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Interview with

1. Tuberculosis, malaria and
HIV/AIDS have traditionally been
seen as afflicting the poor. Poor living
conditions, lack of access to safe
drinking water, low utilization of and
access to essential health care
services, malnutrition, etc., are some
of the predisposing factors for the
spread of communicable diseases.
In this regard, and based on your
vast experience in communicable
disease control, how do you see the
role of the Community-based
Initiatives (CBI) programme in
combating diseases of poverty?

Tuberculosis, malaria, HIV/AIDS and
poverty can constitute a vicious cycle
if proper measures are not taken. While
the prevention and treatment methods
for these diseases are well known,
successful implementation is often
challenged by barriers to making them
accessible for the persons and
communities that are most affected.

For example, lack of awareness about
HIV/AIDS is a major obstacle to effective
prevention, as well as to access to
treatment and care, as people are less
likely to know their HIV status. Stigma
and discrimination are also major
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barriers to effective HIV prevention,
treatment and care. In the world there
are several examples of how
communities affected by HIV and
groups of people living with HIV have
become organized and contributed
efficiently and effectively to the
response to the HIV epidemic. These
examples range from community-based
awareness raising to care and support
for people living with HIV, and
advocating for political commitment
to ensure access to HIV prevention,
treatment, care and support. In our
Region, we have a good example from
the Islamic Republic of Iran where the
success of harm reduction initiatives
started by community-based-
nongovernmental organizations has
been the basis for a national response
that is now acknowledged as a global
best practice. In Sudan, people living
with HIV have become organized and
formed their own nongovernmental
organization, and are an indispensable
partner in the national HIV response,
working explicitly to alleviate stigma
and discrimination, and to transmit
strong messages linked to personal
experiences and tangible evidence to
fight HIV/AIDS and to promote the
rights of people living with HIV/AIDS.
In Lebanon, members of the hard-to-
reach and most-at-risk populations
have been instrumental in reaching out
to their communities for HIV awareness
raising and prevention. There exist
examples from other countries also.

If we move to malaria, we find that CBI
has a very important role in combating
malaria and vector-borne diseases.
One of the main vector control
interventions in malaria endemic areas
in h ighly  af f l ic ted countr ies
(Afghanistan, Djibouti, Pakistan,
Somalia, Sudan and Yemen) is bednets.
Collaboration between Roll Back
Malaria (RBM) initiative and CBI was
initiated to ensure bednet coverage of
all populations at risk in areas
implementing the basic development
needs (BDN) approach. Projects are
being implemented in Pakistan and
Somalia using Global Fund to Fight
AIDS, Tuberculosis and Malaria
resources. BDN staff assist in
distribution of bednets awareness
campaigns, as well as in monitoring

and evaluation of the intervention. They
also assist in implementation of other
vector control interventions, such as
indoor residual spraying, by increasing
community acceptance and through
c o m m u n i t y  i n v o l v e m e n t  i n
environmental management, such as
elimination of breeding places or use
of larvicides, including larvivorous fish.

Regarding case management, one of
the important strategic approaches to
reaching inaccessible populations and
those lacking access to health care is
to empower the community to identify,
recognize and treat or refer malaria
cases to minimize the risk of severe
malaria by using standard dose
treatment in blister packs; this is known
as home management of malaria. The
RBM unit collaborated with CBI in the
national malaria programme managers
meeting in 2005, where a presentation
was made and then a workshop
followed focusing on this. Operational
research studies are being supported
in Somalia and Sudan to study different
modalities of implementation that are
culturally sensitive before going to
large scale (e.g. training village
volunteers, shop keepers or community
health workers). RBM has also
collaborated with CBI in developing a
training manual on malaria recognition,
treatment and prevention to be used
fo r  t r a i n i ng  o f  commun i t y
representatives.

Our third disease of poverty is
tuberculosis, which is closely linked to
poverty. Poor nutrition and poor living
conditions increase the risk of
converting tuberculosis infection into
tuberculosis disease. Moreover, poverty
adds to delay in diagnosis due to
financial difficulties and lack of access
to primary health care services.

The CBI programme is supporting poor
communities to improve their living
conditions and generate better income,
and therefore has a role in reducing
tuberculosis risk factors. Additionally,
CBI, through proper coordination with
tuberculosis control programmes in
countries, can play a major role in
improving access to tuberculosis
control services. This can be done
through providing health education,

supporting tuberculosis patients in the
community and building links with
health faci l i t ies that provide
tuberculosis services at the community
level.

