des 
produits du tabac

Aide-mémoire N°1

Les cigarettes sont un produit 
particulièrement attractif pour les 
contrebandiers. Les taxes représentant 
une forte proportion du prix, l’évasion 
fiscale dans le cadre du détournement 
des produits du tabac vers le marché 
illicite (marché dans lequel les ventes sont 
en grande partie en franchise d’impôt) 
crée une marge bénéficiaire considérable 
pour les contrebandiers. La disponibilité 
des cigarettes peu coûteuses entraîne 
une hausse de la consommation et par 
conséquent, on assistera à l’avenir à une 
augmentation du risque de décès dus à la 
consommation de tabac.

En plus d’être un problème de santé 
majeur, le commerce illicite des produits 
du tabac soulève également la question 
de la détection et de la répression. On 
retrouve généralement à la tête de ce 
type de commerce, les groupes criminels 
organisés transnationaux, notamment les 
organisations terroristes1.

Selon les estimations disponibles, l’ampleur 
du commerce illicite varie entre les pays, 
allant de 1 % à environ 40-50 % du marché. 
Le coût total en termes de manque à 
gagner s’élève à près de 40,5 milliards de 
dollars US par an. Le commerce illicite des 
produits du tabac est plus important dans 
les pays à revenu faible ou intermédiaire 
que dans les pays à revenu élevé2.

L’élimination ou la réduction de ce 
commerce illicite permettrait de diminuer 
la consommation en augmentant les 
prix, en réduisant le nombre de décès 
prématurés et en augmentant les recettes 
fiscales des gouvernements. Si l’on éliminait 
le commerce illicite, les gouvernements 

gagneraient au moins 31,3 milliards de 
dollars US par an et plus de 164 000 décès 
prématurés seraient évités chaque année, 
et ce à partir de l’année 2030 ; décès qui 
pour la plupart surviennent dans les pays à 
revenu faible ou intermédiaire2.

La cigarette est de loin le produit illicite 
du tabac le plus fréquent. Cependant, dans 
certaines régions telles que la Méditerranée 
orientale et l’Asie du Sud-Est, le commerce 
illicite de tabac sans fumée et de tabac 
pour pipe à eau est également important.

En ce qui concerne les autres produits du 
tabac, en 2013, l’Organisation mondiale des 
douanes a remarqué une augmentation 
significative de la quantité de tabac à 
chiquer saisie qui, en 2012, s’élevait à 8 
tonnes en comparaison avec les 38 tonnes 
signalées en 2013. La quantité saisie de 
tabac pour pipe à eau a augmenté, passant 
de 69 tonnes en 2012 à 75 tonnes en 
20133.

La plupart des pays de la Région de la 
Méditerranée orientale ne disposent pas 
de données transparentes et publiques 
sur le commerce illicite du tabac. En 
outre, de telles données n’existent pas 
dans les instruments de notification de la 
Convention-cadre de l’OMS pour la lutte 
antitabac. Les seules exceptions sont la 
République islamique d’Iran et le Pakistan. 
Il n’existe pas d’enquêtes officielles au 
Pakistan, néanmoins, on estime que près 
de 17 % du marché intérieur total de 
cigarettes est illicite et celui-ci comprend la 
contrebande, la contrefaçon et les produits 
fabriqués localement pour lesquels des 
droits n’ont pas été acquittés. (source : 
Federal Board of Revenue – il s’agit d’une 

Facts and figures on the illicit tobacco trade

Fact sheet 1 

Cigarettes are a particularly attractive 
product to smugglers. Because tax is a 
high proportion of price, evading tax by 
diverting tobacco products onto the illicit 
market (where sales are largely tax-free) 
creates a considerable profit margin for 
smugglers. The availability of inexpensive 
cigarettes increases consumption and 
therefore increases the risk of more 
tobacco-related deaths in the future. 

Besides being a major health problem, illicit 
tobacco trade is also a law enforcement 
issue and is mostly carried out by organized 
transnational criminal groups, including 
terrorist organizations.1

According to available estimates, the size 
of the illicit trade varies between countries 
from 1% to about 40–50% of the market. 
The total lost revenue is about US$40.5 
billion a year. Illicit tobacco trade is more 
prominent in low-income and middle-
income countries than in high-income 
countries.2

Eliminating or reducing this illicit trade would 
reduce consumption by increasing price, 
reducing premature deaths and increasing 
tax revenue for governments. If this illicit 
trade were eliminated, governments would 
gain at least US$31.3 billion a year, and 
from 2030 onwards more than 164 000 
premature deaths a year would be avoided, 
the vast majority in middle-income and 
low-income countries.2 

Cigarettes are by far the most frequent 
illicit tobacco products, but in some regions, 
such as the Eastern Mediterranean and 
South-East Asian regions, the illicit trade of 
smokeless and water pipe tobacco is also 
important.

In category of other tobacco products, the 
World Customs Organization noticed a 
significant increase in the seized quantity 
of chewing tobacco in 2013, which in 
2012 amounted to 8 tonnes compared 
to 38 tonnes reported in 2013. The seized 
quantity of water pipe tobacco increased 
from 69 tonnes in 2012 to 75 tonnes in 
2013.3 

Transparent and public data on the illicit 
tobacco trade are lacking in most countries 
of the Eastern Mediterranean Region 
and are not available in the reporting 
instruments of the WHO FCTC for the 
countries of the Region. Exceptions are 
Pakistan and the Islamic Republic of Iran. 
Although, no official surveys are available 
in Pakistan, it is estimated that almost 17% 
of the total domestic market of cigarettes 
is illicit and includes smuggled, counterfeit 
and non-duty paid locally manufactured 
products. (Source: Federal Board of 
Revenue, 2012) In the Islamic Republic of 
Iran, the illicit market has been estimated 
at 20%. A study by researchers at the 
country’s Tobacco Control and Prevention 
Research Center found that 21% of all 
cigarettes on the market in Tehran in 2009 
were illicit.4 

Research in 16 countries indicate that on 
average, heavy and long-term smokers are 
more likely to engage in tax avoidance/
evasion while smokers who intend to quit 
are less likely.5

In some countries, young smokers are the 
main target for smugglers. Young people in 
Teheran, for instance, were more likely than 
older people to smoke smuggled cigarettes 
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regional language networks. Two countries 
(Yemen and United Arab Emirates) were cited in 
the WHO Report on the Global Tobacco Epidemic, 
2015 as among the highest achieving countries 
in terms of banning TAPS, and Saudi Arabia was 
cited as one of the countries that had achieved 
full compliance with banning tobacco use in 
public places. Technical support was provided 
for capacity-building on smoking cessation and 
ratification of the WHO FCTC protocol in the 
Gulf Cooperation Council (GCC) countries. 
Saudi Arabia and Iraq became parties to the 
WHO FCTC protocol and three new countries 
joined the highest achieving countries in terms of 
monitoring (Kuwait, Pakistan and Qatar). 

The burden of overweight, obesity and diet-
related chronic diseases continues to increase 
due to nutrition transition, especially in high-
income and middle-income countries. Seventeen 
countries have adopted the International Code 
of Marketing of Breast-milk Substitutes, and 
are monitoring its application. Nevertheless the 
progress on implementation is uneven. A number 
of policy guidance documents were developed to 
support the adoption of sustainable multisectoral 
approaches. These included policy statements and 
recommended actions for reducing salt, fat and 
sugar intakes and a protocol for measuring salt 
intake using 24 hour-urine collection.

Current salt intakes in the Region are very high, 
with an average intake of 10 g per person per day in 
most countries. Implementation of salt reduction 
strategies is progressing in several countries, and 
multisectoral national committees have been 
established in some countries with an authority 
to strategize and monitor implementation of salt 
reduction activities. Intake estimates for saturated 
fatty acids are also high, with most countries 
exceeding the 10% upper limit. Initiatives 

aimed at reducing total and saturated fat in 
food products have been undertaken in several 
countries (Egypt, Iraq, Islamic Republic of Iran 
and GCC countries). In most countries, industry 
participation remains voluntary and timid. Food 
labelling for total fat, saturated fatty acids, transfat 
and salt in all food imported or locally produced 
became mandatory in GCC countries. In Egypt, 
the first steps were taken to reduce palm oil 
intake with the circulation of a draft standard on 
subsidized cooking oil. In several countries, private 
industry moved towards voluntary production of 
low fat and fat-free dairy products.

A draft nutrient profiling model was developed 
to guide countries in categorizing foods and 
beverages into ‘healthy’ and ‘unhealthy’. Support 
was provided, in collaboration with the WHO 
Regional Office for Europe, WHO headquarters 
and Liverpool University, to several countries 
to develop a provisional roadmap to speed up 
action on marketing of unhealthy foods through 
building capacity for legal interventions. A 

½ Policy statement and recommended 
actions on lowering sugar intake

البيان الخاص بالسياسات والإجراءات الموصى بها 
لخفض مدخول السكر والحد من معدلات انتشار 
 الإصابة بالسكري من النمط 2 والسمنة في إقليم

شرق المتوسط

هدف السياسات
والأطفال  البالغين  إصابة  مخاطر  لتقليل  والسمنة،   2 النمط  من  بالسكري  الإصابة  انتشار  من  والحد  السكريات  مدخول  خفض 
بالأمراض غير السارية، مع التركيز بشكلٍ خاص على الوقاية من اكتساب الوزن غير الصحي وما يرتبط به من أمراض مثل السكري 

الأسنان. س  وتسوُّ

الأساس المنطقي
نسبة  بتقليل  البالغين والأطفال-  الأفراد-  التي توصي جميع  العالمية  الصحة  لمنظمة  الإرشادية  الدلائل  السياسات على  تعتمد هذه 
مدخول السكريات الحرة في نظامهم الغذائي إلى أقل من 10%، ويفضل مواصلة خفضها إلى أقل من 5%1. وتعتبر نسبة 5% الهدف 
وتشمل  فيه.  والسكري  بالسمنة  الإصابة  معدلات  ارتفاع  ضوء  في  الطويل  المدى  على  المتوسط  شرق  لإقليم  بالنسبة  الأنسب 
السكريات الحرة مركبات السكريات الأحادية والسكريات الثنائية التي تضاف إلى الأغذية والمشروبات من جانب صانعها أو طاهيها 
أو مستهلكها، والسكريات الموجودة طبيعياً في العسل والشراب وعصائر الفواكه ومركباتها المركّزة. وسيتطلب ذلك إحداث تغييٍر 
كبير في أنماط الاستهلاك الغذائي، كما سيتطلب الهدف الجديد المقترح بشأن خفض نسبة مدخول السكريات الحرة إلى أقل من %5، 
في واقع الأمر، وضع سياسات جذرية جديدة نظراً لأن نسبة مدخولات السكريات الحرة في معظم بلدان الإقليم، إن لم يكن جميعها، 

تتجاوز 5% بكثير.

بتقييم مستويات استهلاك السكريات الحرة الحالية ومصادرها في جميع الأطعمة  ويوصَ صانعو السياسات ومديرو البرامج الآن 
والمشروبات، والنظر في كيفية وضع تدابير على الصعيد الوطني تفضي إلى حدوث تحولٍ في السلسلة الغذائية في بلدانهم.

ينبغي أن تنظر الحكومات في مسألة تخفيض مدخول السكريات على نحوٍ تدريجي ومستدام على الصعيد الوطني خلال السنوات 
الثلاث أو الأربع القادمة. ويعتبر حدوث انخفاض كبير )50% أو أكثر، على سبيل المثال( في مدخول السكريات الآن أمراً ضرورياً 
لوضع حدٍّ لارتفاع معدلات الإصابة بالسكري والسمنة، وتخفيف عبء الوفيات المبكرة الناجمة عن الإصابة بالأمراض غير السارية 

بنسبة 25% بحلول عام 2025.

يرد في الملحق 1 ملخصٌ لتحليل أكثر تفصيلًا لسبب ارتباط تناول السكريات بزيادة الوزن ومضاعفات ذلك من الإصابة بالسكري 
وأمراض القلب والسرطان، فضلًا عن المخاطر الإضافية للإصابة بالسكري بصرف النظر عن زيادة الوزن، والمشاكل الرئيسية التي 
تصيب الأسنان مثل فقدانها وإصابتها بالعداوى في جميع الفئات العمرية وضعف النمو في مرحلة الطفولة. ومع ذلك، فإن إقليم 
شرق المتوسط يشهد أعلى معدلات انتشار السكري في العالم، وتجدر الإشارة إلى أن التحليلات المنهجية الجديدة تشير إلى أن تناول 

Guideline: sugars intake for adults and children. Geneva: World Health Organization; 2015 (http://www.who.int/  1

 nutrition/publications/guidelines/sugars_intake/en/, accessed 22 March 2016).

Déclaration de principe et mesures 
recommandées aux fins de la diminution 
des apports en sucre et de la réduction de la 
prévalence du diabète de type 2 et de l’obésité 
dans la Région de la Méditerranée orientale

Objectif de la déclaration

Diminuer les apports en sucre et réduire la prévalence du diabète de type 2 et de l’obésité afin de limiter 
le risque de maladies non transmissibles chez l’enfant et l’adulte, et plus particulièrement, de prévenir 
et de contrôler les surcharges pondérales nuisibles à la santé et les affections associées, notamment le 
diabète et les caries dentaires. 

Justification

La présente déclaration s’appuie sur la directive de l’OMS recommandant à tous les individus (enfants 
et adultes) de réduire l’apport en sucres libres à moins de 10 %, idéalement à 5 %, de l’apport 
énergétique total1. Compte tenu des taux particulièrement élevés d’obésité et de diabète dans la 
Région, un apport de 5 % est considéré comme l’objectif à long terme le mieux adapté. Les sucres libres 
incluent les monosaccharides et disaccharides ajoutés aux aliments par le fabricant, le cuisinier ou le 
consommateur, ainsi que les sucres naturellement présents dans le miel, les sirops, les jus de fruits et 
les concentrés de jus de fruits. Cette recommandation impliquera un bouleversement considérable des 
habitudes alimentaires et de fait, l’objectif proposé d’un apport en sucres limité à 5 % nécessitera de 
nouvelles politiques radicales, les apports s’avérant bien plus élevés dans la plupart, si ce n’est dans tous 
les pays de la Région. 

Les décideurs et les responsables de programme sont invités à évaluer dès à présent les niveaux actuels de 
l’apport en sucres libres, ainsi que l’origine de ces sucres à la fois dans la nourriture et dans les boissons. 
Ils peuvent également réfléchir sur les mesures à prendre au niveau national pour transformer la chaîne 
alimentaire dans leur pays.

Les gouvernements devraient envisager d’instaurer une réduction progressive et pérenne  
des apports en sucre dans le pays au cours des trois à quatre prochaines années. Des efforts 
significatifs, par exemple une baisse d’au moins 50 % des apports en sucre, sont jugés 
nécessaires afin de mettre un terme à l’augmentation du diabète et de l’obésité et de diminuer  
la charge des décès prématurés imputables aux maladies non transmissibles de près de 25 %  
d’ici 2025.

1 Guideline: sugars intake for adults and children. Geneva: World Health Organization; 2015 (en anglais seulement) 
[Directive : Apports en sucre chez l’adulte et l’enfant. Résumé d’orientation disponible en français, Genève : Organisation 
mondiale de la Santé ; 2015 http://apps.who.int/iris/bitstream/10665/155735/1/WHO_NMH_NHD_15.2_fre.pdf?ua=1, 
consulté le 22 mars 2016].

Policy statement and recommended actions for 
lowering sugar intake and reducing prevalence 
of type 2 diabetes and obesity in the Eastern 
Mediterranean Region

Policy goal

Lower sugar intake and reduced prevalence of type 2 diabetes and obesity, in order to reduce the risk 
of noncommunicable diseases in children and adults, with a particular focus on the prevention of 
unhealthy weight gain and associated conditions, such as diabetes and dental caries. 

