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Introduction and highlights of the report

Introduction and highlights of the report
This report provides an update of the situation in the Region and progress made since I assumed the post of 
Regional Director in February 2012 in five strategic areas: health systems strengthening towards universal 
coverage, maternal and child health; health security and communicable diseases; noncommunicable diseases; 
and emergency preparedness and response. These were endorsed as priorities by the WHO Regional Committee 
for the Eastern Mediterranean at its 59th session in October 2012.

At that time, the situation in various countries of the Region was already impacting population health but we 
could not imagine the magnitude of human crisis that would soon engulf the lives of millions of people. Today, 
more than half of the world’s refugees come from three countries of our region (Afghanistan, Somalia and Syrian 
Arabic Republic) and are hosted in just four countries (Islamic Republic of Iran, Jordan, Lebanon and Pakistan). 
The Region hosts the largest number of internally displaced persons as a result of conflict. The harm caused to 
human health is catastrophic. At this moment, there seems to be no end in sight and the crises will continue and 
their enormously negative impact on health in affected and neighbouring countries may even worsen. 

Nevertheless, WHO and Member States, working collaboratively with each other and with partners, have made 
major gains in the Region by focusing efforts on the five key areas where we are making a positive contribution 
towards change and laying the foundation for continued development in health. 

In health systems strengthening, we conducted an extensive review of the health system building blocks in 
countries of the Region and agreed on seven key priorities that we should collectively address during the five 
year period. Based on this review and in close consultation with Member States, a country profile was developed 
for each Member State covering the key health system indicators, achievements, strengths, weaknesses and 
priorities for action. An important achievement was made in moving towards universal health coverage with 
the development of a framework for action on advancing universal health coverage which many countries are 
now using as a guide to accelerate progress. This is a roadmap for achieving access to health care for the whole 
population, including the vulnerable and marginalized, in every country. WHO is now supporting countries in 
achieving this objective. 

Leadership and governance for public health has also been advanced through a range of programmes. 
Responding to the gaps in public health capacity in many countries and working with leading international 
and regional experts, tools for assessing public health functions in ministries of health have been developed 
and successfully piloted in two countries. The assessment report for each identifies areas for strengthening 
and provides recommended actions. More countries will be assessed in 2016. In collaboration with the Harvard 
School of Public Health, a leadership for health programme has been offered which has graduated more than 50 
future health leaders in the past two years. 

Another major achievement is the development of the framework for health information systems, following 
intensive consultation with the different sectors in Member States and international experts. The framework 
has three key components: monitoring of key risks and determinants, assessing health status including cause-
specific mortality and measuring health system response. For each component, a set of core indicators has 
been agreed. We are currently assessing the capacity of each country in generating reliable data for the 68 core 
indicators of the framework. We have also conducted an in-depth assessment of the civil registration and vital 
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statistics system in all countries. The information generated through this programme is the most extensive 
and comprehensive across all WHO regions. Based on this assessment a regional strategy was developed. All 
countries now have a clear identification of gaps and areas that require strengthening and they have been offered 
technical support as they move forward in addressing the gaps. 

To support development of the health workforce in the Region, a framework for action on medical education was 
developed, based on extensive situation analysis and a regional survey of medical schools. A similar framework 
provides strategic directions to strengthen education and practice in nursing and midwifery. WHO has also 
been building country capacity to engage with and regulate the private health sector, in order to support moving 
towards universal health coverage. A robust assessment of health technologies, including medicines, has been 
launched, including a pharmaceutical profile for each country, which can support cost-effective purchase 
decisions. 

Among the main concerns in the Region in 2012 was maternal and child health, in particular the persistent 
high levels of maternal and child mortality in some countries. Most of the causes were identified as health 
systems issues and so a major initiative was launched on “Saving the lives of mothers and children”. Support 
was provided to the nine countries with a high burden of maternal and child mortality to develop strategies 
to improve survival and health. A situation analysis was conducted in each country to identify gaps and a 
country profile was developed highlighting the situation, challenges and actions needed, together with a cost 
analysis. This was followed by the development of multisectoral acceleration plans with detailed cost-effective 
interventions for each country. Most of the countries with a high burden of maternal and child mortality and 
morbidity have launched their plans and are currently implementing them.