2. As part of the Mi l lennium
Development Goals, countries have
agreed to halting and reversing the
spread of HIV/AIDS, malaria and
other major diseases by 2015. In our
Region it has been agreed to
integrate tuberculos is directly
observed treatment, short course
(DOTS) into all BDN areas by 2007.
What is your advice to national
communicable disease control
programme managers and WHO staff
on integration of DOTS into CBI areas,
and on linking their efforts with
o r g a n i z e d a n d m o b i l i z e d
communities?

The new global Stop TB strategy has a
component to empower tuberculosis
patients and communities in their fight
against tuberculosis. This cannot be
done without using organized
c o m m u n i t i e s  a n d  l o c a l
nongovernmental organizations. CBI
provides a good opportunity for
tuberculosis control programmes to
reach communities in a systematic and
productive way. The Stop TB unit in
the Regional Office has started an
effective collaboration with CBI and we
encourage all country communicable
disease control units to coordinate
their efforts at the community level
with CBI.
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3. CBI is pleased to see that the
Disease Early Warning System (DEWS)
is working well in a number of
countries of the Region. How can the
health system use the presence of
the community to upscale DEWS?

Let me start first with giving a brief
background on DEWS. As you know,
the status of basic health services in
some Member States in the Region,
including access and quality, remains
inadequate. The few available health
facil it ies are largely unevenly
distributed, poorly equipped, under-
financed and inadequately staffed.
Poverty, some cases of long years of
ongoing civil strife and conflict,
shortage of adequately trained health
workers and lack of effective managerial
support system, all contribute to the
deplorable situation of health services.
Moreover, a low level of health
awareness among the general public
and seasonal flooding contribute to a
high prevalence of infectious diseases,
resulting in illness, disability and death.

Aware of these challenges, some
countries in the Region initiated a
strategy to narrow gaps in alerting,
detecting and responding to disease
outbreaks. The strategy is to strengthen
surveillance and response for epidemic-
prone and vaccine-preventable
diseases. The experiences of Lebanon,
Pakistan, Somalia and Sudan have been
milestones in this strategy.

Most disease outbreaks occur in remote
areas where basic health services are
either very weak or do not exist, and
among crowded population groups
(such as internal ly  displaced
populations), urban ghettos, cattle and
fishing camps, and isolated villages,
and where communication is difficult.
Lack of  adequate community
awareness, and sometimes lack of
awareness among primary health care
providers, further contributes to long
delays in identifying, reporting and
responding to outbreaks. In such
situations, outbreaks are either
reported late or not reported at all; and
when reported late, the response is
often late and ineffective.

Thus, there is a need to narrow the
gap between the onset of an outbreak,

its reporting and an effective response.
To this end, improving community level
detection and reporting of suspected
outbreaks is indispensable. This has
to be preceded by the orientation of
the community on outbreak surveillance
and DEWS, and establishing an early
reporting and response network in
these communities.

Active involvement of communities in
disease surveillance and response
contributes to the development of
sustainable capacity to improve local
response to outbreaks. Experiences
from countries provide lessons for
further strengthening DEWS and
outbreak surveillance and response.

If I want to clarify the roles of the
community in DEWS, I can say that as
a member of a community, everyone
has the responsibility to support health
workers in getting timely information
and in mobilizing the community to
contain disease outbreaks. However,
it is important to have a mechanism to
coordinate the involvement of the
community. This mechanism is formed
by focal people in different locations
who can collect timely information on
suspected outbreaks, alert responsible
organizations and support response
efforts. This is what we call the Early
Warning and Response Network
(EWARN). The Network, among other
things, can:

get evidence of suspected outbreaks
and new (emerging) diseases.
immediately pass this information to
the appropriate health authorities or
organizations.
mobilize community resources
(assign people, seek local materials).
coordinate construction of temporary
shelters for patients where required.
participate in health education,
including selection of a convenient
place and time.
motivate communities to implement
messages on vaccinations, treatment,
etc.

Overall, the Network can speed up the
time required for creating awareness
of the problem, thereby contributing
to determination of the problem and
providing interventions. These efforts
are critical to slow or stop the further

spread of the disease and prevent
further deaths. The Network is a bridge
between the community and health
institutions. It is an important step
towards active

involvement of those at the core of the
problem and solution: communities.