Rationale

The policy is based on the WHO guidelines specifying that all individuals – children and adults – 
should consume less than 10%, or preferably 5%, of free sugars in their diet1. Given the extraordinarily 
high rates of obesity and diabetes in the Region, 5% is seen as the most appropriate long-term 
goal. Free sugars include mono-saccharides and disaccharides added to foods and beverages by the 
manufacturer, cook or consumer, and sugars naturally present in honey, syrups, fruit juices and fruit 
juice concentrates. This will require a major change in food intake patterns and the proposed new low 
sugar goal of 5% will, realistically, require radical new policies as intakes are known to be far higher 
than 5% in most, if not all, countries of the Region. 

Policy-makers and programme managers are now advised to assess current free sugar intake levels and 
their sources in both foods and drinks and consider how to develop nationwide measures that result in 
a transformation of the food chain in their country. 

Governments should consider introducing a progressive and sustainable reduction in national sugar 
intake over the next 3–4 years. Substantial falls, e.g. of 50% or more in sugar intake, are now considered 
necessary to halt the rise in diabetes and obesity and reduce the burden of premature deaths due to 
noncommunicable diseases by 25% by 2025.

A more detailed analysis of why sugar leads to weight gain with all its complications of diabetes, heart 
disease and cancers, as well as the additional risk of diabetes independent of weight gain and major 
dental problems, such as tooth loss and dental infections in all age groups, and poor childhood growth, 
is summarized in Annex 1. However, given that the Region has the highest prevalence of diabetes in 
the world it is relevant that new systematic analyses estimate that an extra soft drink a day increases 
the risk of diabetes by nearly a fifth (18%)2. Obesity rates are also extraordinarily high in both children 

1 Guideline: sugars intake for adults and children. Geneva: World Health Organization; 2015 (http://www.who.int/
nutrition/publications/guidelines/sugars_intake/en/, accessed 22 March 2016). 

2 Imamura F, et al. Consumption of sugar sweetened beverages, artificially sweetened beverages, and fruit juice and 
incidence of type 2 diabetes: systematic review, meta-analysis, and estimation of population attributable fraction. BMJ. 
2015;351:h3576.
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series of sensitization activities culminated in 
an open forum attended by mainstream media 
outlets, regional celebrities, media experts and 
representatives of civil society organizations 
which resulted in recommendations for non-
health sectors to address marketing of unhealthy 
foods to children.

In order to promote physical activity, capacity 
development was supported in mass media and 
social marketing, in partnership with the WHO 
Collaborating Centre on Physical Activity, 
Nutrition and Obesity, Sydney, Australia. The 
first round, in which nine countries participated, 
resulted in development by representatives of 
both health and non-health sectors of provisional 
social marketing and mass media plans. Distance 
mentoring on implementation was started with 
four countries (Islamic Republic of Iran, Kuwait, 
Oman and Morocco). In addition, a toolkit was 
developed to guide inclusion of physical activity 
in primary health care. 

Surveillance, monitoring and 
evaluation

The key priority is for Member States to 
implement the NCD surveillance framework with 
its three components (monitoring risk factors and 
determinants, tracking morbidity and premature 
cause-specific mortality, and assessing health 
system response and performance). The indicators 
included under each of the three components will 
enable Member States to monitor their progress 
in achieving the targets of the global action plan 
endorsed by the World Health Assembly.. A 
training module has been developed and will be 
offered to countries to build capacity in NCD 
surveillance and a training course for trainers is 
expected to be conducted before the end of 2016. 

A number of surveys were completed as part of 
monitoring risk factors. Almost all countries 
completed the 2015 country capacity survey 
for noncommunicable diseases, and several 
countries are engaged at various stages of the 
STEPS survey to monitor the burden and trends 
of risk factors, the Global Adult Tobacco Survey 
and the Global Youth Tobacco Survey. Capacity-
building in cancer surveillance was conducted 
in collaboration with the International Agency 
for Research on Cancer (IARC), with a focus on 
establishing population-based cancer registries 
in countries, while a regional course to further 
strengthen capacity in surveillance was piloted 
and is being revised. This was further supported 
by setting up a standardized assessment tool to 
identify obstacles and opportunities for countries 
to scale up surveillance. 

Health care

The reorientation of health systems towards the 
integration of management of noncommunicable 
diseases into primary health care is a key priority. 
Building on the recommendations of a regional 
meeting held in 2014, a guide was developed for 
assessment of the health systems components 
underlying effective integration. In addition, 
a review of global evidence was conducted to 
support the development of a matrix of policy 
options, based on WHO health systems building 
blocks and tailored according to country needs. 
A core set of quality indicators for management 
of noncommunicable diseases was developed, as 
part of a regional initiative on quality measures in 
primary health care. 

A regional situation analysis of care of 
noncommunicable diseases in emergencies was 
conducted in five countries focusing on refugees 
and displaced persons from the Syrian Arab 
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Republic. The findings of the analysis emphasized 
the importance of a consistent primary health 
care approach to provision of care, even in 
emergency contexts. Experiences in the Region 
have also revealed the need for a standardized set, 
and timely provision, of core essential medicines 
and technologies. An emergency health kit for 
management of noncommunicable diseases 
was therefore developed, complementing the 
Interagency Emergency Health Kit. 

Country profiles were developed showing where 
each country stands in addressing the five strategic 
areas of cancer prevention and control. Work 
focused on building capacity, first, in establishing 
or assessing cancer registries, and second, in the 
development of palliative care. Many countries 
have invested substantially in organizing 
nationwide breast cancer screening and public 
health awareness campaigns. In 2015 WHO 
provided technical support for the development 
of screening programmes and for evaluation of 
public awareness campaigns. 

In 2015 the Regional Office led, and played an 
important role in, advocacy for an accountability 
framework to measure progress. The contribution 
of countries was substantial in ensuring that 
the 10 indicators crafted to measure progress 
were aligned with the indicators of the regional 
framework for action. Countries are now better 
able to monitor and report on progress, and to 
meet their commitment in implementing the 
time-bound commitments of Member States: 
by 2015, to set national targets, and develop/
strengthen national multisectoral action plans; 
and by 2016, to reduce risk factors, and strengthen 
health systems.

WHO will continue to work with Member States 
to accelerate progress, which will be measured by 

the progress indicators during the next United 
Nations review in 2018. Focus will be placed on 
raising political awareness and increasing the level 
of multisectoral involvement in implementing the 
provisions of the regional framework through a 
whole-of-government approach and on providing 
technical support to countries. 

Mental health

Mental, neurological and substance disorders 
account for the loss of 7.4% of disability-
adjusted life-years, and for 22.9% of the years 
lived with disability globally. Illicit drug use 
accounts for 0·9% of DALYs lost globally. The 
age-standardized prevalence of drug dependence 
for cannabis (0.19%), amphetamines (0.25%), 
cocaine (0.10%) and opioids (0.22%) in the 
Region are similar to global estimates. However, 
the Region has the highest prevalence of mental 
disorders, specifically depressive illness and anxiety 
disorders, of all WHO regions. This is almost 
wholly accounted for by the complex emergency 
situations prevailing within the Region. While all 
countries have made some progress, irrespective 
of national income level, a huge treatment gap 
remains, ranging from 76% to 85% for severe 
mental disorders. 

Despite the great burden, mental health continues 
to have a low political and public health profile 
while the stigma attached to it cuts across all 
aspects of mental health care, with widespread 
discrimination that has major impact on service 
development, delivery and utilization. Mental 
health has suffered chronic under-funding and 
consequently there is a paucity of specialist staff 
and services. The skills of both general health 
workers and mental health leaders are largely 
limited to the delivery of care.
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Institutional care is still the dominant model of 
care in the majority of countries. This constrains 
the capacity for development of mental health 
staff and has led to human rights abuses. There is 
a lack of research evidence and information from 
within the Region to underpin strategic planning 
and service development. Nevertheless, mental 
health and substance abuse are starting to attract 
more attention, both globally and regionally, and 
the number of countries experiencing complex 
emergency situations is driving up the need and 
demand for support services. 

In 2015, the Regional Committee endorsed 
an evidence-based regional framework which 
was developed between 2014 and 2015 by the 
Regional Office in consultation with Member 
States and top international and regional 
experts. The aim of the framework is to scale up 
action on mental health and operationalize the 
Comprehensive mental health action plan 2013–
2020. Four domains of action were identified by 
the regional framework: governance, prevention, 
health care and surveillance. 

Good progress has been made by some countries. 
In the area of governance, some countries 
(Kuwait, Lebanon, Oman, Qatar, Somalia, 
United Arab Emirates) developed or updated 
their mental health strategies in accordance with 
the global targets and indicators. Three countries 
(Afghanistan, Saudi Arabia and United Arab 
Emirates) reviewed their mental health legislation 
and regulations in accordance with provisions of 
the United Nations Convention for the Rights 
of Persons with Disabilities (UNCRPD). The 
curriculum for a regional course in leadership in 
mental health was developed and the first course 
was hosted by American University in Cairo 
(AUC) in September 2015. 

In the area of health care, support was provided in 
a number of areas. More than half the countries 
now have functioning mhGAP programmes 
aimed at bridging the treatment gap for priority 
mental health problems through integration 
within primary health care. So far three countries 
(Afghanistan, Jordan, Libya) have initiated the 
Quality and Rights project based on the provisions 
of the UNCRPD to ensure quality of services 
and observance of patient’s rights in psychiatric 
facilities. Services for substance use disorders 
were strengthened in Iraq and Pakistan through 
capacity-building and support for the setting up of 
centres, in collaboration with the United Nations 
Office on Drugs and Crime (UNODC). Opium 
substitution treatment services were established in 
Pakistan and expanded in other countries, while a 
harm reduction protocol was developed in Oman.

Support was provided, in collaboration 
with WHO headquarters and international 
nongovernmental organizations, to countries 
undergoing humanitarian crises in mental 
health and psychosocial support in emergencies, 

½ Regional framework to scale up action on 
mental health

Cadre régional pour intensifier l’action en matière de 
santé mentale dans la Région de la Méditerranée orientale

Domaine Interventions stratégiques Indicateurs proposés
Gouvernance Établir/actualiser une politique nationale multisectorielle/un plan 

d’action stratégique pour la santé mentale
Intégrer la santé mentale et le soutien psychosocial aux plans 
nationaux de préparation aux situations d’urgence et de 
relèvement
Examiner la législation de santé mentale au regard des 
conventions/instruments internationaux sur les droits de 
l’homme
Intégrer les affections mentales prioritaires dans la formule de 
base des régimes de remboursement des assurances publics/
privés

Le pays est doté d’une politique/d’un plan national(e) multisectoriel(le) de santé mentale 
opérationnel(le), conforme aux instruments internationaux/régionaux sur les droits de 
l’homme
Les prestations de santé mentale et de soutien psychosocial sont intégrées dans les plans 
nationaux de préparation aux situations d’urgence
Le pays a actualisé sa législation de santé mentale afin qu’elle soit conforme aux textes 
internationaux/régionaux sur les droits de l’homme
Inclusion des affections mentales prioritaires spécifiées dans les formules de base des 
régimes d’assurance/de remboursement publics et privés
Des budgets plus importants ont été alloués pour atteindre les cibles nationales fixées en 
matière de prestation de services de santé mentale

Soins de santé Créer des services de santé mentale dans les hôpitaux généraux 
pour les soins en ambulatoire et les hospitalisations de courte 
durée
Intégrer des interventions d’un bon rapport coût-efficacité, 
réalisables, économiquement abordables et reposant sur des 
bases factuelles pour les maladies mentales dans les soins 
de santé primaires et dans d’autres programmes de santé 
prioritaires
Permettre aux personnes atteintes de maladies mentales et à 
leurs familles d’accéder aux services d’auto-assistance et aux 
interventions communautaires
Réduire le recours aux séjours de longue durée dans les hôpitaux 
psychiatriques existants
Mettre en œuvre les meilleures pratiques en matière de santé 
mentale et de soutien psychosocial dans les situations d’urgence 

Proportion d’hôpitaux généraux disposant d’unités de santé mentale, tant pour les 
patients hospitalisés que pour les consultations externes
Proportion de personnes souffrant d’affections mentales qui utilisent des services de 
santé (ventilé par âge, sexe, diagnostic et milieu)
Proportion de centres de soins de santé primaires disposant en permanence de 
médicaments psychotropes essentiels
Proportion de centres de soins de santé primaires avec au moins un membre du 
personnel formé à effectuer des interventions non pharmacologiques
Proportion d’établissements de santé mentale faisant l’objet d’un suivi annuel reposant sur 
des normes de qualité et de droits afin de garantir la protection des droits fondamentaux 
des personnes atteintes d’affections mentales
Proportion d’agents de soins de santé formés à reconnaître et à prendre en charge les 
affections mentales prioritaires dans les situations d’urgence 

Promotion et 
prévention

Fournir des interventions d’un bon rapport coût-efficacité, 
réalisables et économiquement abordables, par le biais de 
plateformes communautaires et populationnelles
Former les personnels des services d’urgence à fournir les 
premiers soins psychologiques

Proportion d’écoles utilisant l’approche scolaire globale pour promouvoir l’acquisition des 
compétences essentielles
Proportion de personnels de santé maternelle et infantile formés à fournir des soins aux 
jeunes enfant et à les accompagner dans leur développement, ainsi qu’à enseigner les 
compétences parentales aux mères et aux familles
Proportion de personnels de santé maternelle et infantile formés à reconnaître 
précocement et à prendre en charge la dépression maternelle
Disponibilité d’un plan d’action national opérationnel de prévention du suicide
Campagnes nationales régulières pour améliorer les connaissances en matière de santé 
mentale et réduire la stigmatisation utilisant de nombreux canaux de communication
Formation aux premiers soins psychologiques intégrée au niveau national dans toutes les 
formations destinées aux personnels intervenant en urgence

Surveillance, 
suivi et 
recherche

Intégrer les indicateurs de base dans les systèmes d’information 
sanitaire nationaux
Renforcer la capacité nationale à entreprendre la recherche 
prioritaire

Disponibilité de données et de rapports systématiques sur un ensemble minimum 
d’indicateurs de la santé mentale au niveau national 
Communication annuelle de données nationales sur le nombre de décès par suicide 

 الإطار الإقليمي لتوسيع نطاق العمل في مجال رعاية الصحة النفسية
في إقليم شرق المتوسط

لات الاستراتيجية المجال حةالتدخُّ المؤشرات المقتَرَ
أن يكــون لــدى كل بلــد سياســة/ خطــة وطنيــة تنفيذيــة متعــددة القطاعــات للصحــة النفســية بــما يتماشــى مــع الصكــوك وضع أو تحديث سياسة/خطة عمل استراتيجية وطنية متعددة القطاعات للصحة النفسيةالحوكَمَة

الدولية/الإقليميــة لحقــوق الإنســان
ب للطوارئ والتعافي منها إدماج تقديم الدعم الصحي النفسي والنفسي الاجتماعي في الخطط الوطنية للتأهُّ ب للطوارئ  إدماج الدعم الصحي النفسي والنفسي الاجتماعي في الخطط الوطنية للتأهُّ

والتعافي منها
مراجعــة التشريعــات ذات الصلــة بالصحــة النفســية بــما يتماشــى مــع الصكــوك /العهــود 

الدوليــة لحقــوق الإنســان
ب للطوارئ والتعافي منها إدماج تقديم الدعم الصحي النفسي والنفسي الاجتماعي في الخطط الوطنية للتأهُّ

دمــج الحــالات النفســية ذات الأولويــة في حزمــة الرعايــة الصحية الأساســية التــي تقدمها 
أنظمــة التأمــين الحكوميــة والاجتماعية/الخاصــة أو أنظمة اســترداد مبالــغ التأمين. 