For noncommunicable diseases, the Region developed a framework for action to implement the United Nations 
Political Declaration on Prevention and Control of Noncommunicable Diseases, which includes 17 strategic 
interventions in the four components of the framework (governance, prevention, health care and surveillance), 
and 10 indicators against which countries can measure their progress. Extensive work was done, based on 
review of evidence and international experience, to develop practical technical guidance on how to implement 
the interventions, such as tobacco control measures, salt, sugar and saturated fat reduction and elimination 
of industrially produced transfat, and on legislation to reduce risk factors. These guidelines are now available 
and are being used by many Member States. Two other major areas of focus are considered vitally important – 
guidance on integration of health care into primary care and continuity of treatment during emergencies and 
the surveillance framework that should be used by countries to monitor progress. 

Brief profiles are being produced annually on each country’s response based on the progress indicators in the 
framework. A recent review of progress shows that a lot of work still needs to be done to meet the time-bound 
actions required by the political declaration and WHO will continue to support countries in their efforts to meet 
these targets. 

Health security has been a major focus of our work in communicable diseases. Preventing and responding to 
outbreaks of emerging and re-emerging diseases has been a priority in the past four years with the deterioration 
in the public health situation in a number of countries. Massive campaigns were conducted to control 
significant outbreaks of polio and measles, as a result of which these were successfully prevented from further 
spread within and beyond the Region. Considerable work was done also to ensure Member States have the core 
capacities required to implement the International Health Regulations (IHR 2005). At the end of 2014, at the 
request of Member States, WHO carried out rapid assessments of countries’ capacity to detect and respond 
rapidly to a case of Ebola. The findings highlighted gaps in the outbreak prevention and control capacities of 
all countries, and also the limitations of the IHR self-assessment tool. The Regional Committee subsequently 
called for the adoption of independent assessment and the establishment of a regional assessment commission 
to provide technical guidance to countries and to oversee the process of independent joint external evaluation. 
Our region has played a leading role in harmonizing the IHR assessment tool with the Global Health Security 
Agenda (GHSA) tool and the development of the Joint External Evaluation (JEE) tool which is now adopted by all 
WHO regions and the GHSA.

Emergency preparedness and response is our fifth priority. In addition to the enormity of the challenge, health 
workers have fled the violence, while health care facilities and infrastructure are damaged or destroyed. Medicine 
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and medical supplies have become scarce. Even when available, medical teams have not been able to enter many 
conflict zones. Health care for refugees and internally displaced persons is extremely fragmented or nonexistent. 
Finding health care professionals willing to serve in these areas is becoming ever more difficult. 

All countries in the Region are at risk. As I have already noted, we have experienced serious threats to public 
health, such as the resurgence of polio and other outbreaks. Necessary chronic and preventive care needed for 
major noncommunicable diseases, mostly heart disease, lung disease, diabetes and cancer, has been interrupted 
for large numbers of people suffering from these diseases in the conflict zones. 

Our work in emergency preparedness and response has focused on both strengthening our capacity to 
respond effectively and efficiently on the ground as situations develop, and on strengthening regional and 
country preparedness for disasters and emergencies. This has resulted in the establishment of new internal 
structures and hubs to target various critical factors of the emergency situation. Stronger partnerships with 
health authorities, nongovernmental organizations, community leaders, academic institutions, donors, the 
private sector and others are being forged, to support countries. A regional solidarity fund was established 
to provide immediate funding in the short-term to support acute emergencies, and efforts are being made to 
highlight the funding gap for countries with protracted crises as they seek to rebuild infrastructure and provide 
health care for their populations. 

While this introduction highlights some of our biggest challenges and the main actions we have taken, the 
report that follows examines in more detail the work accomplished in each of the five key regional priorities, 
from their adoption in May 2012 to today, May 2016. The report also highlights the way forward in tackling some 
of the continuing challenges. 