4.Dr Hallaj, you have been an
esteemed and renowned pioneer in
the area of communicable diseases
and as WHO Representative of Egypt
have also witnessed the eradication
of polio from the country, all of which
hav e tak en s t r ong po l i t i ca l
commi tment and commun i t y
participation. Do you have any advice
for CBI in its future endeavours?

National health-related programmes
by their nature should allow all actors
to contribute to health development;
CBI is not a national initiative where
communities remain passive. The Alma
Ata declaration stated that health is
for all, but it also meant that it is by
all. Thus, strong political commitment
and active community participation is
the basis of any successful development
programme, including those that focus
on health. It is how polio was eradicated
from Egypt. It is also the spirit in which
CBI has been formed, and therefore
my advice for future endeavours is to
follow this spirit and be major
advocates for political commitment
and active community participation.
Once again, I extend my thanks to the
CBI unit and wish them success in all
their future endeavours.



To scale up and ensure the sustainability and effectiveness
of malaria control interventions, it is necessary to plan,
implement and supervise them with those who are most
affected. Community participation in malaria control
interventions can be designed to complement current
malaria programmes to maximize the benefits to the
community, especially where a sizable section of the
population are widely dispersed across remote areas.

The objectives of community-based interventions for malaria
control include:

to improve malaria diagnosis and provide effective
treatment by caregivers within 24 hours of the onset
of illness
to strengthen the capacity of health systems, including
access to antimalarial drugs and referral mechanisms
to improve health-seeking behaviour of caregivers,
family and community to enable them to recognize
signs of severe illness
to promote appropriate vector control measures,
particularly insecticide-treated nets
to promote malaria prevention measures during
pregnancy.

Community-based initiatives and interventions are an
integral part of the regional strategy for malaria control in
endemic countries/areas. Lack of access to effective
treatment in remote areas, especially in countries with
intense malaria transmission (Afghanistan, Djibouti, Pakistan,
Somalia, Sudan and Yemen) is still a challenge in the Region.
In settings with low health care system coverage, early and
appropriate treatment of malaria is mainly possible through
the introduction or improvement of home management of
malaria. This seeks to improve self-care practices, the care
practices of mothers and other caregivers in the home, and
those of community health workers, drug vendors and
shopkeepers.

Some examples of community participation in malaria
control programmes are given below.

In Zarabad village, Sistan and Baluchestan province, in
the Islamic Republic of Iran, a high transmission area, 5%
of malaria cases were detected by trained school
teachers/volunteers. In a pilot area, more than 80% of
cases were detected by other volunteers.

In Somalia, insecticide-treated bednets and larvivorous
fish (top water minnow or mosquito fish Gambusia affinis,
a widely-used biological control agent against mosquito
larvae) were distributed in BDN villages in North West
Zone. Health staff and village health committees were
trained in these interventions. In North East Zone in
Somalia, long lasting insecticide-treated bednets were

distributed to 3020 households in BDN villages through
the support of the Global Fund to Fight AIDS, Tuberculosis
and Malaria and UNICEF. Further plans include operational
research in BDN villages, involving cluster surveys on
home management of malaria by local health workers,
establishing village health committees and increasing the
availability of traditional birth attendants.

In the village of Jogis, Sindh province, Pakistan, the local
community participated in a campaign to encourage early
diagnosis and prompt treatment at public health facilities
and to discourage self-treatment or treatment by non-
qualified persons, and to encourage the use of insecticide-
treated bednets for children and pregnant women.

A community-based malaria control project took place in
eastern Afghanistan (2002–2004) in which women and
schoolchildren were trained to be involved in bednet re-
treatment and focal larviciding. This was a multipartite
endeavour to control malaria, that involved WHO, the
Ministry of Health and Population, HealthNet International,
World Food Programme, German Agro Action, Deutsche
Gesellschaft für Technische Zusammenarbeit (GTZ), United
Nations Development Programme, Food and Agriculture
Organization of the United Nations (FAO) and Mission
d’Aide au Développement des Economies Rurales en
Afghanistan (Madera). Thirteen teams (comprised of three
men and one woman per team) worked in the villages
throughout the transmission season. Bodies of water not
suitable for larviciding and/or drainage were targeted
with larvivorous fish; 230 farmers were trained and
involved in a Gambusia fish programme. As malarial
mosquitoes feed predominantly on animals, and only
secondarily on humans, cattle sponging with insecticide
was also carried out. Finally, in addition to conventional
health education using mass media at the primary health
care level, special sessions were conducted in nine schools
and more than 12 000 students received malaria health
education.
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Community participation
in Roll Back Malaria

The Basic
Development
Needs initiative
in Somalia
The Basic Development Needs (BDN)
initiative has made an invaluable
contribution to the achievements and
progress made in strengthening
primary health care in Somalia,
especially in improving maternal and
child health activities such as
immunization, malaria control and
antenatal, delivery and post-natal care.
The following examples illustrate the
key role of the initiative in selected
programme areas and villages.