أن يكون لدى كل بلد تشريعات محدَّثة في مجال الصحة النفسية بما يتماشى مع الصكوك الدولية/الإقليمية لحقوق الإنسان
ــة  ــين العام ــة التأم ــا أنظم ــي تقدمه ــية الت ــة الأساس ــة الصحي ــزم الرعاي ــة في حِ ــة ذات أولوي ــية معين ــالات نفس ــاج ح إدم

ــين. ــغ التأم ــترداد مبال ــة اس والخاصة/أنظم
زيادة مخصصات الميزانية اللازمة لتحقيق غايات تقديم خدمة الصحة النفسية الوطنية المتفَق عليها 

إرســاء خدمــات الصحــة النفســية في المستشــفيات العامــة للمــرضى الخارجيــين ووحدات الرعاية الصحية
الرعايــة القصــرة الأجــل للمــرضى الداخليين

ــدوى وميســورة  ــردود وذات ج ــة الم ــات عالي ــلات قائمــة عــى البين ــم تدخُّ إدمــاج تقدي
التكلفــة إلى أصحــاب الحــالات النفســية ضمــن برامــج الرعايــة الصحيــة الأوليــة وغرهــا 

مــن البرامــج الصحيــة ذات الأولويــة 
ــالات  ــذوي الح ــة ل ــلات مجتمعي ــة وتدخُّ ــاعدة الذاتي ــى المس ــة ع ــلات قائم ــة تدخُّ إتاح

ــم ــية وأسره النفس
التقليل من عدد مستشفيات الصحة النفسية التي يقيم فيها المرضى لفترات ممتدة

نسبة المستشفيات العامة التي بها وحدات للصحة النفسية، بما فيها وحدات للمرضى الداخليين والخارجيين
نســبة الأشــخاص ذوي الحــالات النفســية الذيــن يســتفيدون مــن الخدمــات الصحيــة )مصنَّفــين حســب العمــر والجنــس 

والتشــخيص والمــكان(
نسبة مرافق الرعاية الصحية الأولية التي تتوافر فيها بانتظام الأدوية الأساسية النفسانية التأثر

ــر  ــلات غ ــم التدخُّ ــى تقدي ب ع ــدرَّ ــف مُ ــل موظ ــى الأق ــا ع ــل به ــي يعم ــة الت ــة الأولي ــة الصحي ــق الرعاي ــبة مراف  نس
ــة الدوائي

نســبة مرافــق الرعايــة الصحيــة النفســية التــي تخضــع للمراقبــة ســنويًا لضــمان حمايــة حقــوق الإنســان للأشــخاص ذوي 
الحــالات النفســية باســتخدام معايــر الجــودة والحقــوق 

ــي في  ــسي الاجتماع ــم النف ــية والدع ــة النفس ــال الصح ــات في مج ــل الممارس ــذ أفض تنفي
ــوارئ ــالات الط ح

ــا في  ــة ومعالجته ــية ذات الأولوي ــالات النفس ــى الح ــرف ع ــين عــى التع ــة المدرب ــة الصحي ــال الرعاي ــين في مج ــبة العامل نس
ــوارئ ــالات الط ح

تعزيز الصحة 
والوقاية 

ــة المــردود وذات جــدوى وميســورة التكلفــة مــن خــلال المرافــق  ــلات عالي تقديــم تدخُّ
ــكانية ــة والس المجتمعي

ــة  ــعافات الأولي ــم الإس ــى تقدي ــوارئ ع ــالات الط ــتجابة في ح ــات الاس ــب جه تدري
ــية النفس

نسبة المدارس التي تتبع نهجْ المدرسة ككل لصقل المهارات الحياتية 
نسبة العاملين في مجال الرعاية الصحية للأمهات والأطفال المدربين عى تقديم الرعاية في مرحلة الطفولة المبكرة وعى 

مهارات النماء والتربية للأمهات والأسُر.
ف المبكر عى حالات اكتئاب الأمهات  نسبة العاملين في مجال الرعاية الصحية للأمهات والأطفال المدربين عى التعرُّ

ومعالجتها 
وجود خطة عمل تنفيذية وطنية للوقاية من الانتحار 

تنفيذ حملات وطنية منتظمة لتحسين المعرفة بالصحة النفسية والحدّ من الوصم باستخدام قنوات متعددة
إدراج التدريب عى الإسعافات النفسية الأولية في جميع برامج التدريب التي تتلقاها الجهات المعنية بتقديم الاستجابة في 

حالات الطوارئ 
د والرَصْد  الترصُّ

والبحوث 
إدماج المؤشرات الأساسية في نُظُم المعلومات الصحية الوطنية

تعزيز القدرة الوطنية عى إجراء بحوث محددة الأولويات 
توفر تقارير وبيانات منتظمة عى المستوى الوطني بشأن مجموعة المؤشرات الأساسية للصحة النفسية 

إعداد تقارير سنوية بالبيانات الوطنية عن عدد الوفيات بالانتحار

Regional framework to scale up action on 
mental health in the Eastern Mediterranean Region

Domain Strategic interventions Proposed indicators

Governance Establish/update a multisectoral national policy/strategic action 
plan for mental health 

Embed mental health and psychosocial support in national 
emergency preparedness and recovery plans

Country has an operational multisectoral national mental health policy/plan in line with 
international/regional human rights instruments

Mental health and psychosocial support provision is integrated in the national emergency 
preparedness plans

Review legislation related to mental health in line with 
international human rights covenants/ instruments

Country has updated mental health legislation in line with international/regional human 
rights instruments

Integrate priority mental conditions in the basic health delivery 
package of the government and social/private insurance 
reimbursement schemes

Inclusion of specified priority mental health conditions in basic packages of health care of 
public and private insurance/reimbursement schemes

Enhanced budgetary allocations are in place for addressing the agreed upon national 
mental health service delivery targets

Health care Establish mental health services in general hospitals for 
outpatient and short-stay inpatient care

Integrate delivery of cost-effective, feasible and affordable 
evidence-based interventions for mental conditions in primary 
health care and other priority health programmes

Provide people with mental health conditions and their families 
with access to self-help and community-based interventions.

Downsize the existing long-stay mental hospitals 

Proportion of general hospitals which have mental health units, including inpatient and 
outpatient units

Proportion of persons with mental health conditions utilizing health services 
(disaggregated by age, sex, diagnosis and setting)

Proportion of primary health care facilities with regular availability of essential 
psychotropic medicines

Proportion of primary health care facilities with at least one staff trained to deliver non-
pharmacological interventions

Proportion of mental health facilities monitored annually to ensure protection of human 
rights of persons with mental conditions using quality and rights standards

Implement best practices for mental health and psychosocial 
support in emergencies

Proportion of health care workers trained in recognition and management of priority 
mental conditions during emergencies

Promotion and 
prevention

Provide cost-effective, feasible and affordable preventive 
interventions through community and population-based 
platforms

Train emergency responders to provide psychological first aid

Proportion of schools implementing the whole-school approach to promote life skills 

Proportion of mother and child health care personnel trained in providing early childhood 
care and development and parenting skills to mothers and families

Proportion of mother and child health care personnel trained in early recognition and 
management of maternal depression 

Availability of operational national suicide prevention action plan

Regular national campaigns to improve mental health literacy and reduce stigma using 
multiple delivery channels

Psychological first aid (PFA) training is incorporated in all emergency responder trainings 
at national level

Surveillance, 
monitoring 
and research

Integrate the core indicators within the national health 
information systems

Enhance the national capacity to undertake prioritized research

Routine data and reports at national level available on the core set of mental health 
indicators

Annual reporting of national data on numbers of deaths by suicide
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through strengthening the technical capacities 
of the country offices, as well as direct support. 
The Arabic version of a training package for 
psychological first aid was published, and a 
psychosocial intervention package to be delivered 
through non-specialized health workers in 
emergencies is being field-tested. 

In the area of prevention, the Arabic version of 
the global report on suicide was published and 
launched in 2014. An assessment of resources and 
capacities available for diagnosis and management 
of autism spectrum disorders was conducted 
in collaboration with the Italian Public health 
Institute and the organization Autism Speaks. 
A training package on mental health for schools 
was finalized and is in the process of piloting 
in selected countries, while life skills education 
materials and parenting skills training materials 
for autism spectrum disorders are also being 
finalized. 

Guidance was published on setting up systems for 
suicide registration and substance use treatment 

information. A core set of quality indicators for 
mental health care in primary health care was 
developed, as part of a regional initiative on 
primary health care quality measures. 

WHO will strengthen its linkages and 
collaboration with regional and global partners 
to implement the provisions of the regional 
framework for action in the Region and 
operationalize the provisions of the global action 
plan 2013–2020. It will enhance its ability to 
provide support to countries for reviewing and 
developing national policies and strategies in line 
with the global action plan and focus on enhancing 
the specialist and non-specialist workforce for the 
integrated delivery of quality mental health care. It 
will also lead the development of a mental health 
literacy package and campaign to combat the 
stigma attached to mental health and substance 
abuse. It will continue to support countries to 
scale up mental health and psychosocial support in 
emergencies and will also promote mental health 
through school mental health, suicide prevention 
and mental health literacy programmes.
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Communicable 
diseases

Health security and 
international health regulations

The incidence of emerging and re-emerging 
infectious diseases continues to escalate: 

half the countries in the Region reported a high 
incidence of emerging and re-emerging infectious 
diseases in 2015. WHO responded to an 
increasing number of outbreaks. These included 
influenza A(H1N1) pdm09 in Libya, Kuwait 
and Jordan; avian influenza A (H5N1) in Egypt; 
MERS-CoV in Saudi Arabia and Jordan; cholera 
in Iraq and Somalia; hepatitis A in Syrian Arab 
Republic; dengue fever in Yemen; and unknown 
viral haemorrhagic fever in Sudan. Strategic, 
operational and technical support was provided to 
countries for detection, risk assessment and rapid 
response to emerging infectious diseases and to 
prevent international spread of these infections. 

In response to a Regional Committee resolution 
(EM/RC/61/R.2), rapid external assessments 
were conducted by WHO staff and experts 
towards the end of 2014 and in early 2015 in 
20 (out of 22) countries to assess the capacity to 
deal with a potential importation of Ebola virus. 
The major gaps identified related to leadership 
and coordination, capacities at points of entry, 
surveillance and response, infection control, 
laboratory capacity and risk communication 
(Fig. 3). Following this assessment of preparedness 
and readiness measures, a 90-day regional action 
plan was developed and implemented during the 
first quarter of 2015 to help the countries address 
the critical gaps identified by WHO in the areas 
of surveillance and response for prevention, 

detection and effective containment measures. 
This work contributed to accelerating the 
progress in implementation of the core capacity 
requirements under the International Health 
Regulations (2005).

Significant public health efforts were mounted to 
contain the cholera epidemic in Iraq. Surveillance 
systems were enhanced, the health care workforce 
was rapidly trained on case management, the 
operational response was stepped up and oral 
cholera vaccines were deployed to immunize 
over 300 000 vulnerable people and to prevent 
spillover of the outbreak into the hard-to-reach 
areas.

Work continued with a view to setting up a 
regional network of expert institutions within 
the framework of the Global Outbreak Alert 
and Response Network (GOARN) to respond to 
outbreaks and other health security threats. The 
guiding principles and rules of engagement for 
this network will be finalized and the network 
activated in 2016. The early warning, alert and 
response network (EWARN) was expanded in 
crisis-affected countries such as Iraq, Libya, Syrian 
Arab Republic and Yemen. 

 ½ Almost all countries conducted training for health 
workers on appropriate care and management of patients 
in the event of an outbreak of Ebola virus disease or 
similar highly pathogenic haemorrhagic fevers 
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The Region has made preparedness and 
response to an influenza pandemic a priority. In 
2015, actions focused on enhancing the early 
warning surveillance system, building effective 
rapid response teams, improving laboratory 
diagnosis, improving risk communication 
activities, increasing the availability and use of 
seasonal influenza vaccine, and developing and 
implementing plans of action for national capacity 
strengthening for preparedness and response. 
Seven countries (Afghanistan, Djibouti, Egypt, 
Jordan, Lebanon, Morocco, Yemen) received 
funds from the Pandemic Influenza Preparedness 
(PIP) Framework partnership to improve 
capacity for pandemic influenza preparedness and 
response. 

In view of the rapidly expanding threat of MERS-
CoV, efforts continued to support the countries 
to improve public health preparedness measures, 
especially infection prevention and control 

measures in the health care environment. The 
Regional Office organized the 4th international 
scientific meeting on MERS-CoV in May 2015. 
These meetings have helped the international 
scientific community to pinpoint the knowledge 
gaps on the mode and risk factors for transmission 
in humans and to identify the essential public 
health research needed to address such gaps. 

Significant progress was made in 2015 in addressing 
antimicrobial resistance. The regional steering 
committee met for the first time and outlined an 
operational framework for implementation of the 
global action plan on antimicrobial resistance, 
in collaboration with the Food and Agriculture 
Organization of the United Nations and World 
Animal Organization (OIE) and in line with the 
“One Health” concept. 

WHO will continue to strategically support high-
risk countries in the areas of surveillance, early 

Fig. 3
Comparison of IHR monitoring assessment results and Ebola assessment results, 2014, for the 
core capacity of surveillance
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detection and response to emerging infectious 
disease outbreaks. Comprehensive and integrated 
regional preparedness and response plans and 
strategies will be developed for managing these 
outbreaks and other health security threats, with 
the focus on prevention wherever possible, as 
well as early detection and response. A concerted 
effort will also be made to build national 
capacities to strengthen disease surveillance and 
response in accordance with the International 
Health Regulations (2005), including risk 
communication as an integral part of public 
health emergency interventions. 

The laboratory core capacities required under 
the International Health Regulations (2005) 
have not yet been met in about half of the 
countries owing to insufficient funding and 
inadequate access, quality of testing, equipment, 
supplies and workforce competency. WHO 
continued to provide comprehensive support in 
strengthening national health laboratory systems 
and services, with a focus on the required core 
capacity requirements. WHO, in consultation 
with national and international stakeholders, 
developed a draft regional health laboratory 
strategy 2016–2020. The strategy will guide the 
efforts of countries towards strengthening national 
health laboratory systems in a sustainable manner. 

Work started on establishing a laboratory network 
to strengthen laboratory surveillance, detection of 
and response to emerging dangerous pathogens. 
To obtain the necessary baseline information for 
establishing such a network, the epidemiological 
situation of viral haemorrhagic fevers and 
emerging dangerous pathogens was analysed, 
and current capacities and practices in the most 
advanced health laboratories were mapped and 
analysed. The next step will be to upgrade the 

facilities and biosafety/biosecurity practices of 
the target laboratories capacity-building and 
mentoring, enrolment in regional external quality 
assessment schemes and laboratory twinning 
programmes.

A regional strategy for blood and transfusion 
services was developed through a consultative 
process, in collaboration with experts and 
institutes from within the Region and elsewhere. 
A project collaboration agreement is being 
prepared between WHO and the International 
Federation of Blood Donor Organizations to 
improve voluntary blood donation and donor 
care services in the Region. 

North-South and South-South technical 
collaboration with existing regional and global 
partners was strengthened, and expanded to 
include academia at global as well as regional levels 
to support countries in IHR implementation. 
Cross-border collaboration was strengthened 
through the establishment of bilateral or 
multilateral plans to address the deficit in IHR 
capacities at designated land crossings, a feature 
compounded by conflict, porous borders, and 
massive displacement within and across borders 
in many State Parties. 

Compliance with requirements related to 
notification and reporting, and in responding to 
WHO verification requests in regard to public 
health events of potential international concern, 
continued to improve among IHR national 
focal points. However, further improvement 
is still needed through effective intersectoral 
collaboration to ensure efficient and timely 
notification of public health events outside the 
direct purview of the health sector. 
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WHO continued to monitor progress in IHR 
implementation and report to the Regional 
Committee, Executive Board and World 
Health Assembly through the self-assessment 
questionnaire submitted by State Parties. The 
2015 results indicated a regional implementation 
level of over 60% under various IHR capacities. 
However, the reliability and validity of the 
IHR progress based on self-assessment and 
self-reporting has increasingly been questioned 
at all levels of the Organization, as well as by 
the external stakeholders. In this respect, the 
Regional Committee adopted a resolution (EM/
RC62/R.3) establishing a regional assessment 
commission (IHR-RAC), comprising regional 
and global experts to assess implementation of the 
IHR in the Region and to advise Member States 
on priority actions to develop and maintain core 
capacities. The Commission was established and 
had its first meeting in December 2015 at which 
its terms of reference and working modalities were 
discussed. The fourth IHR stakeholders’ meeting 
was also held in December and introduced State 
Parties to the work of the Commission and to the 
new approach to accelerate implementation of the 
Regulations. 