Over this period, we have focused our efforts on maximizing the results. We have also managed to strengthen 
the technical capacity of WHO in this region and to reinforce the quality of services provided to Member States. 
We continue to build capacity in WHO staff and in using an expanding network of top international experts in 
the five priority areas. Working jointly with partners and other stakeholders has been an important strategic 
direction that has characterized our work in many programme areas and should continue to expand. Only 
collaboratively can we address the considerable health challenges faced by our countries. We are committed 
to supporting them as they embark on the ambitious health targets of the Sustainable Development Goals and 
as they build, as well as rebuild, effective and efficient health systems for all the people in the WHO Eastern 
Mediterranean Region. 

Ala Alwan

WHO Regional Director for the
Eastern Mediterranean
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Health systems strengthening

Situation in 2012

The need for strengthening of health systems in the Region was 
abundantly clear in 2012, and remains so today. Inequities in health are 
widespread, not just among group 2 and 3 countries but also in group 1 
countries1. Exposure to health risks is rising, particularly to the key causes 
of noncommunicable diseases – the Region’s leading killers. Health 
care costs are increasing and health insurance coverage is low, leading 
to high out-of-pocket health expenditure which drives many families 
into poverty (Fig 1). Access to quality health care – and sometimes any 
health care at all – is beyond the reach of a significant portion of the 
Region’s population. While modern networks of health infrastructure, 
skilled health care professionals and advanced medical technologies and 
pharmaceuticals are fully available to citizens in some countries, this is 
certainly not the case in all countries. Such differences in the strength of 
health systems contribute to divergent health outcomes, such as in life 
expectancy, maternal mortality and infant and child mortality.

Health information systems, including civil registration and vital 
statistics systems, are failing to capture vital information necessary for 
health system planning, development and monitoring. This includes 
reliable data on births, deaths and of causes of death, and key health 
indicators. While there are variations between countries in the quality of 
the health information system, all countries lack a comprehensive and 
fully functioning system that can provide the required information in a 
timely and reliable manner for planning and policy-making. 

1 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.
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Fig. 1. Share of out-of-pocket expenditure in total health expenditure 2013. It is 
estimated that up to 16.5 million people in the Region face financial catastrophe 
and 7.5 million become poor every year because of out-of-pocket payments
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Capacity and resources for emergency preparedness and response are 
inadequate and fragmented. The violence, destruction of infrastructure, 
including health care infrastructure, and displacement of tens of 
millions of people, has become a severe crisis for health systems that 
were inadequately prepared. In direct response to these and other severe 
health challenges, the Regional Office, working with country offices, 
ministries of health, WHO headquarters and other partners, began the 
process of strengthening the health systems of Member States.

In October 2012, the Regional Committee endorsed a resolution (EM/
RC59/R.3) on health systems strengthening in countries of the Eastern 
Mediterranean Region. The resolution, which concluded that improving 
population health of the Region “can only be realized through well 
performing national health systems which assure universal access to 
effective and good quality health care”, urged Member States to focus 
on seven strategic priorities (Box 1). These became the objectives for 
strengthening health systems. 

Progress 2012-2016

Leadership and governance: The multi-faceted area of health system 
strengthening began with an in-depth review of the health systems in the 
Region and the subsequent development of a brief health system profile 
for each country. The two-page profiles, which are produced annually, in 
consultation with Member States, provide critical information on each 
country and a brief assessment of strengths, weaknesses, opportunities, 
challenges and priorities. They are aimed at helping policy-makers to 
focus on the assets and challenges within their countries and provide 
a useful opportunity and entry point for dialogue, especially during 
missions to countries. A range of capacity development courses to 
strengthen government policy-making and decision-making, on health 
legislation and regulation, health and human rights, and health policy 
and planning, have been offered in parallel. 