Enabling access to primary
health care services

The BDN initiative has closely
integrated its activities with other
primary health care programmes,
notably routine immunization, measles
and malaria control, and basic hygiene
and sanitation programmes. As a
result, communities in the BDN villages
have act ively part ic ipated in
implementation of these programmes
and encouraging progress has been
seen in improving access to and quality
of services.

For example, the coverage rate for a
measles catch-up immunization
campaign in three visited BDN villages
in Hargeisa region was more than 95%.
In 2006, a total of 119 newborns
received BCG and 111 infants received
measles vaccination at nine months of

age through the routine EPI programme
in two months alone. An assessment
team that visited eight BDN villages
and settlements in May 2005
concluded that “the general health
situation is better [than other villages]
and there are no children affected by
measles after the measles catch-up
immunization campaign in the area”.

Likewise, the initiative contributes to
improving antenatal, delivery and post-
natal services in villages through
training supervision and provision of
supplies. A supervisory report on three
BDN villages documented an increase
in antenatal care attendance and
deliveries attended by traditional birth
attendants.

Capacity development:
investing in training of
community leaders and
health workers

The BDN initiative participated in
training of vaccination teams on
injection safety and waste management
procedures for both the measles catch-
up immunization campaign and
delivery of routine immunization at
BDN sites. In 2005, a five-day training
activity was organized for 15 health
workers selected from eight BDN
villages in North West Zone, focusing
on appropriate selection, use and
disposal of injection equipment and
waste management. The aim of the
workshop was to improve injection
safety standards and appropriate
disposal techniques.

Similarly, in 2006, an eight-day training
activity took place for 54 maternal and

child health workers on the interim
antimalarial drug policy. The objective
of the training was to familiarize
participants with the new policy and
to improve the skills of health workers
in preventive strategies, early detection
and diagnosis (including rapid
diagnostic testing), case management
and referral.

Furthermore, the capacity development
effort was expanded to empower
village development committees and
cluster representatives at community
level. Training focused on enhancing
community leadership for mobilization
and the delivery of basic social services
including immunization, water and
sanitation, basic education and
partnerships.

Prevention of cardiovascular diseases through
active community participation in Egypt
There are several social determinants of health management
that impact the well-being of underprivileged communities.
A study to investigate the social obstacles to hypertension
and cardiovascular disease management was carried out in
the Nag Al-Arab community of Alexandria, Egypt. For the
study, 499 participants (ages 18–83) were surveyed and
screened at random for blood pressure measurements.
Results indicated that 18.4% of the population was

hypertensive (blood pressure  140/90) at the time of the
study. T-test comparisons between hyper- and normotensive
participants demonstrated that inadequate visits to the
doctor, medication inaccessibility and increased salt intake
were not significant causes for this hypertension (P > 0.72,
0.79, 0.89, respectively). Rather, the statistically significant
causes were decreased physical activity (P < 0.0001) and
increased saturated fat intake in diet.



Awareness of cardiovascular disease management and
hypertension risk factors was found to be extremely limited
throughout the population sample. Normotensive
participants were unable to demonstrate significantly greater
awareness of hypertension risk factors than hypertensive
participants (P > 0.62). Furthermore, 66.3% of the
hypertensive participants in the study stated that they had
no history of hypertension prior to the screening,
demonstrating very poor awareness of their cardiovascular
health. Health differences based on gender were found,
with a lower prevalence of hypertension in men (16.5%)
compared to women (20.6%); this is partially explained by
the significantly higher daily physical activity demonstrated
by men in Nag Al-Arab (P < 0.0001).