An IHR monitoring and evaluation framework 
was developed by WHO and a global 
consultation was organized, in Cairo in January 
2016, to harmonize the assessment processes 
and tools with like-minded initiatives like the 
Global Health Security Agenda (GHSA), FAO 
and OIE, in compliance with resolution EM/
RC62/R.3. Subsequently, a harmonized joint 
external evaluation (JEE) process and tool for 
the implementation of IHR capacities was also 
developed to complement the annual reporting 
by State Parties. The JEE process and tool are 
being finalized with input from all relevant 
stakeholders. Once finalized, JEE assessments will 

be conducted on a voluntary basis at State Party 
level with a view to accurately identifying the 
gaps and developing and implementing country 
action plans with clear priorities, to ensure health 
security for all.

Poliomyelitis eradication

The global progress towards poliomyelitis 
eradication in 2015 was tremendous (Fig. 4). For 
the first time in the history of the global initiative, 
the entire African continent reported no polio 
cases in more than a year; the date of onset of the 
most recent case in the continent was 11 August 
2014 in Somalia. The only remaining serotype 
circulating, wild polio virus type 1, was limited 
to a few areas in only two endemic countries, 
Pakistan and Afghanistan, both in the Eastern 
Mediterranean Region. These countries reported 
a total of 74 cases in 2015, an 80% reduction in 
case load compared to the number of cases they 
reported during 2014. 

Despite this tremendous progress, as long as wild 
poliovirus is circulating anywhere there is still a 
risk of importation for countries in the Region 
due to extensive population movement and the 
on-going complex emergency situations in several 
countries, which have resulted in deteriorating 
routine immunization coverage. In 2015, 10 
polio-free countries of the Region conducted 
national or sub-national polio immunization 
campaigns to maintain high levels of immunity 
and reduce the risk of wild polio virus (WPV) 
importation or the development of circulating 
vaccine derived polio virus (cVDPV).

Afghanistan and Pakistan have developed robust 
national emergency action plans to stop polio 
transmission in 2016. Both countries made 
significant progress in reducing transmission 
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through the course of 2015 and in the last 6 
months of the year, the traditional high season 
for poliovirus transmission, only 36 cases were 
reported in total, the lowest burden of disease ever 
recorded during this period. In the last quarter 
of 2015, formal reviews of the multi-country 
outbreaks in the Middle East and the Horn of 
Africa that occurred in 2013–2014 concluded 
that both outbreaks were closed.

A major objective of the polio endgame plan is 
the withdrawal of oral polio vaccine (OPV) in a 
phased manner, starting with type 2-containing 
oral polio vaccine. All countries of the region have 
successfully switched from trivalent to bivalent 
oral poliovirus vaccine for routine and campaign 
use, and have stopped using trivalent oral polio 
vaccine. It is imperative that all countries of the 
region fully report on the validated switch process 
and destroy any remaining oral polio vaccine 2/
Sabin2 by 30th July 2016, as part of phase I of the 

Global Action Plan (GAP III) for poliovirus type 
2 containment.

To achieve eradication, the Region must stop 
the ongoing wild poliovirus transmission in 
the remaining endemic foci in Afghanistan 
and Pakistan; maintain population immunity, 
including in emergency countries and among 
displaced populations; reach inaccessible children 
with vaccine; and maintain vigilance and the 
capacity to detect and respond to any new 
introduction or outbreak due to wild poliovirus 
or circulating vaccine-derived virus. In 2016, 
therefore, focus will continue to be placed on 
strengthening the capacity of the programmes in 
Afghanistan and Pakistan through assignment of 
highly experienced staff to both countries, and on 
providing strong technical support. 

The programmes in Afghanistan, Pakistan and the 
Horn of Africa will be regularly reviewed through 

Fig. 4
Decline in cases in polio-endemic countries since 2012
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technical advisory group meetings to analyse 
progress and advise the governments on the most 
effective technical interventions. Countries at risk 
will be supported to carry out supplementary 
immunization activities to maintain high levels 
of protection, and operational support will be 
provided to the endemic and at-risk countries 
to implement planned activities. Regular risk 
analysis will be conducted to identify risks and 
develop mitigation strategies. Technical support 
will be provided for capacity-building in outbreak 
response and for the development of national 
preparedness and response plans for polio-free 
countries. With these activities the objective of 
the Region is to become polio-free, and stay polio 
free, in 2016.

HIV, tuberculosis, malaria and 
tropical diseases 

The number of people living with HIV (PLHIV) 
in the Region is still growing at a fast pace, 
reaching 330 000 by the end of 2015. Member 
States have made significant progress in increasing 
the number of people receiving antiretroviral 
therapy (ART), from 34 345 in 2014 to 46 345 
at the end of 2015. Despite this progress, at 14% 
the regional ART coverage still remains far from 
the global target. By the end of 2015, all countries 

had updated their HIV treatment guidelines 
according to the latest WHO guidelines. Several 
countries (Egypt, Islamic Republic of Iran, 
Lebanon, Morocco, Pakistan/Punjab and Sudan) 
conducted HIV test-treat-retain cascade analyses 
which resulted in a deeper understanding of 
the gaps and lost opportunities in engaging and 
retaining people living with HIV (PLHIV) in a 
continuum of HIV testing, care and treatment. 

Since the vast majority of PLHIV in the Region 
do not know their HIV status, much emphasis was 
placed on initiating an intensified dialogue with 
national AIDS programme managers and regional 
civil society networks on innovations in HIV 
testing policies and service delivery approaches. 
Implementation of the new WHO consolidated 
guidelines for HIV testing services was discussed 
at a regional consultation organized by UNAIDS 
and WHO and participants identified country-
specific priority actions for accelerating uptake of 
HIV testing. WHO developed and disseminated 
a training course on HIV basic knowledge and 
stigma reduction in health care settings. The 
course was implemented in Morocco and Sudan 
and is underway in other countries.

Given the high contribution of injecting drug 
use to the HIV epidemic, a regional review was 

 ½ Afghanistan and Pakistan are implementing national emergency action plans to stop polio transmission in 2016 which 
include major efforts to reach inaccessible children
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conducted of access by PLHIV who inject drugs 
to HIV testing and treatment. The review findings 
showed that only 6% of PLHIV who inject drugs 
received HIV treatment in 2014. Those findings 
were shared and discussed with stakeholders during 
a regional consultation, conducted in partnership 
with the Middle East and North Africa Harm 
Reduction Association (MENAHRA), which 
resulted in specific recommendations to address 
barriers to prevention, diagnosis and treatment. 
Consultations also took place to solicit regional 
input to the development of new global health 
sector strategies for HIV, sexually transmitted 
infections and hepatitis for the period 2016–
2021.

Hepatitis is a priority public health problem in the 
Region, with an estimated 14.8 million and 16 
million people chronically infected with hepatitis 
B and hepatitis C, respectively. New infections in 
the Region result primarily from unsafe injections 

and medical procedures. Providing access to well-
tolerated and effective medicines and diagnostics 
is a major challenge for all countries. 

To mobilize a coherent public health response that 
prioritizes effective interventions and promotes 
equitable access to services, WHO convened 
and engaged a broad range of stakeholders in 
the development of regional action plan for 
viral hepatitis. The regional action plan sets 
targets in line with the WHO global strategy 
for viral hepatitis and guides national action 
plan development. So far, national action plan 
development was supported in five countries, 
including Egypt and Pakistan which have the 
highest burden of hepatitis C in the Region.

The way forward will place emphasis on universal 
health coverage, integrated service delivery and 
adapted service delivery models. Focus on the 
efficient use of human and financial resources 

½ Training modules on HIV
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in HIV testing, linkage to care and successful 
treatment will continue. Concerted efforts will 
be made to achieve zero tolerance of stigma and 
discrimination against PLHIV in health care 
settings. Countries will be supported to develop 
and implement their national hepatitis plans.

During 20143, slightly more tuberculosis cases 
(all forms) were notified in the Region compared 
with 2013 (465 677 and 448 000 respectively). 
Globally and at the regional level, the main 
challenge for tuberculosis control continues to be 
the low case detection rates of all tuberculosis cases 
and of MDR-TB. In 2014, the case detection rate 
increased slightly (61 %) compared with 2013 
(58%). The treatment success rate was 91%, 
which is higher than the global target of 85%. 
Management of multi-drug resistant (MDR) 
tuberculosis is a key challenge. Out of 15 700 
estimated MDR-TB cases, 4348 were confirmed 
as multi-drug resistant by laboratory test and only 
3423 were put on treatment. Limited resources 
and weak management capacity to deal with 
multi-drug resistance is a major impediment. 
Screening of HIV among tuberculosis cases is still 
limited. In 2014, the HIV status of only 15% of 
TB patients was known.

The emergency situations in many countries and 
the widening gap between available resources 
and need are exposing tuberculosis programmes 
to bigger threats. Syrian refugees in Jordan and 
Lebanon are in need of much support, while the 
health systems are over stretched. This has delayed 
implementation of the plan for tuberculosis 
elimination in Jordan. Effective and timely 
implementation of the national strategic plans 
for tuberculosis control in Iraq and Yemen is also 

3 For tuberculosis case detection, WHO receives data a year 
later, thus case detection data relate to 2014 and treatment 
outcome data to 2015.

now impeded by the large numbers of internally 
displaced persons. A guide for tuberculosis 
control in complex emergencies was published 
and a package for management of cross-border 
tuberculosis and MDR-TB cases was made 
available. With WHO support, Lebanon and 
Jordan made successful emergency proposals to 
the Global Fund to manage tuberculosis among 
Syrian refugees.

The draft regional strategic plan for tuberculosis 
for 2016–2020 was developed in consultation 
with the programme managers. The national 
tuberculosis programmes were reviewed in six 
countries and the recommendations of the review 
missions were subsequently incorporated into 
the national strategic plans. The Regional Green 
Light Committee (rGLC) continued its support 
to ensure effective management of MDR-TB 
through capacity building, drug resistance 
surveys, and monitoring and evaluation missions. 

½ World Hepatitis Day 2015
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Eight countries in the Region have continuous 
local malaria transmission. Two of these countries 
(Islamic Republic of Iran and Saudi Arabia) are 
implementing elimination strategies and are 
close to reaching the target, with only 187 and 
83 local cases, respectively, reported in 2015 
(Table 2). Six countries (Afghanistan, Djibouti, 
Pakistan, Somalia, Sudan and Yemen) have a 
high malaria burden (Table 3) and face several 
challenges. WHO estimates that the incidence 
of malaria in the Region had decreased by 
70% in 2015 compared with 2000. Estimated 
mortality decreased by 64% in the same period. 
Seven countries achieved the malaria targets set 
by MDG 6 and resolution WHA58.2, with a 
reduction of more than 75% in the incidence of 
microscopically confirmed cases between 2000 
and 2014 (Afghanistan, Iraq, Islamic Republic of 
Iran, Morocco, Oman, Saudi Arabia, Syrian Arab 
Republic). During the past 15 years the Region 
achieved great success in reduction of malaria 
burden. However, in 2014 and 2015 it witnessed 
outbreaks and an increase in the number of 
reported cases in some countries. This shows the 
need for continuing vigilance and investment in 
malaria control and elimination. 

The Regional Committee endorsed the 
regional malaria action plan 2016–2020 for 
implementation of the Global technical strategy 
for malaria 2016–2030. Health Assembly A 
regional integrated vector management strategy 
2016–2020 was developed in consultation with 
key experts and Member States. 

A new online reporting system using DHIS2 
was used to support malaria surveillance. 
Entomological surveillance, including insecticide 
resistance monitoring in priority countries and 
drug efficacy monitoring in malaria endemic 
countries, was also supported. The regional 
training course on quality assurance of malaria 
diagnosis was conducted in collaboration with 
Gezira University, Sudan. The Regional Office 
has completed the implementation of the 
WHO-UNEP-GEF demonstration projects on 
sustainable alternatives to DDT. The evidence 
generated and the capacities developed during the 
projects will contribute to updating strategies for 
integrated vector management and strengthening 
vector control activities in the Region.

½ Technical guidance on disease control

Tuberculosis control in 
complex emergencies

34WHO Regional Publications, Eastern Mediterranean Series

إجراءات الاختبار 
لمراقبة مقاومة مبيد الحشرات

في البعوض الناقل للملاريا
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Table 2 
Parasitologically-confirmed cases in countries with no or sporadic transmission and countries 
with low malaria endemicity

Country 2013 2014 2015

Total 
reported 

cases

Autochthonous Total 
reported 

cases

Autochthonous Total 
reported 

cases

Autochthonous

Bahrain 182 0 100 0 NA NA

Egypt 262 0 313 22 291 0

Iran (Islamic 
Republic of)

1373 519 1238 376 797 187

Iraq 8 0 2 0 2 0

Jordan 56 0 102 0 59 0

Kuwait 291 0 268 0 309 0

Lebanon 133 0 119 0 125 0

Libya 340 0 412 0 NA NA

Morocco 314 0 493 0 510 0

Oman 1451 11 1001 15 822 4

Palestine 0 0 NA NA NA NA

Qatar 728 0 643 0 445 0

Saudi Arabia 2513 34 2305 51 2620 83

Syrian Arab 
Republic

22 0 21 0 12 0

Tunisia 68 4 98 0 88 0

United Arab 
Emirates

4380 0 4575 0 3685 0

NA: not available

Table 3
Reported malaria cases in countries with high malaria burden

Country 2013 2014 2015

Total 
reported 

cases

Total 
Confirmed

Total 
reported 

cases

Total 
Confirmed

Total 
reported 

cases

Total 
Confirmed

Afghanistan 319 742 46 114 290 079 83 920 350 044 103 377

Djibouti 1684 1684 9439 9439 NA NA

Pakistan 3 472 727 281 755 3 666 257 270 156 3 776 244 202 013

Somalia 9135 7407 26 174 11 001 NA NA

Sudan 989 946 592 383 1 207 771 1 068 506 NA NA

Yemena 149 451 102 778 122 812 86 707 96 348 68 938

NA: not available
aThe estimated reporting completeness in 2015 was 47% due to the situation
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Significant scale up of mass treatment of 
schistosomiasis with WHO-donated praziquantel 
took place in Sudan thanks to an innovative 
mechanism enabling domestic funding, as well 
as to international partnerships. Priority endemic 
areas in Yemen were also targeted early in the year. 
Planning for mapping in Somalia was finalized, 
and funds mobilized, following the establishment 
of a neglected tropical disease programme in 
the Ministry of Health. Support was provided 
to three countries (Egypt, Iraq, Oman) to plan 
and implement surveys aimed at confirming 
interruption of transmission in view of the 
initiation of the WHO’s verification process for 
elimination of schistosomiasis. 

In 2015, more countries applied for WHO-
donated albendazole and mebendazole to treat 
preschool and school-age children for soil-
transmitted helminthiasis, compared with 
2014, including Afghanistan, Iraq, Somalia and 
Syrian Arab Republic. WHO’s collaboration 
with UNRWA was strengthened to provide free 
medicines to schoolchildren in the Agency’s five 
fields of operation (Jordan, Lebanon, Palestine 
(Gaza Strip and West Bank) and Syrian Arab 
Republic).

The final steps towards elimination of lymphatic 
filariasis as a public health problem were 
taken in Egypt and Yemen. Sudan completed 
mapping and finalized operational planning to 
scale-up mass treatment with WHO-donated 
albendazole and ivermectin in 2016. Elimination 
of onchocerciasis was demonstrated in one focus 
in Sudan and actions were taken to achieve the 
same goal in the three remaining ones. In Yemen, 
a pilot survey to delimitate the onchocerciasis 
endemic area was carried out, funds for treatment 
were mobilized through partners, and planning 
for mass treatment was finalized. 

With regard to leishmaniasis, WHO continued to 
contribute to provision of case management to all 
affected country programmes: Afghanistan, Iraq 
and Syrian Arab Republic, Somalia and Sudan. 