A major impediment to progress in public health in many countries has 
been a lack of capacity to develop and implement evidence-based health 
policies and programmes. As part of the efforts to strengthen leadership, 
a leadership for health programme was launched to promote skills 
among mid-level and senior level public health officials in countries. So 
far, more than 50 future leaders in public health have graduated. The 
programme, offered in collaboration with the Harvard School of Public 

Distribution of causes of death among children aged <5 years (%)

Communicable diseases are estimated to account for %49 of all deaths among children aged <5 years

Metabolic risk factors
2014 estimated prevalence (%) males females total
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Communicable diseases (2014)

5.3noitalupop 000 001 rep airalam fo etar ecnedicnI

Number of newly reported HIV cases 165.0

Behavioural risk factors
Prevalence (%) males females total

………*)1102( gnikoms occabot tnerruC

…

Expenditure and mortality trends

*GGHE%GDP is the general government expenditure on health as % of gross domestic product
**OOP%THE is the out-of-pocket expenditure as % of total health expenditure

Infant and under 5 mortality rates per 1000 live births

… No data available  a International Classification of Diseases b Gross domestic product  c Computed tomography (CT) and Magnetic resonance imaging (MRI)

* Age-standardized estimated

Please note the data sources are in the attachment

General government expenditure on health as % of general government 
1.7erutidnepxe

8.37erutidnepxe htlaeh latot fo % sa erutidnepxe tekcop-fo-tuO

Per capita total health expenditure at exchange rate (US$) 55

Health system: selected coverage interventions
4.61)3102( )stisiv +4( stisiv erac latanetnA

88)4102( sdlo-raey-1 gnoma egarevoc noitazinummi selsaeM

DPT-3containing vaccine / Pentavalent coverage group among children under 1 
year of age group (2014) 95

Health system: information
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Health system: workforce (2014) 
Health workforce per 000 10 population

7.2snaicisyhP

2.3sefiwdim/sesruN

Dentists 0.1

Pharmacists 0.3

Health system: service delivery (infrastructure) (2014)
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Health system: medicines and medical devices (2013)
Availability of selected essential medicines and medical products 
in health facilities (%)

public

private

…

…

Number of scanners (in public facilities) per million populationc CT

MRI

0.196

0.098

Health status (2013)
Life expectancy at birth in years total 61.0

males 61.0

females 62.0

Maternal mortality ratio per 000 100 live births total 400.0

Jointly developed by:

Department of Health Systems Development (HSD) and
Department of Information, Evidence and Research (IER)

 Health System Strengths, Weaknesses, Opportunities, Challenges, and Priorities - 2015

sessenkaeWshtgnertS
•  Resilient leadership and stewardship, long-term and high levelof 

commitment by the Ministry of Public Health (MoPH)
•  Well-developed national policies, strategies and plans.Current 

strategic health plan of MoPH 2015-2011 includes health system 
strengthening

•  Over a decade’s experience of partnership with civil society, 
non-governmental organizations and development partners with 
demonstrated success

•  Rapid improvements in access to health services through 
outsourcing of PHC services to NGOs and more recently through 
community midwives, particularly in remote areas 

hospital services

•  Initiated hospital autonomy with demonstrated success

•  MoPH organizational structure does not match its mandate 
•  Inadequate funds allocated to health and high share of out-

of-pocket spending on health (i.e. %73 of the total health 
expenditure), high risk of catastrophic expenditure and 
impoverishment.

•  One-third of population hasno access to basic health 
serviceswhile overlap and underutilization of health services exist 
in some geographic areas

•  Burgeoning private health sector, much of which is unregulated 
•  Shortage of health workers, especially women in remote areas, 

and their mal-distribution 

supervise health-related interventions
•  Fragmented and poorly coordinated surveillance systems 

characterized by a weak and uncoordinated response
•  Poor Information, Communication, Technology infrastructure and 

capacity
•  Bureaucratic budgeting, accounting and procurement procedures 

provincial level
•  Poor Civil Registration and Vital Statistics
•  Shortage of professional bodies that can focus on continuing 

professional development [CPD] of workforce 

segnellahCseitinutroppO
•  Continued political support and commitment following recent 

political developments that led to a National Unity Government
•  Presence of many active international donors/ NGOs committed 

to health system development. 
•  Multi-sectoral collaboration between MoPH and other line 

ministries and institutions 

partners including IHP+ for health system strengthening 
•  Continued commitment of UN agencies including WHO in 