Based on the results of this study, cluster representatives
have attempted to educate the Nag Al-Arab community on
hypertension management and lifestyle modifications.
Alexandria’s Office for the Ministry of Health and Population
will provide additional support to improve access of the

community to primary health care services. The knowledge
and skills of the cluster representatives who will be used
in community awareness building and screening need to
be constantly updated and a sustainable follow-up system
needs to be created.
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BDN expansion in
Djibouti
The Ministry of Health, Djibouti, in collaboration with WHO,
has developed a national strategy and plan of action for
expansion of the BDN initiative in the country. WHO assigned
Dr Nada Darkaoui, Director of Ambulatory Health Services
and focal person for the BDN initiative in Morocco, from 8
June to 1 July 2006, for this task. The national strategy was
launched by H.E the Minister of Health in the presence of
four other Ministers on 24 June, after consultation with a
group of key stakeholders during a two-day workshop held

on 21–22 June. The Government of Djibouti demonstrated
their high commitment to making BDN a tool for reducing
poverty and to integrating it within their Poverty Reduction
Strategy Paper. These accomplishments were made possible
through the advocacy efforts made by the WHO Deputy
Regional Director during his recent visit to Djibouti.

The national strategy for BDN expansion contains three
main strategies: partnership, an organizational structure
for BDN management, and BDN implementation and
expansion to 25 sites by the end of 2007. The partners
endorsed the summary of the national strategy document
as an act of commitment to the expansion of the BDN
programme.

Steps to implement the healthy urbanization project in Ariana, Tunisia

Activity Responsibilities Expected output

1. Development of scoping paper Qualified person/institute. Working paper describing social
determinants of health in Ariana.

2. MModulee 11 Project planning in an 8–10-day
workshop to review social determinants in the
city using the scoping paper; planning and
management tools and methodology will be used
to select 3–4 high priorities, identify root causes
and plan to overcome problems.

City management team: city development
/health planners representing different
development sectors, nongovernmental
organizations, key officials, health staff,
key national stakeholders.

Feasible plan of action to overcome
identified gaps.

3. Implementation of the planned project over 6
months including resource generation and
partnership, development of required
tools/instruments, staffing, and procurement of
supplies and equipment.

City management team. Regular progress reports.

4. MModulee 22 Progress report presented in a 4/5-
day workshop.

City management team; facilitated by
Regional Office and WKC.

Progress report: achievements,
obstacles, comments, suggestions
for improvement.

5. Application of required changes based on
output of module 2 workshop and evaluation of
outputs after 3–4 months.

City management team. Improved implementation process.

6. MModulee 33 Presentation of final report and
evaluation in a 2-day workshop.

City management team; facilitated by
Regional Office and WKC.

Result of evaluation.

7. National advocacy seminar to present findings. City management team. Agreement on expansion of healthy
urbanization project to other cites
and its institutionalization in
national health and development
plans and policies.

for its success. Furthermore, the new community-based project for combating noncommunicable diseases and lifestyle
risks that has recently been launched by the Ministry of Public Health in collaboration with WHO in Ariana is another
important reason why this regional demonstration project is likely to succeed.

The development of the project will follow the established set of activities that WKC has developed. Both the Regional
Office and WKC will provide, through the WHO Representative’s Office in Tunisia, all the necessary technical support
for implementation of the project. The Regional Director has approved the allocation of US$ 50 000 by early 2007 and
WKC will fund the remaining amount during 2007–2008. The lessons learned from the project will help the countries
of the Region to develop workable strategies in this key area of concern and at the same time contribute to the work
of the Global Commission on the Social Determinants of Health.

Healthy and Safe School Environment project in
Yemen
The Healthy and Safe School Environment for Children (HSEC) project was launched by the WHO Regional Centre for
Environmental Health Activities (CEHA) in 2005 in Yemen to raise awareness of the impact of the school physical
environment on children’s health through
community participation and intersectoral
action. The environmental health status of
58 schools in the BDN areas of 10
governorates in Yemen has been assessed
by a committee composed of the school
headmasters and members of village
development committees. The committees
are preparing action plans to improve the
environmental health status of the schools.
WHO is assisting the Ministry of Public Health
and Population and the Ministry of Education

The launch of the national strategy on 24 June 2006.