In 2014, 213 899 new leprosy cases were detected. 
Elimination as a public health problem (less than 
1 prevalent case per 10 000 population) has been 
reached at national level in all countries of the 
Region. However, five countries (Egypt, Pakistan, 
Somalia, Sudan and Yemen,) still have pockets 
of intense transmission, and need to strengthen 
case-detection activities. A steady decline in the 
proportion of grade 2 disabilities among newly-
detected cases has been observed in recent years, 
confirming that cases are being detected at 
progressively earlier stages. Multidrug therapy for 
leprosy was provided by WHO to all requesting 
countries.

Trachoma mapping was completed in Sudan, is 
ongoing in Egypt, Pakistan and Yemen, and was 
planned for Afghanistan and Somalia. Treatment 
activities with azithromycin and tetracycline, 
and other components of the SAFE strategy 
(surgery, facial cleanliness and environmental 
improvements) were scaled up in Pakistan and 
Sudan. 

Sudan is the only country in the Region which 
remains to be certified free from dracunculiasis. 
No cases have been reported since 2014 and the 
country is in pre-certification. Field activities 
aimed at assessing readiness to undergo the 
certification process were implemented in 2015. 

Immunization and vaccines

The regional average of DTP3 coverage was 
estimated at 80% in 2015. While 14 countries 
have maintained the target achievement of ≥90% 
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coverage, in Syrian Arab Republic it dropped to 
41% in 2015 (WHO–UNICEF estimates). An 
estimated 3.3 million children missed DTP3 
immunization in 2015, 94% of whom were in 
countries facing difficult situations: Afghanistan, 
Iraq, Pakistan, Somalia, Sudan, Syrian Arab 
Republic and Yemen. 

Eight countries have achieved ≥95% coverage 
with the first dose of measles-containing vaccine 
(MCV1), and 21 countries provided the routine 
second dose of measles vaccine with variable 
levels of coverage. Eight countries reported very 
low incidence of measles (fewer than 5 cases per 
million population), four of which continued 
to achieve zero incidence and are ready for 
verification of elimination. Jordan restored its 
measles-free status following a major outbreak 
with incidence in 2013. 

With regard to new vaccines, Yemen introduced 
rubella vaccine into its routine immunization and 
Sudan implemented the second phase of a yellow 
fever campaign. Inactivated polio vaccine (IPV) 
was introduced in nine countries where it was 
not previously part of routine immunization. As 
a result, IPV is now in use in all countries of the 
Region except Egypt which was not supplied with 
IPV vaccine because of the global shortage. The 
Region completed the switch from using trivalent 
(tOPV) to bivalent (bOPV) oral polio vaccine in 
routine immunization by mid May 2016.

The national immunization programmes 
continued to face several challenges in 2015, 
including complications related to vaccine 
delivery to conflict-affected areas, procurement 
and management systems and stock-out of several 
vaccines. Support was provided to countries with 
low routine immunization coverage, including 
intensifying outreach activities, implementation 

of acceleration campaigns to increase coverage 
and sustaining cold chain and vaccine 
management capacity. Support was also provided 
for development and implementation of national 
plans to reach unvaccinated and under-vaccinated 
populations

In Somalia support was provided in 
implementing a coverage improvement plan, 
human resource capacity building and developing 
a comprehensive multi-year plan (cMYP). In the 
Syrian Arab Republic, support was provided for a 
comprehensive programme review, development 
of cMYP, assessment of vaccine management and 
capacity-building on vaccine management. Iraq 
conducted programme reviews at the governorate 
level and implemented plans to vaccinate 
refugees, internally displaced persons and hard-
to-reach children, especially in inaccessible areas. 
Huge support was provided to Yemen to maintain 
the immunization programme, including 
implementation of five rounds of intensified 
outreach activities to districts with low coverage 
or that were hard to reach and strengthening and 
maintenance of the cold chain. Five countries 
assessed the status of measles elimination and nine 

 ½ Inactivated polio vaccine (IPV) was introduced in 
Afghanistan by Dr Feroz Firozuddin, Minister of Public 
Health
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countries implemented supplementary measles 
immunization at national or subnational levels.

Support was provided to countries for 
improvement of immunization data management 
systems and data quality, for accreditation 
of national measles/rubella laboratories, 
and capacity-building in effective vaccine 
management. WHO continued to support and 
monitor the regional network for measles/rubella 
case-based surveillance. Support continued to be 
provided also to the regional surveillance network 
of bacterial meningitis, bacterial pneumonia and 
rotavirus. This included provision of laboratory 
supplies, capacity-building, monitoring and 
evaluation of performance and coordinating the 
external laboratory quality control system.

The Eastern Mediterranean vaccine action 
plan (EMVAP) was endorsed by the Regional 
Committee as a framework for implementation 
of the global vaccine action plan (GVAP). 
WHO will continue to provide the necessary 
technical support and mobilization of resources 
for updating, implementation, monitoring and 
evaluation of cMYP and annual plans of action, 

with special focus on countries and areas with low 
vaccination coverage. 

Six countries continued to achieve the target of a 
functional national regulatory authority WHO is 
supporting countries to strengthen the required 
regulatory functions, particularly the registration 
of vaccines such as IPV and bOPV as part of the 
polio endgame strategy, as well as to strengthen 
the implementation of a quality management 
system for some national regulatory authorities 
in countries that are supported by the Pandemic 
Influenza Preparedness (PIP) Framework 
partnership in order to improve regulatory 
capacity for pandemic influenza preparedness and 
response. 

Significant progress continued to be made in 
vaccine safety, and the regional pharmacovigilance 
network was launched in a regional meeting on 
pharmacovigilance held in September 2015. 
Achieving a functioning national regulatory 
authority is inhibited in some countries by a 
number of challenges, including lack of clear 
vision, staff turnover and lack of financial 
resources to allow the authorities to perform their 
duties independently, as recommended by WHO.

½ Technical guidance on immunization
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Emergency 
preparedness and 
response

Overview

2015 saw a significant deterioration in the 
humanitarian situation in the Eastern 

Mediterranean Region. The crisis in Yemen 
was designated a Level 3 emergency by the 
United Nations in July 2015 and the Region 
now hosts three Level 3 emergencies, including 
the crises in Iraq and the Syrian Arab Republic. 
Overall throughout the Region, more than 62 
million people were in need of health services 
as a result of emergencies by the end of 2015, 
placing a significant strain on already weakened 
and overwhelmed health systems. Shortages in 
specialized medical staff, medicines and medical 
equipment, and other health resources, especially 
in areas where access for WHO and partners was 
limited, had severe impact on the delivery of 
health services, contributing to the deterioration 
in the health status of some patients and an 
increased number of preventable deaths.

Following the escalation of violence in Yemen in 
March, the humanitarian and health situation 
rapidly deteriorated into one of the worst 
humanitarian crises in the world. More than 14 
million people, including 2.4 million internally 
displaced, were in need of health services by 
the end of the year. Shortages in health workers 
and medicines, coupled with fuel shortages, led 
to a gradual collapse of the health system. By 
December, almost 25% of all health facilities 
were non-functional, and immunization coverage 
had decreased by 15% compared to the same 
period in 2014. Limited access to health care 
services and the breakdown in safe water supplies 
and sanitation services led to increased cases of 
endemic diseases, such as malaria, dengue fever 
and acute diarrhoeal diseases. 

As a result of the conflict in Iraq, a total of 3.2 
million people were forced to flee their homes in 
several big waves of displacement, and multiple 
smaller ones between January 2014 and January 
2016. This is in addition to 1.1 million people 
already displaced from earlier violence. It is 
estimated that about 10 million Iraqis are in need 
but only 7.3 million in greatest need are targeted 
for assistance by humanitarian partners, due to 
limited available resources. Meanwhile, more 

 ½ WHO-supported mobile clinics are providing basic health care services in several countries, including Afghanistan (left) 
and Syria (right)
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than 220 000 Syrian refugees are now residing in 
Iraq, mainly in the Kurdistan region. 

In the Syrian Arab Republic, 2015 was the most 
challenging year for both Syrians and humanitarian 
responders since the beginning of the crisis, with 
the number of people in need increasing from 
12.2 million in 2014 to 13.5 million in 2015 and 
more than 1.2 million people internally displaced 
during the course of the year. The health system 
continued to face challenges in the provision of 
health care as a result of damage, with more than 
half of all public hospitals and public primary 
health care centres closed or partially functioning. 
Syrians faced increasing needs for trauma and 
injury care, with more than 25 000 injured each 
month, as well as increasing needs for mental 
health services, reproductive health services and 
treatment for noncommunicable diseases, such as 
diabetes and kidney diseases. Malnutrition rates 
increased, especially among children under 5 
years of age. Almost two thirds of the population 
had no access to safe water, increasing their risk of 
waterborne diseases. 

The health situation in Libya rapidly worsened 
due to expanding conflict and political 
disagreements, the inherited weaknesses of the 
health system and the decreasing investment in 
the health sector. To better reflect the scale of 
needs, the crisis in Libya was designated a Grade 
2 emergency in early 2016. A total of 2.8 million 
people were in need of humanitarian assistance 
by year-end, including 1.9 million people in need 
of health services. More than 430 000 people 
were internally displaced as a result of ongoing 
violence. Hospitals are both overcrowded and 
functioning at severely reduced capacity, essential 
medicines and supplies are lacking, electricity 
and water supplies are frequently disrupted and 
foreign health workers have left the country. 
Patients with noncommunicable diseases and 

mental health disorders have limited access to 
health care, and there is a marked absence of 
services for the disabled and tens of thousands of 
war-wounded patients. 

In Sudan, almost a quarter of a million newly 
displaced were added to the already massive 
protracted caseload in 2015. By the end of the year, 
a total of 420 000 internally displaced persons 
in need remained in Darfur states, with limited 
access to essential primary health care services. 
In the five states of Darfur, 36% of public health 
facilities are non-functional, and only 24% of 
those functioning are providing a standard service 
package. Shortages of medicines and supplies 
and insufficient staff and facilities continued to 
hamper the quality of health services. 

In Pakistan, the sudden influx of internally 
displaced persons from North Waziristan to 
Bannu resulted in an overburdening of health 
resources and services and an increased need for 
management of risks related to environmental 
health and communicable disease outbreaks. 

Natural disasters continued to have a devastating 
effect on populations in the Region. In October 
2015, a 7.5 magnitude earthquake struck 
northern Afghanistan and Pakistan, killing 
hundreds, injuring thousands and damaging 
and destroying thousands of homes. Access was 
the most significant challenge in reaching people 
in need in at least 194 villages affected by the 
earthquake. A second 6.3-magnitude earthquake 
struck the Afghanistan-Tajikistan border region 
in December, injuring tens of people. 

Challenges and WHO response

The Region is the world’s biggest producer of 
displaced populations, mainly as a result of the 
Syria crisis. More than 60% of all refugees and 
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internally displaced persons originate from the 
Region. Refugees originated mainly from Syria, 
Afghanistan and Somalia, while Syria, Iraq, 
Sudan and Yemen hosted the greatest number 
of internally displaced persons. While Turkey 
became the largest host of Syrian refugees in 
2015, Lebanon, a country of four million people, 
remains the highest per capita host of refugees in 
the world, with refugees comprising a third of the 
total population. In Jordan, Syrians make up 10% 
of the population.

In November, WHO organized a high-level 
meeting on refugee and migrant health in Rome. 
Countries agreed on the need to develop a 
framework for collaborative action on refugee and 
migrant health and acknowledged the urgent need 
to strengthen collaboration among the countries 
of origin, transit and destination. To build on 
this interregional collaboration, a technical 
consultation was hosted in Cairo in May 2016.

Significant demand for health services across 
the Region by refugees and vulnerable host 
communities continued to place enormous 
strain on public health infrastructure, resulting 
in overwhelming caseloads, overworked health 
staff and shortages of medicines and equipment. 
In some health facilities serving Syrian refugees 

and displaced Iraqis in northern Iraq, heath staff 
reported that their patient caseload had increased 
by almost 200%.

Priority needs for Syrian refugees included 
mental health care, reproductive, maternal and 
child health services (including immunization), 
communicable disease surveillance, care for 
noncommunicable diseases, environmental 
health services and care for trauma and burn 
injuries. Trauma and surgical care continued to 
be a priority for the refugee population. Acute 
malnutrition in refugee children under the age of 
5 years and women of reproductive age was a key 
issue. Additional problems included low use of 
antenatal care and high rates of caesarean section, 
child diarrhoea, acute respiratory infections and 
micronutrient deficiencies. 

 ½ WHO supports delivery of public health and health care services for internally displaced persons and host communities in 
several countries, including Iraq (left) and Yemen (right)
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With the majority of refugees living outside camp 
settings, both refugees and host communities 
were at increased risk of infectious diseases 
due to overcrowded living conditions, limited 
access to safe water and sanitation and varying 
degrees of access to primary health care services.  
In countries hosting Syrian refugees, WHO 
provided technical support to ministries of health 
and other partners on priority public health 
issues. It also supported the provision of trauma 
care services, management of noncommunicable 
diseases, and scaling up of urgently needed mental 
health programmes. WHO also strengthened and 
expanded communicable disease early warning 
alert and response systems (EWARS). To scale 
up national capacity, partners, front-line health 
workers and surveillance officers were trained on 
detection and rapid response to outbreaks and 
public health threats. 

In all countries experiencing political conflict, the 
provision of humanitarian aid was impeded by 
security constraints and limited access for health 
partners to populations in some areas, as well 
as blocked roads and points of entry preventing 
the transportation and provision of medicines 
and medical supplies. In Syria, Iraq and Yemen, 
an average of 30% of affected populations were 
located in hard-to-reach or besieged areas. 

As part of the Whole-of-Syria approach adopted as 
a result of UN Security Council resolutions 2165 
and 2191, in 2015 WHO led the health sector/
cluster coordination in three hubs (Damascus, 
Amman and Gaziantep). WHO’s emergency 
health response aimed to reach Syrians in all 
parts of the country, including hard-to-reach and 
besieged areas. 

Across the country, WHO expanded and 
strengthened its partnerships with a total of 67 

local nongovernmental organizations in Syria, 
many of them operational in hard-to-reach and 
opposition-controlled areas; 34 mobile clinics were 
donated to nongovernmental organizations to 
support the provision of basic health care services 
across the country. WHO also decentralized its 
presence in Syria through a system of 59 medical 
focal points, including 36 in hard-to-reach and 
besieged areas, providing regular situation updates 
to WHO. 

Since January 2016, greater access to hard-to-reach 
and besieged areas in Syria has been granted. For 
the first time in over two years, WHO was able to 
deliver life-saving medicines and medical supplies 
to 11 out of 18 besieged locations. In 2015, 27% 
(4.2 million) of medical treatments provided were 
delivered for people in need in 127 hard-to-reach 
and besieged locations across the country. 

In Iraq, WHO continued to lead the humanitarian 
health cluster in different parts of the country and 
to provide health support, including provision 
of basic health care through mobile clinics and 
health centres in camps, as well as ambulances 
and medical supplies to the federal and local 
health authorities. WHO continues to meet 
its mandate as the provider of last resort as the 
humanitarian situation worsens and the number 
of internally displaced increases. More than 4 
million medical consultations were provided 
throughout the year, exceeding the initial target 
of 3.2 million consultations. More than 1.8 
million people directly benefited from medicines/
supplies and medical equipment procured by 
WHO and distributed across the country. Access 
to primary health care services in camps and host 
communities, including in hard-to-reach areas 
was made possible through the deployment of 27 
mobile clinics.
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In Yemen, humanitarian pauses allowed WHO 
to increase its provision of medicines and medical 
supplies to affected areas. WHO was also able 
to provide mobile clinics in areas hosting large 
numbers of internally displaced persons, as well as 
ensure the functionality of health services through 
the provision of fuel and safe water. In early 2016, 
following months of blocked access to Taiz City, 
and in response to mounting emergency health 
needs, WHO successfully delivered life-saving 
medicines and medical supplies. The supplies 
included trauma kits, interagency emergency 

health kits, diarrhoeal disease kits and oxygen 
cylinders, as well as dialysis solutions. WHO and 
cluster partners were able to reach 7 million people 
from March to December 2015 through provision 
of medicines, medical supplies, mobile medical 
teams and clinics. To ensure the functionality of 
the health system, WHO provided more than 
1 million litres of fuel to support the operation 
of 72 health facilities including 51 hospitals, 
7 major centres, 6 vaccine depots and 8 renal 
dialysis centres. To reduce the risk of water-borne 
diseases, WHO provided 19 million litres of safe 

 ½ WHO provided life-saving medicines and medical supplies, mobile clinics, water, fuel and other essentials to support the 
humanitarian mission in Yemen
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drinking-water, hygiene supplies and cleaning 
materials to internally displaced people in all 
affected governorates.