•  SEHAT (System enhancement for health action in transition) 
initiative creating a new platform for a dialogue towards a more 
coordinated programmatic support

•  Rapidly growing role of private sector in health care delivery

•  Access to health services hindered by insecurity, geographical 
barriers, low literacy and other social and environmental 
determinants of health

•  Disparity in access to health services - urban-rural, male-female, 
and poorest and richest quintiles of the community.

•  Sustaining long term partnership between public andprivate 
sectors and NGOs and creating suitable environment for private 
sectorinvestment

•  Overlapping regulatory functions between the MoPH to ensure 
quality of health-related goods and services 

•  Limited capacity in pharmaceutical management and ensuring 
quality of medicine, vaccines and technologies

•  Decentralization of administrative functions and technical 
capacity to sub-national level

•  Interference  of other governmental entities and as well as non-
governmental entities in health sector activities

Priorities
•  Advocate for health in all policies and strengthen intersectoral actions for tackling health determinants and reducing healthinequities

den of out 
of pocket spending by households

•  Improve access, coverage and quality of essential health services particularly for the underserved population and in insecure areas as part 
of national commitment towards universal health coverage

•  Increase the number of community nurses and midwives, female physicians to address the high burden of maternal and child health 
morbidity and mortality

•  Invest in the improvement of health infrastructure at all levels – primary health care, hospital care, educational institutions
•  Develop legislation and enforce standards for regulation of private health sector 
•  Promote decentralization and improve capacity at the provincial level to manage, monitor  and deliver health services by introducing 

Example of a country health 
system profile

Box 1. Priorities for health system strengthening

1) Strengthen leadership and governance in health 
2) Move towards universal health coverage
3) Strengthen health information systems
4) Promote a balanced and well-managed health workforce 
5) Improve access to quality health care services
6) Engage with the private health sector
7) Ensure access to essential technologies, including 

medicines
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Health, aims to develop future leaders who can address, proactively, 
local and national health problems that have direct impact on population 
health. Another leading initiative was the assessment of essential public 
health functions in the Region. Led by the Regional Director and advised 
by a global committee of renowned experts, this work established for 
Member States the specific functions of public health that are essential 
for the health and wellness of their populations. This was followed by 
the development of tools and self-assessment guides for countries 
to identify gaps in their public health capacity. The assessment was 
implemented in two countries as a pilot experience and will be rolled out 
to other countries of the Region. 

In the area of health governance, an initiative was launched to 
build capacity in health diplomacy. This concerns the negotiations 
that Member States engage in at global level, in particular, around 
health issues that affect all countries and that shape the global policy 
environment surrounding health. Annual seminars have brought 
together key players from ministries of health and foreign affairs, 
diplomats, parliamentarians and experts to discuss the key global health 
issues of the moment and to learn from each other. Year on year this has 
proved to be a most useful dialogue from which all participants learn and 
which is contributing to strengthening the relationship between health 
and foreign policy in the Region. Several countries are implementing 
national seminars and workshops.

Fifth seminar on health diplomacy, Cairo, May 2016

Essennal 
Public 
Health 

Funcnons

Research EPHF 8. Advancing public 
health research to inform 
and influence policy and 

pracnce
Communicaaon

EPHF 7. Communicanon 
and social mobilizanon for 

health

Workforce

EPHF 6. Assuring a sufficient and 
competent workforce for 

effecnve public health delivery

Governance
EPHF 5. Assuring effecnve 
health governance, public 

health legislanon, financing 
and insntunonal structures 

(stewardship funcnon) 

Promoaon

EPHF 4. Health promonon 
and disease prevennon 
through populanon and 

personalized intervennons, 
including acnon to address 

social determinants and 
health inequity 

Protecaon

EPHF 3. Health protecnon including 
management of environmental, food, 
toxicological and occupanonal safety 