The city of Ariana, Tunisia, becomes a global
demonstration site for healthy urbanization
The WHO Kobe Centre (WKC) for health development located in Kobe, Japan, is supporting a global project in Chile,
China, India and Japan on healthy urbanization. The main objective of the project is to reduce health inequity in urban
settings by addressing the social determinants of health. The Regional Office has joined the global project through the
addition of the city of Ariana in Tunisia as the fifth demonstration site. The city of Ariana and the expertise of the
National Institute of Public Health in Tunisia both fulfill the eligibility criteria to host the project and have the prerequisites



Social determinants of health and health equity
workshop
A workshop on the development of a regional
perspective on social determinants of health, health
equity issues and their policy implications was held
in Cairo, Egypt, on 5–7 June 2006 at the Social Research
Center of the American University in Cairo. It was jointly
sponsored by the Social Research Center and the
Regional Office. Presentations explored the evidence
base for best practices in implementing social
determinants of health programmes and promoting
health equity. Discussions of CBI centered on the
institutionalization of programmes at governmental
level and the role of civil society organizations in
achieving local sustainability.
For details see: http://www.who.int/entity/social
determinats/resources/emro workshop rpt.pdf
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Partnership development for CBI
Partnership development in the scaling up of the CBI programme in the demonstration areas is vital for the expansion
phase. Many agencies and civil society organizations are already working in the area of community development and
poverty reduction. The health sector, in collaboration with WHO, should play a leading role in health and community
development at the national level.

Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean, believes that partnership development
and resource generation is vital for CBI programme expansion and sustainability as CBI programmes cannot work in
isolation. CBI thrives on building partnerships and generating resources from intersectoral cooperation, UN agencies,
civil society and potential donors. It is important for national authorities to design a system to map potential partners
in health, community development and poverty reduction, in order to create harmony and align partnership efforts in
these areas.

CBI is currently in the process of making an inventory of all partners working in health and community development in
all countries of the Region. The inventory can be used by the community development committees in CBI implementation
areas, and at district, provincial, national and regional levels in community-driven programmes. In addition, it will
facilitate efficient utilization of the available resources and harmonize inputs for health and community development.

CBI success stories
During the 53rd session of the WHO Regional Committee
for Eastern Mediterranean, Dr Hussein A. Gezairy, WHO
Regional Director, launched a new advocacy document
entitled Community-based initiatives: Success stories from
the Eastern Mediterranean Region.  It describes success
stories from 10 countries of the Region that demonstrate
how community-based initiatives have improved people's
health and quality of life. The stories illustrate the
achievements and the sustainability of the CBI programme
and the crucial role that women play in development.  They
are intended to demonstrate to policy-makers, professional
bodies, local government, international partners and other
stakeholders involved in development the efficacy of the
CBI programme in reducing poverty and in addressing all
social determinants of health. The electronic copy of the
material is available at: http://www.emro.who.int/cbi/

in advocating the project to generate resources through building partnerships with the World Bank’s Social Development
Fund, UNICEF, the World Food Programme and other potential partners. The project will be evaluated after a year and
the output presented to policy-makers for its institutionalization.

A new CBI database
Dr Hussein A. Gezairy, WHO Regional Director
for the Eastern Mediterranean, has expressed
his interest in the creation of a database to
house the information gathered from the 18
countries of the Region implementing the CBI
programme. The database will provide CBI
with an opportunity to continually update
existing information about CBI-implementing
areas, using it for improving the planning and
support process at all levels. In addition, the
database will enable the sharing of information
with potential partners and donors for
programme expansion, as well as with all
stakeholders, including WHO offices, ministries
of health and civil society partners, to facilitate
their ability to take informed decisions. CBI
hopes that this project will enhance the
Regional Office’s role in promoting community-
based initiatives as a tool for poverty reduction
and sustainable development.

CBI would like to express its appreciation to
the HIT Unit, and especially Dr Najeeb El
Shorbaji, Mr Mohamed Nour and Mr Khaled
Shams for their active participation in this
endeavour. In addition, we would like to
gratefully acknowledge the efforts being made by our CBI focal points in the WHO country offices in Sudan (Dr Sumaia
Alfadil), Yemen (Mr Agha Khan Aseel), Iraq (Dr Iman Shenkati) and Pakistan (Dr Khoshal Khan Zaman) who are in regular
contact with the CBI unit. Our appreciation also goes also to Mr Farid Ayoub, a young Egyptian intern who is studying
international development and political science at McGill University, Canada, for his concerted efforts as a member of
the team during his summer internship.

Correction
In the last Community-based initiatives newsletter, Vol. 2, Issue 1, January 2006, the website of the Healthy Cities
Programme in Saudi Arabia was given incorrectly. The correct website address of the programme is: www.hcp.gov.sa 

Summary in French
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