Escalating conflict and the massive scale of 
humanitarian needs across the Region continued 
to place health care workers at great risk. In 
2015, attacks against health workers and facilities 
in Afghanistan increased by 50%, and Syria is 
now the deadliest place in the world for health 
workers. In Pakistan, five rounds of immunization 
campaigns were cancelled in 2015 alone because 
of serious security threats. The disturbing trend 
continues, with attacks on health care workers 
and health facilities in the Region reported almost 
every month. In a number of countries, WHO, in 
collaboration with health partners, is maintaining 
a real-time database on attacks against health care 
facilities and health care workers as a pilot project 
to provide feedback for advocacy action to stop 
such attacks and protect health workers.

Vaccine shortages and low vaccination rates, 
coupled with growing mass population movement, 
increased the risk of outbreaks of polio and measles 
among children. In the three Level 3 emergency 
countries more than 13 million children in total 
were vaccinated against polio in 2015, including 
in hard-to-reach, opposition-controlled and 
high-risk areas. For the first time in a decade, a 

nationwide measles immunization campaign 
was conducted in Somalia in 2015, targeting 4.4 
million children. Following the eradication of 
polio in Somalia, with the last reported case in 
August 2014, polio vaccination campaigns are 
ongoing. In Afghanistan, more than 9 million 
children were vaccinated against polio through 
national and sub-national immunization in 
addition to 1.2 million children at the border 
with Pakistan. More than 6 million children were 
vaccinated against measles in 2015. In response 
to the ongoing measles outbreak in Sudan, a 
nationwide campaign successfully vaccinated 8.6 
million children aged 6 months to 15 years.

Enhancing disease surveillance in collaboration 
with national authorities continues to be a 
priority for WHO in crisis-affected countries. 
In Syria, the disease early warning and response 
system based in Damascus was expanded from 
650 sentinel sites in 2014 to 995 sentinel sites in 
2015, while disease early warning and response 
network managed by WHO’s office in Gaziantep 
covered 517 sentinel sites in northern Syria. 
Together, these surveillance systems aim to cover 
all governorates and people in Syria. Also in 2015, 
the water pollution alert and response system was 
introduced in Damascus and rural Damascus. In 
Iraq, an early warning, alert and response network 
(EWARN) with about 80 sentinel sites continues 

 ½ More than 13 million children were vaccinated against polio in the three level 3 emergency countries in 2015
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to be expanded. Preparedness efforts were also 
stepped up in neighbouring countries to prevent 
a spread of the disease across borders. For the first 
time in Libya, a disease early warning system was 
instituted in 100 sentinel sites throughout the 
country. 

The number of patients requiring treatment for 
trauma injuries is progressively growing. In Syria 
alone, 1 million people were injured in the first 
quarter of 2015, an average of 25 000 injuries 
per month. In Yemen, the number of deaths 
and injuries caused by explosive weapons from 
January to July 2015 was recorded as the world’s 
highest. This increase, together with a reduced 
presence on the ground by aid agencies as a result 
of the insecurity, placed more demands on WHO 
and partners to fill critical gaps and ensure the 
availability of trauma care and surgical services, 
as well as referral services. More than 17 million 
medical treatments were delivered for patients with 
chronic diseases, communicable diseases, trauma 
injuries, primary and secondary care diseases. In 
northern Syria, health partners in northern Syria 
were provided with technical, financial and/or 
material support to conduct 1.7 million medical 
consultations and deliver nearly 25 000 babies. 
WHO donated surgical supplies to support 
around 2000 major surgical interventions in an 
underground trauma hospital. 

In Libya, WHO provided trauma kits, emergency 
health kits and life-saving medicines, including 
insulin, HIV medicines, vaccines, anaesthetics 
and medicines for leishmaniasis and tuberculosis, 
sufficient to cover 300 000 people.

In Afghanistan, more than 1.2 million people 
received primary health care services through 
temporary sub-health centres and mobile clinics 
supported by WHO, and more than 300 000 

people benefited from delivery of emergency 
health kits and medical supplies. 

In Djibouti, WHO provided trauma kits, 
emergency health kits, drugs for diarrhoeal, 
antibiotics, antimalarial drugs and medical 
equipment and supply to Obock Regional 
Hospital, which is facing a 20% increase in 
demand for health care services due to the Markazi 
refugee camp for Yemeni refugees established near 
that town. 

In Sudan, WHO delivered around 600 tonnes 
of medicines, medical supplies, and WASH 
equipment and supplies enough to cover the 
needs of 1.8 million people. WHO supported the 
functioning of 24 static and mobile clinics in nine 
states covering more than 500 000 people. 

WHO supported capacity-building to enhance 
skills of health staff and fill gaps as a result of staff 
shortages. In Syria, more than 20 000 managers 
and health workers across the country were 
trained in areas such as trauma management, first 
aid, primary health care, reproductive health, 
disease surveillance and the management of 
noncommunicable diseases. In Yemen, more than 
50 mobile medical teams and 20 fixed medical 
teams in 11 governorates were trained and 
deployed to provide an integrated primary health 
care package. Support was provided to 18 hospitals 
in seven of the most affected governorates, 
including support for physicians, surgeons, 
gynaecologists, psychiatrists and nutritionists. In 
Iraq, more than 10 000 health professionals were 
trained in emergency medicine-related fields and 
58 medical professionals were deployed to refugee 
camps in northern Iraq. 

Capacity-building was also supported in 
Afghanistan, Libya, Somalia and Sudan, to enhance 
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capacity of health personnel in emergency-related 
and diagnostic services, surveillance, mental 
health and prevention and control of disease.

WHO and the health sector/cluster in emergency 
countries continue to be underfunded. In 
2015, health sector/cluster requirements in UN 
response plans for eight countries in the Region 
were funded at 39%, while WHO was funded at 
36%. As a result, several health programmes and 
services in Iraq and Somalia were reduced and 
mobile clinic services for vulnerable communities 
in Area C of the West Bank stopped functioning 
for 6 months. 

Health risk management 

To standardize the emergency preparedness and 
response actions in countries, a comprehensive 
all hazard emergency preparedness framework 
was developed through an international technical 
consultation, underscoring 10 priority actions to 
be implemented at country level and aligning with 
IHR. Operational research was then conducted in 
five countries for validation of the framework. 

A generic package including standard operating 
procedures was developed to support contingency 
planning for preparedness and response to Ebola 
or any other infectious disease in countries. A 
full scale simulation package was also developed 
to support countries in testing the emergency 
preparedness of the health sector. The package 
was shared with all countries to accelerate the 
planning process. 

Considerable attention was given to strengthening 
the capacity of health facilities and hospitals 
for emergency preparedness and response. A 
comprehensive curriculum on emergency and 
disaster risk management was developed to support 

the capacity training for hospital managers and 
the first round of training was conducted. The 
WHO health facilities safety assessment tool was 
finalized and translated into Arabic and French, 
addressing the regional need.

A public health emergency pre-deployment 
training package was developed and five 
trainingsare planned to enhance the surge capacity 
in the Region. This has been linked to the roster 
of experts for deployment in humanitarian crisis. 

Implementing the strategies 
endorsed by the Regional 
Committee

The area of emergencies in the Regional Office 
was strengthened through restructuring and the 
scaling up of the emergencies team. Additional 
restructuring will take place as needed to ensure 
alignment with global reforms endorsed by the 
Executive Board in January 2016. The Regional 
Centre for Emergencies and Polio Eradication 
was inaugurated in Amman in January 2016 
to continue WHO’s work in polio eradication, 
as well as to ensure organizational readiness for 
graded and public health emergencies.

The Regional Emergency Solidarity Fund was 
activated in January 2016 to ensure predictable 
financing of surge/rapid response to natural and 
man-made disasters in the Region. The WHO 
logistics hub, established in Dubai’s International 
Humanitarian City to ensure the timely provision 
of critically needed medicines, medical supplies 
and medical equipment to countries in the Region 
and beyond, was operationalized in 2015. 

A regional emergency advisory group on 
emergency preparedness and response was 
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established to provide the Regional Director 
with independent advice and assistance on policy 
and strategic matters. The regional surge roster 
of internal and external experts for deployment 
in emergencies was expanded through pre-
deployment trainings in the area of public health 
and risk communications. 

As emergencies continue to cross borders, there is 
a need to ensure a more systematic and effective 
approach, both within countries and across the 
Region, to responding to the health needs of 
affected populations and to ensuring that health 
systems in all affected countries continue to deliver 
urgently needed health services to displaced 
populations and host communities. WHO is 
progressively recognizing that solutions to major 
heath challenges require improved and expanded 
coordination, action and engagement from other 

sectors. An effective health strategy involves 
including the affected communities themselves, 
as well as stakeholders from different disciplines, 
government, non-state actors and parliament. 
This includes stronger partnerships with health 
authorities, nongovernmental organizations 
and community leaders, and engagement with 
academic institutions and medical students. 
For efforts to succeed, WHO will continue to 
strengthen the humanitarian system and support 
ongoing reforms to improve the way it works in 
emergencies. 

WHO is increasing advocacy for the protection 
of health care workers and health facilities as 
afforded under international law, including the 
Geneva Conventions, as well as for access in 
conflict countries.
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Implementing 
WHO management 
reforms

Programmes and priority-
setting

WHO continued to strengthen its 
implementation of reform in programme 

strategy and priority-setting, with the objective of 
improving global and regional health outcomes 
by focusing on its comparative advantages. 
The Regional Office provided support for the 
strategic aspects of WHO’s work at country 
level through regular liaison with WHO country 
offices and relevant regional stakeholders in 
developing, monitoring and evaluating the 
country cooperation strategies (CCS). New 
CCS guidelines were launched. An initial pilot 
group of four countries was established and 
training conducted. The new guidelines advocate 
for strong national ownership and an inclusive 
and consultative process of negotiation and 
development. Development of partnerships was 
promoted, including with the League of Arab 
States, the regional United Nations Development 
Group, the Organization of Islamic Cooperation, 
and regional UN organizations and institutions. 
The regional bottom-up operational planning 
process took place in good time for the WHO 
Financing Dialogue held in Geneva in November 
2015 and was thus operational for an equally 
early start to implementation for the 2016–2017 
biennium. 

The outcome of the end-of biennium reporting on 
the Programme Budget Performance Assessment 
for 2014–2015 showed that the regional base 

budget of USD 268 million had been funded to 
the level of 84% while the allocated emergency 
budget of USD 585 million had been funded 
at 89%. The base programme budget utilization 
(expenditures and encumbrances) was 83% and 
utilization of actual available funding reached 
99%. Budget utilization in the emergency 
programme for the Region as a whole was 85% 
and utilization of funding was 96%, leaving 
WHO at the regional level with a high overall 
funding utilization of 97% at the close of the 
biennium. The investment in priority work at 
the country level saw 85% of flexible funding 
allocated to country priorities.

Delivery of technical outputs was also high, 
particularly when viewed against the continued 
efforts of the regional and country offices to 
respond to and support event-driven emergency 
situations, with 78% of outputs fully achieved 
and 22% partially achieved.

The Regional Office was an active partner in 
the strengthening of the global category and 
programme area networks which contribute to 
programmatic and technical coherence at global, 
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 ½ WHO and the League of Arab States joined hands in a 
regional consultation to enhance the role of civil society 
organizations in the health and sustainable development 
agenda, Cairo, August 2015 
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regional and country level. Both the category 
and programme area networks play a key role 
in harmonizing the priorities from the country 
level bottom-up planning with commitments 
emanating inter alia from regional and global 
resolutions to ensure the comprehensiveness and 
completeness of work plans.

In anticipation of the adoption in September 
2015 by the United Nations General Assembly 
of the new development agenda for the period 
2016–2030 expressed within the 17 Sustainable 
Development Goals (SDG) including one specific 
goal (Goal 3) for health with 13 targets, work 
was initiated to prepare plans for addressing 
the unfinished MDGs and the integrated SDG 
agenda. This was presented at the 62nd Session of 
the Regional Committee. 

As part of ongoing periodic programmatic 
reviews, an expert consultation was held in early 
2016 on the Global Arabic Programme. Regional 

participants with expertise in translation, 
publishing and public health reviewed the work 
of the programme and the achievements of the 
past two decades. Taking into account the current 
context, the pressure on available resources and 
the need to streamline the strategic focus of the 
programme, it was recommended that resources 
should be concentrated on translation of WHO 
publications in the strategic priority areas, and on 
updating of the Unified Medical Dictionary. 

Governance

In keeping with the practice of the past few 
years, a high-level meeting for ministers and 
representatives of Member States and permanent 
missions in Geneva was held prior to the World 
Health Assembly. These meetings continue to 
provide an opportunity to review, with ministers 
of health and senior government officials, progress 
in addressing key priorities since the previous 
Regional Committee and to strengthen Member 

Ph
ot

o:
 ©

W
H

O

 ½ The 62nd session of the Regional Committee for the Eastern Mediterranean took place in Kuwait
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States’ engagement in global discussions on health 
and WHO reform. Daily meetings during the 
Executive Board meeting and Health Assembly 
provided additional opportunities for Member 
States from the Region to interact and agree on 
common positions that affect the Region. 

At its 62nd Session in October, the Regional 
Committee endorsed five resolutions in relation 
to the regional strategic priorities. Immediately 
prior to the session, a day of technical meetings 
was held to discuss current issues of interest. 
Where pertinent, the outcome of the discussions 
was taken forward to the Regional Committee for 
further discussion. This process, which follows 
from the revised rules of procedure endorsed 
by the Regional Committee at its 59th session, 
has proved to be a useful forum for high-level 
technical discussion with Member States.

Management

The Regional Office continued to develop 
essential instruments for the enhancement of the 
WHO reform process, with special emphasis on 
managerial reform, working closely with all other 
levels of the Organization to achieve the goals of 
the 12th General Programme of Work. It also 
continued to improve its planning, forecasting, 
implementation, monitoring and evaluation 
capacity aimed at more efficient use and 
distribution of limited resources, with a view to 
making WHO in the Region more fit for purpose.

The managerial actions associated with the reform 
process with respect to staff mobility and rotation, 
performance management and human resources 
planning and management were complemented 
by the promotion of an accountability culture. 

Accountability and controls continued to be at 
the heart of improvement efforts with focus on 
the five compliance areas, which were repeatedly 
mentioned in internal and external audit 
observations of preceding years: direct financial 
contributions, direct implementation, imprest 
purchase orders, asset inventories and non-staff 
contractual arrangements. These areas were closely 
monitored throughout the year by means of the 
monthly compliance dashboards. The aim of 
reducing audit observations to a minimum, and 
of closing all long-standing audit observations, 
was fully achieved by year end, with over 230 
recommendations closed. This was accomplished 
while welcoming an unprecedented number of 
audit missions to the Region (seven, of which 
two in the Regional Office) within the same 
year. All audits resulted in satisfactory or partially 
satisfactory ratings, showing a clear improvement 
in controls compared to previous years, and a deep 
commitment to zero tolerance to non-compliance 
across the Region.

A number of initiatives have been undertaken 
in the past two biennia that have also proved 
useful to other regions. These include: a dedicated 
compliance and risk management role; improved 
compliance monitoring and reporting through 
dashboards; accountability compacts with budget 
centre managers and administrative officers tied 
in with performance management mechanisms; 
self-assessment questionnaires for managers 
in support of the management assertions on 
internal control; capacity-building initiatives, 
such an integrated training programme for 
budget centres, compliance forums and many 
more outreach initiatives; pilot projects as a 
basis for programmatic and administrative 
reviews; establishment of surge support capacity 
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in the Region, with special focus on emergency 
countries; targeted country visits to provide on-site 
support; and strengthened managerial support to 
emergency preparedness and response, including 
the establishment of a regional solidarity fund.