Emergencies

EPHF 2. Preparedness and public health 
response to disease outbreaks, natural 

disasters and other emergencies 

Surveillance

EPHF 1. Surveillance and 
monitoring of health 
determinants, risks, 

morbidity and mortality

The individuality of WHO’s Eastern Mediiereanean Region and its specific challenges were taken into 
consideranon, in developing a framework and methodological approach, companble with the regional 
context. The funcnons idennfied for the Region are:

Assessing Essennal Public Health Funcnons 
in the Eastern Mediterranean Region

Assessment of essential public 
health functions

First round of the leadership for health programme January–March 2015
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Universal health coverage: The most important goal for strengthening 
health systems in countries is the achievement of universal health 
coverage – and that means for everyone, all countries and both citizens 
and noncitizens. Universal health coverage must include interventions  
to improve health and to tackle the most important causes of morbidity 
and mortality for the whole population, including the marginalized and 
vulnerable, as well as protection against catastrophic health costs that 
can cause financial ruin for families. It is an important target of the 
health goal of the Sustainable Development Goals and vital for ensuring 
effective response to the growing impact of noncommunicable diseases. 
The endorsement, in 2012, by the Regional Committee of universal 
health coverage as the overarching priority led to the development and 
subsequent endorsement, in 2014, of the Framework for action on advancing 
universal health coverage (UHC) in the Eastern Mediterranean Region. This is a 
strategic policy document that will help to achieve this vitally important 
initiative for every individual and family in the 22 countries of the 
Region.

The framework includes a set of strategic actions to achieve universal 
health coverage that are evidence-based, cost-effective and feasible, 
and all of which would be supported by corresponding actions by 
WHO. They include, for example, establishing a multisectoral steering 
mechanism under the stewardship of each Ministry of Health. They 
also include actions to enhance financial risk protection, which would 
ultimately help reduce the share of out-of-pocket spending, and thus of 
catastrophic health expenditure, and impoverishment. The framework 
also aims to ensure that each country’s social health insurance coverage 
scheme contains a package of essential services, including preventive 
and curative services. Finally, it guides countries to expand coverage to 
vulnerable groups, particularly the poor and those in the informal sector, 
and to collect data to allow monitoring of progress toward population 
coverage. 

Following the endorsement of the regional framework for universal 
health coverage, it is now necessary for each country to implement the 

Framework for action on advancing universal health coverage (UHC) in the Eastern Mediterranean Region

Commitments Actions for countries WHO support

Developing 
a vision and 
strategy for 
universal 
health 
coverage

•	 Conduct a health system review for UHC to assess the status of financial protection, service 
coverage and population coverage

•	 Establish a multisectoral steering mechanism for UHC, under the stewardship of the Ministry 
of Health, including other public sector entities, civil society organizations and private sector 
representatives

•	 Develop a roadmap for UHC with short, medium and long-term perspectives
•	 Establish/strengthen a UHC coordinating/implementation mechanism under the aegis of the 

Ministry of Health
•	 Develop and launch a UHC communication strategy
•	 Promote applied research for UHC with the involvement of academia and research institutions

•	 Generate and compile evidence and share international experience on UHC
•	 Facilitate national policy dialogues to develop evidence-based UHC strategies
•	 Provide technical support for establishment of multisectoral steering 

mechanisms for UHC
•	 Facilitate exchange of experiences across countries
•	 Organize capacity development courses on health system strengthening 

for UHC

Enhancing 
financial risk 
protection

•	 Review the health financing situation and arrangements using health expenditure surveys, health 
accounts analysis and institutional organizational assessment (OASIS)

•	 Establish/expand prepayment arrangements, including social health insurance and general 
revenue(tax)-based arrangements, to limit direct out-of-pocket payments

•	 Explore innovative health financing approaches to enhance sustainability, efficiency and equity,  
such as: sin taxes, demand-side financing (e.g. income support schemes, conditional cash 
transfer, etc.), health endowments, earmarked indirect taxes (e.g. levies on financial transactions, 
taxes on airline tickets, etc.)