WHO will address a number of specific challenges 
in 2016–2017, including the need for: capacity-
building in institutions to support Member States 

in remaining aligned with evolving requirements; 
strengthening country level perspectives in 
responding to acute and protracted emergencies; 
consideration to deploy and deliver on a no-
regrets basis; a regional risk register in addition 
to the corporate risk register; and continual 
improvement in accountability and control, as 
embedded in the regulatory frameworks.
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Conclusion

There can be no doubt that 2015 was a year 
of considerable challenge and achievement 

for our Member States and for WHO’s work in 
the Region. Nevertheless, because of a clear vision 
of what is needed and the ability to double our 
collective efforts, we were able to respond to 
emerging needs and at the same time continue 
our adherence to implementing the programme 
of strategic priorities that we have followed since 
2012. I hope that this report has succeeded 
in highlighting the progress and continuing 
challenges.

As we move forward, one of the most important 
influences on our work with Member States 

will be the Sustainable Development Goals 
endorsed by the United Nations in September 
2015. The goals are comprehensive in scope 
and, if achieved, will have profound impact on 
health development regionally and globally. The 
goals have been developed with the stated aim of 
ensuring that ‘no one will be left behind’. While 
SDG 3 is the main goal associated with health, in 
practice all the goals are of importance to health 
development, while SDG 3 itself is a key element 
of achieving sustainable development. Universal 
health coverage is at the heart of SDG3 and 
strengthening health systems towards achieving 
universal coverage will remain the key pillar of all 
our work. 

Let us remain united in our commitment to 
health in the Region.
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Annex 2

a) Professional staff in the Eastern Mediterranean Region, by number 
and nationality as at 31 December 2015
Nationality Regional/Intercountry Country Total

Egypt 14 4 18
Pakistan 8 3 11
United States of America 6 5 11
United Kingdom 7 1 8
Lebanon 6 1 7
Sudan 3 4 7
Tunisia 4 3 7
Jordan 4 2 6
Belgium 2 3 5
Canada 5 – 5
Germany 3 2 5
Iran, Islamic Republic of 5 – 5
Yemen 1 4 5
India 2 2 4
Iraq 2 2 4
Morocco 4 – 4
Stateless 4 – 4
Syrian Arab Republic 3 1 4
Bangladesh 2 1 3
Italy 1 2 3
Netherlands 1 2 3
Somalia 2 1 3
Switzerland 3 – 3
Afghanistan – 2 2
Denmark 1 1 2
Ethiopia – 2 2
Finland 2 – 2
France 1 1 2
Kenya – 2 2
Spain 1 1 2
Uganda – 2 2
Algeria – 1 1
Armenia 1 – 1
Austria – 1 1
Australia – 1 1
Bahrain 1 – 1
Eritrea – 1 1
Georgia – 1 1
Hungary 1 – 1
Ireland 1 – 1
Japan – 1 1
Malawi 1 – 1
New Zealand 1 – 1
Norway – 1 1
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Romania – 1 1
Saudi Arabia – 1 1
Senegal 1 – 1
Sri Lanka – 1 1
Sweden – 1 1
Tanzania – 1 1
Trinidad & Tobago – 1 1
Turkey 1 – 1
Total 105 67 172

Note: The above figures a) do not include staff on leave without pay (LWOP), nor interregional staff who are located in the Regional Office, b) 
are funded from all sources.

b) Professional staff from Eastern Mediterranean Region Member 
States, by number and nationality as at 31 December 2015
Country Global 

recruitment 
priority list1

Global range2 Total in 
World Health 
Organization

Of which in 
the Eastern 

Mediterranean 
Region

Egypt C 003–012 30 18
Pakistan C 005–014 24 11
Iran, Islamic Republic of C 004–012 15 5
Lebanon C 001–008 13 7
Sudan C 001–010 13 7
Jordan C 001–008 11 6
Tunisia C 001–008 10 7
Morocco B1 001–010 9 4
Iraq B1 002–009 6 4
Yemen B1 001–008 5 5
Syrian Arab Republic B1 001–008 4 4
Somalia B2 001–008 4 3
Afghanistan B1 001–008 2 2
Saudi Arabia A 005–011 2 1
Bahrain B1 001–007 1 1
Djibouti B1 001–007 1 –
Total of regional nationalities 150 85
Total of other nationalities 1895 87
Grand total 2045 172

Note: The above figures a) do not include staff on leave without pay (LWOP), nor interregional staff who are located in the Regional Office, b) 
are funded from all sources.
1 A Countries from which recruitment of professional posts is to be encouraged as a first ranking priority
 B1 Countries from which recruitment of professional posts is to be encouraged as a second ranking priority
 B2 Countries from which recruitment for professional posts is permissible
 C Countries from which recruitment for professional posts is restricted
2 Current range of recruitment permitted based on assessed contribution

Nationality Regional/Intercountry Country Total

Annex 2 
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Annex 3. Meetings held in the Eastern Mediterranean 
Region, 2015

Meeting title, location and date

Statutory and advisory meetings

First consultation of the Regional Advisory Committee on Noncommunicable Diseases and Public Health Law, 
Cairo, Egypt, 11–12 February 2015

Twenty-ninth meeting of the Eastern Mediterranean Regional Commission for Certification of Poliomyelitis 
Eradication, Muscat, Oman, 19–21 April 2015

First meeting of the regional steering committee and task force on antimicrobial resistance, Cairo, Egypt, 26–28 
April 2015

Twenty-first meeting of the Eastern Mediterranean regional working group on GAVI, the Vaccine Alliance, 
Djibouti, Djibouti, 27–29 April 2015

Fifth meeting of the Eastern Mediterranean Regional Green Light Committee, Cairo, Egypt, 25–26 May 2015

Meeting of the Technical Advisory Group on poliomyelitis eradication for Afghanistan, Islamabad, Pakistan, 1–2 
June 2015

Meeting of the Technical Advisory Group on poliomyelitis eradication for Pakistan, Islamabad, Pakistan, 4–5 
June 2015

Meeting of the Eastern Mediterranean Advisory Committee on Health Research, Cairo, Egypt, 6–7 July 2015

Meeting of the Eastern Mediterranean Research Ethics Review Committee, Cairo, Egypt, 6–7 September 2015

Third meeting of the Technical Advisory Group Committee to the Regional Director, Cairo, Egypt, 10–11 
September 2015

Sixty-second Session of the WHO Regional Committee for the Eastern Mediterranean, Kuwait City, Kuwait, 
5–8 October 2015

Consultations

Third regional stakeholder’s meeting to review the implementation of IHR (2005) with focus on Ebola disease, 
Cairo, Egypt, 11–13 January 2015 and Tunis, Tunisia, 4–5 February 2015

Review meeting for Phase II and planning for Phase III of the Middle East polio outbreak response, Beirut, 
Lebanon, 26–27 January 2015

Consultation workshop on the United Nations child and maternal mortality estimates, Tunis, Tunisia, 9–11 
February 2015

Consultative meeting on strategic planning for tuberculosis elimination, Cairo, Egypt, 10–12 February 2015

Technical consultation on polio eradication in Pakistan, Islamabad, Pakistan, 14–15 February 2015

Expert group meeting on medical education, Cairo, Egypt, 9 March 2015

Consultation for updating the regional integrated vector management strategic framework, Cairo, Egypt, 11–12 
March 2015

Expert consultation on expanding universal health coverage to the informal sector and vulnerable groups in the 
Eastern Mediterranean Region, Rabat, Morocco, 15–16 March 2015

Second eHealth taskforce meeting, Cairo, Egypt, 19–20 March 2015

Technical consultation on salt and fat reduction strategies in the Eastern Mediterranean Region, Tunis, Tunisia, 
30–31 March 2015

Meeting of the Informal working group on promoting preconception care in the Eastern Mediterranean Region, 
Amman, Jordan, 5–7 April 2015
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Expert consultation on regional hospital strategy development and capacity-building of hospital managers, 
Cairo, Egypt, 6–7 April 2015

Regional consultation on reducing health inequities in the Eastern Mediterranean Region through actions on the 
social determinants of health, Teheran, Islamic Republic of Iran, 21–23 April 2015

Regional consultation to review the draft global plan of action to strengthen the role of health system in 
addressing interpersonal violence, in particular against women and girls, and against children, Cairo, Egypt, 
27–28 April 2015

Regional consultation on noncommunicable disease and public health, Cairo, Egypt, 2-4 May 2015

International scientific meeting on Middle East respiratory syndrome coronavirus (MERS-CoV), Cairo, Egypt, 
5–6 May 2015

Expert consultation on improving the quality of care at primary health care level through the implementation of 
quality indicators and standards, Cairo, Egypt, 11–12 May 2015

GEF final meeting, Amman, Jordan, 20–21 May 2015

Expanded meeting of the Editorial Board of the Eastern Mediterranean Health Journal, Cairo, Egypt, 6–7 June 
2015

Regional consultation on the prevention and control of childhood overweight and obesity in the Eastern 
Mediterranean Region, Cairo, Egypt, 2–3 July 2015

Technical consultation on reducing sugar intake in the Eastern Mediterranean Region, Amman, Jordan, 26–27 
July 2015

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

Brainstorming session for the “What Is Needed Now in Tobacco Control” (WINN) Initiative, Cairo, Egypt, 7–8 
September 2015

Technical consultation on all hazard emergency preparedness in the Eastern Mediterranean Region: applying 
lessons learned in the operational action plan, Cairo, Egypt, 8–10 September 2015

Open forum on addressing unopposed marketing of unhealthy foods and beverages to children in the Eastern 
Mediterranean Region, Amman, Jordan, 13–14 September 2015

Expert group meeting on water governance for health securing water requirements for health protection, 
Amman, Jordan, 14-17 September 2015

Expert consultation on the marketing of foods and non-alcoholic beverages to children in the Eastern 
Mediterranean Region, Amman, Jordan, 18–19 September 2015

Fourteenth meeting of the regional programme review group on lymphatic filariasis elimination and other 
preventive chemotherapy programmes, Cairo, Egypt, 12–14 October 2015

Follow-up meeting of national poliovirus containment coordinators on implementation of GAPIII, Beirut, 
Lebanon, 13–14 October 2015

Meeting to establish a regional network for outbreak alert and response, Casablanca, Morocco, 19–21 October 
2015

Review meeting for Phase III of the Middle East polio outbreak response, Beirut, Lebanon, 22–23 October 2015

First Africa/Middle East expert meeting and workshop on the health impact of airborne dust, Amman, Jordan, 
2–5 November 2015

Annex 3. Meetings held in the Eastern Mediterranean Region, 2015 (continued)

Meeting title, location and date

Consultations
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Consultative meeting on a strategic approach for cholera preparedness and response in the Eastern 
Mediterranean Region, Amman, Jordan, 17–19 November 2015

Expert consultation on evidence-based guideline development and adaptation in the Eastern Mediterranean 
Region, Cairo, Egypt, 18–19 November 2015

Expert group meeting on regulation of nurses, midwives and allied health professionals, Cairo, Egypt, 8–10 
December 2015

Consultation on developing updated criteria and executive framework for health promoting schools in the 
Eastern Mediterranean Region, Cairo, Egypt, 19–20 December 2015 

Intercountry meetings

Seventeenth intercountry meeting of directors of national and regional polio reference laboratories in the 
Eastern Mediterranean Region, Amman, Jordan, 26–28 January 2015 

Intercountry meeting of the directors of public health laboratories in the Eastern Mediterranean Region, Tunis, 
Tunisia, 24–27 February 2015

Meeting on promoting preconception care in the Eastern Mediterranean Region, Muscat, Oman, 25–27 March 
2015

Meeting of national maternal, neonatal and child health programme managers: addressing main causes of 
maternal, neonatal and child mortality, Amman, Jordan, 29 March –2 April 2015

Regional meeting on food safety, Amman, Jordan, 5–7 April 2015

Intercountry meeting on strengthening the public health response to substance use, Cairo, Egypt, 14–16 April 
2015

Third annual regional meeting to scale up implementation of the United Nations Political Declaration on 
Prevention and Control of Noncommunicable Diseases, Cairo, Egypt, 27–29 April 2015 and Beirut, Lebanon, 
27–28 June 2015

Third meeting of the WHO collaborating centres in the Eastern Mediterranean Region, Cairo, Egypt, 29–30 
April 2015

Meeting of national coordinators for poliovirus containment on the WHO global action plan to minimize 
poliovirus facility-associated risk (GAPIII), Tunis, Tunisia, 12–13 May 2015

Regional nursing forum: the future of nursing and midwifery in the Eastern Mediterranean Region, Amman, 
Jordan, 24 May 2015

Intercountry meeting on nutrition, Amman, Jordan, 7–9 June 2015

Regional meeting on achieving the global target of 30% reduction in tobacco use by 2025, Tunis, Tunisia, 8–9 
June 2015

First meeting of national hepatitis focal points, Cairo, Egypt, 8–10 June 2015

Meeting on sustainable alternatives to DDT and strengthening of national vector control capabilities in the 
Eastern Mediterranean Region, Teheran, Islamic Republic of Iran, 9–11 June 2015

Regional meeting on patient safety and health care quality in Eastern Mediterranean Region: from assessment 
to improvement, Tunis, Tunisia, 14–16 June 2015

Meeting of the national public health associations and institutions in the Eastern Mediterranean Region, Cairo, 
Egypt, 29–30 June 2015

Annex 3. Meetings held in the Eastern Mediterranean Region, 2015 (continued)

Meeting title, location and date

Consultations
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Intercountry meeting on Good Governance for Medicines for phase I countries in the Eastern Mediterranean 
Region, Amman, Jordan,  
16–19 August 2015

Regional meeting on strengthening partnership with civil society organizations for the prevention and control of 
noncommunicable diseases, Cairo, Egypt, 1–2 September 2015

Regional meeting on expanding universal health coverage to the informal sector and vulnerable groups in the 
Eastern Mediterranean Region, Cairo, Egypt, 1–3 September 2015

Sixteenth meeting of the national tuberculosis managers in the Eastern Mediterranean Region, Cairo, Egypt, 
6–8 September 2015

Regional meeting on strengthening pharmacovigilance systems, Rabat, Morocco, 7–10 September 2015

Third intercountry meeting on the Eastern Mediterranean Acute Respiratory Infection Surveillance network, 
Amman, Jordan, 14–16 September 2015

“Eye on the earth” summit 2015, Abu Dhabi, United Arab Emirates, 6-8 October 2015

Fourth intercountry meeting of polio staff, Amman, Jordan, 18–20 October 2015

Annual intercountry meeting on the implementation of the WHO Framework Convention on Tobacco Control, 
Cairo, Egypt, 26–28 October 2015

Twenty-third intercountry meeting of national AIDS programme managers, Beirut, Lebanon, 27–29 October 
2015

Eleventh intercountry meeting of national malaria programme managers of countries of the Eastern 
Mediterranean Region, Amman, Jordan, 22–24 November 2015

Intercountry meeting on analysis and assessment of drinking-water, sanitation and hygiene in the Eastern 
Mediterranean Region, Amman, Jordan, 24–26 November 2015

Seventh intercountry meeting of national malaria programme managers from HANMAT and PIAM-net 
countries, Amman, Jordan, 25–26 November 2015

Twenty-ninth intercountry meeting of national managers of the Expanded Programme on Immunization 
and sixteenth intercountry meeting on measles and rubella control and elimination, Amman, Jordan, 29 
November–3 December 2015

Meeting on prevention and control of Crimean–Congo haemorrhagic fever in the Eastern Mediterranean 
Region, Muscat, Oman, 7–9 December 2015

Regional meeting on the principles and practice of health care accreditation, Cairo, Egypt, 13–15 December 
2015

Workshops and trainings 

Regional capacity building workshop on health inequality monitoring of national health data, Cairo, Egypt, 22-
25 February 2015

Fourth seminar on health diplomacy, Cairo, Egypt, 2–4 May 2015

Regional workshop on strategic purchasing for Universal Health Coverage: how to implement innovative 
provider payment method, Cairo, Egypt, 10–12 June 2015

Regional CEHA training workshop on the safe management of health care wastes including highly infectious 
and contagious wastes generated by health facilities, Amman, Jordan, 27-29 July 2015

Annex 3. Meetings held in the Eastern Mediterranean Region, 2015 (continued)
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Capacity-building workshop on the role of the private sector in moving towards universal health coverage in 
the Eastern Mediterranean Region, Cairo, Egypt, 9–12 August 2015

Workshop on new CCS guidelines, Cairo, Egypt, 30 August–1 September 2015

Workshop on mass media and social marketing campaigns for physical activity, Amman, Jordan, 23-25 
September 2015

Intercountry training/certification workshop on laboratory specimen collection, transportation, shipment of 
influenza other pandemic prone respiratory viruses as per IATA regulations, Cairo, Egypt, 12–14 October 2015

Intercountry workshop on national regulatory authority self-assessment, Amman, Jordan, 25–27 October 2015

On-site training course on family practice for regional master trainers, Al-Yarmouk, Kuwait, 15–18 November 
2015

Training course on managing programmes to improve child health, Cairo, Egypt, 22–26 November 2015

Capacity development workshop for hospital managers in the Eastern Mediterranean Region, Cairo, Egypt, 28 
November–7 December 2015

Training workshop on the Baby Friendly Hospital Initiative for policy-makers in the Eastern Mediterranean 
Region, Amman, Jordan, 15–17 December 2015

Annex 3. Meetings held in the Eastern Mediterranean Region, 2015 (concluded)

Meeting title, location and date

Workshops and trainings



77

Annex 4. New publications issued in 2015

Title Originator

Publications

A guide to nursing and midwifery education standards
Language: English

Regional Office

Documenting the impact of hepatitis B immunization: best practices for conducting a 
serosurvey  
Language: Arabic

Headquarters

Donor Update 2015 (Q1):  Syrian Arab Republic
Language: English

Country Office

Donor Update 2015 (Q2):  Syrian Arab Republic
Language: English

Country Office

Eastern Mediterranean Region: framework for health information systems and core 
indicators for monitoring health situation and health system performance 2015
Language: English

Regional Office

Global recommendations on physical activity for health
18-64 years old 
Language: Arabic

Regional Office

Global recommendations on physical activity for health
5-17 years old 
Language: Arabic 

Regional Office

Global recommendations on physical activity for health
65 years and above
Language: Arabic

Regional Office

HIV basic knowledge and stigma reduction in health care settings. Handout for 
participants
Language: English/French

Regional Office

HIV basic knowledge and stigma reduction in health care settings. Introduction to the 
course
Language: English/French

Regional Office

HIV basic knowledge and stigma reduction in health care settings. Module 1. HIV 
epidemiology, transmission and prevention
Language: English/French

Regional Office

HIV basic knowledge and stigma reduction in health care settings. Module 2. Natural 
history and clinical aspects
Language: English/French

Regional Office

HIV basic knowledge and stigma reduction in health care settings. Module 3. HIV testing 
and counselling and ethics
Language: English/French

Regional Office

HIV basic knowledge and stigma reduction in health care settings. Module 4. HIV care 
and psychosocial support
Language: English/French

Regional Office 

Friends power series 2 
I lead a healthy life 
Language: French 

Regional Office 

Annex 4
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Interim infection prevention and control guidance for care of patients with suspected or 
confirmed filovirus haemorrhagic fever in health-care settings, with focus on Ebola
Language: Arabic  

Regional Office 

Interpersonal violence prevention in the Eastern Mediterranean Region: facts from the 
Global status report on violence prevention 2014
Language: Arabic/English/French

Regional Office

Managing disaster risks in communities: a community-based approach to disaster risk 
reduction: training manual for the trainers of cluster representatives and volunteers
Language: English

Regional Office

Patient safety tool kit
Language: English 

Regional Office

Practices to improve coverage of the hepatitis B birth dose vaccine  
Language: Arabic

Headquarters

Turning the tide against infectious disease threats: preparedness redefined 
Language: English

Regional Office

Principles and considerations for adding a vaccine to a national immunization programme. 
From  decision to implementation and monitoring    
Language: Arabic

Headquarters

Promoting physical activity in the Eastern Mediterranean Region through a life-course 
approach 
Language: French

Regional Office

Promoting physical activity through the life course: a regional call to action 
Language: French

Regional Office

Test procedures for insecticide resistance monitoring in malaria vector mosquitoes  
Language: Arabic

Headquarters

The growing need for home health care for the elderly
Home health care for the elderly as an integral part of primary health care services
Language: English

Regional Office

The status of the illicit tobacco trade in the Eastern Mediterranean Region 
Language: Arabic/English/French

Regional Office

Tuberculosis control in complex emergencies 
Language: English

Regional Office

The work of WHO in the Eastern Mediterranean Region: annual report of the Regional 
Director 2014
Language: Arabic/English/French

Regional Office

World Health Organization Syrian Arab Republic Annual Report 2014
Language: English

Country Office 

Periodicals

Eastern Mediterranean Health Journal; Vol.21 No.1 –No.12
Languages: Arabic/English/French 

Regional Office

IMEMR current contents; Vol.14 No.1 –No. 4
Language: English 

Regional Office

Annex 4. New publications issued in 2015 (continued)
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Assessing essential public health functions in the Eastern Mediterranean
Language: English

Regional Office

Better Health for people with disabilities
Language: Arabic

Headquarters

Care for your liver: think about hepatitis  
World Hepatitis Day 2015
Language: Arabic/English/French

Regional Office

Children and road safety
Language: Arabic/English

Regional Office

Fact sheet: HIV testing services: fact sheet to the WHO consolidated guidelines of HIV 
testing services
Language: Arabic

Headquarters 

Frequently asked questions 
About tobacco control 
Policies for the prevention and control of noncommunicable diseases
Alternative crops to tobacco
Illicit tobacco trade
Raise taxation on all tobacco products
Enforce a total comprehensive ban on tobacco products advertising, promotion and 
sponsorship
Protect people from second hand smoke through enforcing a total ban on tobacco use 
in all public places, with no designated areas for smokers
Warn people of the hazards of tobacco use through displaying large clear graphic 
health warnings
Offer help to quit, enact cessation services

Language: English

Regional Office

Illicit tobacco trade 
Best practices around the world
Facts and figures on the illicit tobacco trade
Immediate action in 10 steps
Taxation and illicit trade
The tobacco industry’s role
The Protocol to Eliminate Illicit Trade in Tobacco Products

Language: Arabic/English/French

Regional Office

MPOWER in the Eastern Mediterranean Region
Enforce bans on tobacco advertising, promotion and sponsorship (TAPS)
Monitor tobacco use and prevention policies
Offer help to quit tobacco use
Overview of the WHO Framework Convention on Tobacco Control (WHO FCTC) and 
MPOWER
Protect people from tobacco smoke
Raise taxes on tobacco
Warn about the dangers of tobacco

Language: English

Regional Office

Annex 4. New publications issued in 2015 (continued)
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Policy brief: HIV testing: WHO recommends HIV testing by lay providers
Language: Arabic

Headquarters

Policy brief: HIV testing: WHO recommendations to assure HIV testing quality
Language: Arabic

Headquarters

Violence against women
Language: Arabic

Headquarters

Annex 4. New publications issued in 2015 (concluded)

Title Originator

Fact sheets
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Annex 5. WHO collaborating centres in the Eastern Mediterranean 
Region as at December 2015

Field Title Country Institution name

Blood safety WHO Collaborating Centre for Research and 
Training on Blood Safety

Islamic 
Republic of 
Iran

Iranian Blood Transfusion 
Organization (IBTO)

Blood transfusion WHO Collaborating Centre for Training and 
Research in Blood Transfusion

United Arab 
Emirates

Sharjah Blood Transfusion 
and Research Centre

Cancer WHO Collaborating Centre for Cancer 
Education, Training and Research*

Jordan King Hussein Cancer 
Center

Cardiovascular 
disease

WHO Collaborating Centre for Research and 
Training in Cardiovascular Diseases Control, 
Prevention, and Rehabilitation for Cardiac 
Patients

Islamic 
Republic of 
Iran

Isfahan Cardiovascular 
Research Centre

Dental public 
health

WHO Collaborating Centre for Training and 
Research in Dental Public Health

Islamic 
Republic of 
Iran

Department of 
Community Oral Health, 
School of Dentistry
Shahid Beheshti 
University of Medical 
Sciences (SBMU)

Diabetes WHO Collaborating Centre for Diabetes 
Research, Education and Primary Health Care

Jordan National Centre for 
Diabetes, Endocrine and 
Inherited Diseases

WHO Collaborating Centre for Treatment, 
Education and Research in Diabetes and 
Diabetic Pregnancies

Pakistan Diabetic Association of 
Pakistan

Drug registration 
and regulation

WHO Collaborating Centre for Drug 
Registration and Regulation

Tunisia Directorate for Drugs and 
Pharmacy, Ministry of 
Public Health

Educational 
development

WHO Collaborating Centre for Health 
Professionals’ Educational Development*

Bahrain Arabian Gulf University

WHO Collaborating Centre for Research and 
Development in Medical Education and Health 
Services

Egypt Suez Canal University 
(SCU)

WHO Collaborating Centre for Training in 
Research and Educational Development of 
Health Personnel

Pakistan College of Physicians and 
Surgeons

WHO Collaborating Centre for Research and 
Training in Educational Development

Sudan University of Gezira

Endocrine science WHO Collaborating Centre for Research and 
Training on Endocrine Science*

Islamic 
Republic of 
Iran

Shaheed Beheshti 
University of Medical 
Sciences (SBUMS)

Evidence-informed 
policy and practice

WHO Collaborating Centre for Evidence-
Informed Policy and Practice

Lebanon American University of 
Beirut

Eye health WHO Collaborating Centre for the Eye Health 
and Prevention of Blindness Programme

Islamic 
Republic of 
Iran

Shahid Beheshti Medical 
University

Annex 5   



82 The work of WHO in the Eastern Mediterranean Region
Annual report of the Regional Director 2015

Health information WHO Collaborating Centre for Family of 
International Classifications

Kuwait National Centre for 
Health Information

Health 
management

WHO Collaborating Centre for Training and 
Research on Health Management

Islamic 
Republic of 
Iran

National Public Health 
Management Centre 
(NPMC), Tabriz University 
of Medical Sciences

Hearing loss WHO Collaborating Centre for Research and 
Education on Hearing Loss

Islamic 
Republic of 
Iran

Otolaryngology, Head 
and Neck Research 
Centre

HIV/AIDS WHO Collaborating Centre for Acquired 
Immuno-deficiency Syndrome

Kuwait University of Kuwait

HIV surveillance WHO Collaborating Centre for HIV 
Surveillance

Islamic 
Republic of 
Iran

Regional Knowledge 
Hub for HIV Surveillance, 
Kerman University of 
Medical Sciences

HIV/AIDS, 
tuberculosis and 
lung diseases

WHO Collaborating Centre for Research on 
HIV/AIDS, Tuberculosis and Lung Diseases

Sudan The Epidemiological 
Laboratory (Epi-lab)

Mass gatherings WHO Collaborating Centre for Mass 
Gatherings

Saudi Arabia Office of Assistant 
Deputy Minister for 
Preventive Medicine, 
Ministry of Health

Mental health WHO Collaborating Centre for Mental Health Islamic 
Republic of 
Iran

Iran University of Medical 
Sciences

WHO Collaborating Centre for Mental Health Morocco Ibn Rushd University

Mycetoma WHO Collaborating Centre on Mycetoma Sudan University of Khartoum

Metabolic bone 
disorders

WHO Collaborating Centre for Metabolic 
Bone Disorders

Lebanon American University of 
Beirut

NCD prevention 
and control

WHO Collaborating Centre for Research on 
NCDs and Gastrointestinal Cancers*

Islamic 
Republic of 
Iran

Digestive Diseases 
Research Institute

WHO Collaborating Centre for NCD 
prevention and control*

Kuwait Ministry of Health, 
Kuwait

Nursing WHO Collaborating Centre for Nursing 
Development

Bahrain College of Health 
Sciences, Ministry of 
Health

WHO Collaborating Centre for Education and 
Research in Nursing and Midwife

Islamic 
Republic of 
Iran

Iran University of Medical 
Sciences, Center for 
Nursing Care Research

WHO Collaborating Centre for Nursing 
Development

Jordan Jordan University of 
Science and Technology 
(JUST)

Annex 5. WHO collaborating centres in the Eastern Mediterranean Region 
(continued)
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Nutrition and Food 
Technology

WHO Collaborating Centre for Research on 
Nutrition and Food Technology*

Islamic 
Republic of 
Iran

National Nutrition 
and Food Technology 
Research Institute 
(NNFTRI)

Occupational 
health

WHO Collaborating Centre for Occupational 
Health

United Arab 
Emirates

Institute of Public Health, 
UAE University

Osteoporosis and 
diabetes

WHO Collaborating Centre for Research and 
Education on Management of Osteoporosis 
and Diabetes

Islamic 
Republic of 
Iran

Teheran University of 
Medical Sciences

Pharmacovigilance WHO Collaborating Centre for 
Pharmacovigilance

Morocco Centre Anti Poison et de 
Pharmacovigilance du 
Maroc 

Prevention of 
blindness

WHO Collaborating Centre for Prevention of 
Blindness

Pakistan Al-Shifa Trust Eye 
Hospital

WHO Collaborating Centre for Prevention of 
Blindness

Saudi Arabia King Khaled Eye Specialist 
Hospital

Primary oral health 
care

WHO Collaborating Centre for Primary Oral 
Health Care

Kuwait University of Kuwait

Quality assurance WHO Collaborating Centre for Quality 
Control and Clinical Chemistry

Islamic 
Republic of 
Iran

Reference Laboratories of 
Iran, Ministry of Health 
and Medical Education

Rabies WHO Collaborating Centre for Reference and 
Research on Rabies

Islamic 
Republic of 
Iran

Pasteur Institute of Iran

Reproductive 
health

WHO Collaborating Centre for Training and 
Research in Reproductive Health

Tunisia International Training 
and Research Center in 
Reproductive Health and 
Population

Substance use 
disorders and 
mental health

WHO Collaborating Center for Research and 
Training on Substance Use Disorders and 
Mental Health*

Islamic 
Republic of 
Iran

Iranian National Center 
for Addiction Studies 
(INCAS), Tehran 
University of Medical 
Sciences

WHO Collaborating Centre for Mental Health 
Research, Training and Substance Abuse

Pakistan Rawalpindi Medical 
College

Tobacco control WHO Collaborating Centre on Tobacco 
Control

Islamic 
Republic of 
Iran

National Research 
Institute of Tuberculosis 
and Lung Disease

WHO Collaborating Centre for Treating 
Tobacco Dependence*

Qatar Hamad Medical 
Corporation

Tuberculosis WHO Collaborating Centre for Tuberculosis 
Education

Islamic 
Republic of 
Iran

Shaheed Beheshti 
University of Medical 
Sciences and Health 
Services

Annex 5. WHO collaborating centres in the Eastern Mediterranean Region 
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Transfusion 
medicine

WHO Collaborating Centre for Transfusion 
Medicine

Jordan National Blood Bank, 
Ministry of Health

WHO Collaborating Centre for Transfusion 
Medicine

Tunisia National Blood 
Transfusion Centre of 
Tunis, Ministry of Health

Water supply Centre collaborateur de l’OMS en matière de 
Formation et de Recherche dans le domaine 
de l’Eau potable et de l’Assainissement

Morocco Office National de l’Eau 
Potable (ONEP) Bou-
Regreg Complex, Station 
de Traitement

Women health WHO Collaborating Center for Women 
Health*

Jordan The National Women 
Health Care Center

* Under designation/re-designation

Annex 5. WHO collaborating centres in the Eastern Mediterranean Region 
(concluded)

Field Title Country Institution name
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