•	 Consider the merger or harmonization of different tax-based and insurance-based financing 
arrangements to enhance efficiency and equity and reduce fragmentation

•	 Establish and/or strengthen an independent or quasi-independent purchasing body that facilitates 
the separation of financing from provision of health care

•	 Track the incidence of catastrophic health expenditures and impoverishment, differentiated along 
socioeconomic and demographic dimensions

•	 Develop and implement an evidence-informed health financing strategy in support of UHC

•	 Build capacities and provide technical support in conducting health expenditure 
surveys, health accounting, OASIS, and economic evaluation for priority-setting

•	 Prepare implementation manuals of prepayment arrangements, including 
social health insurance

•	 Develop and disseminate information products on innovative financing 
approaches and communicate evidence to policy-makers

•	 Provide technical support to pilot innovative health financing approaches
•	 Support policy dialogue around the architecture of the health financing system
•	 Develop guidance for establishing and/or strengthening purchasing bodies and their 

functions 
•	 Build capacities in measuring financial risk protection
•	 Support the development of health care financing strategies in support of UHC 

Expanding the 
coverage of 
needed health 
services

•	 Design and implement a package of essential services that includes needed promotive, preventive, 
curative, rehabilitative and palliative personal- and population-level services

•	 Improve quality, safety and continuity of care by expanding person-centred integrated health 
service delivery, increasing the availability of skilled health workforce, and enhancing access to 
essential medicines and technology

•	 Strengthen the engagement with not-for-profit and for-profit private sector in service provision in 
support of UHC

•	 Develop and disseminate information products on designing, costing and 
implementing a package of essential services

•	 Develop a regional roadmap for accelerating implementation of integrated 
people-centered health services

•	 Support the establishment of effective and replicable family practice programmes
•	 Develop and disseminate guidance on family practice, private health care, quality and 

safety, and community health workers and outreach teams
•	 Build capacity in modalities for assessing, regulating and partnering with the private 

sector

Ensuring 
expansion and 
monitoring 
of population 
coverage

•	 Progressively expand coverage to vulnerable groups, particularly the poor, those in the informal 
sector, the unemployed, refugees or internally displaced, and migrant or expatriate workers

•	 Collect data disaggregated by income, region, locality, gender and other stratifiers, to monitor 
equity and progress towards population coverage, and integrate it in the national health 
information systems 

•	 Share experience from countries on mechanisms to cover informal and 
vulnerable groups

•	 Develop a framework for monitoring population coverage and UHC

© World Health Organization 2015. All rights reserved. WHO-EM/HEC/042/E
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recommended actions (Box 2). To that end, WHO has extended support 
through health system review missions aimed at identifying challenges 
and opportunities to create national universal health coverage strategies. 
By mid 2016 in-depth health system reviews had been conducted and 
national strategies and plans developed in 10 countries. Almost all 
countries, including group 3 countries, are actively exploring options for 
universal health coverage, including the important topic of expanding 
population coverage through social health insurance, and covering the 
informal and vulnerable groups. 

Health information systems: Two interconnected initiatives are 
being spearheaded by WHO in the Region to address the gaps in, 
and fragmentation of, health information systems in countries. 
These initiatives, started in 2012, are vitally important for the future 
development of evidence-based health policy-making, planning and 
monitoring. 

In the first of these initiatives, WHO has been working intensively 
with Member States to review and strengthen their health information 
systems through expert consultations, intercountry meetings and 
widespread consultation with countries. In 2014, a framework for health 
information systems was endorsed by the Regional Committee. It 
provides 68 core indicators to monitor health in three areas: health risks 
and determinants, health status, including morbidity and mortality, and 

Framework for health information systems and core indicators
Health determinants and risks
Demographic and socioeconomic 
determinants 
Population size
Population growth
Total fertility
Adolescent fertility (15-19 years)
Net primary school enrolment ratio
Proportion of population below the international 

poverty line
Literacy rate (15-24 years)
Access to improved drinking water 
Access to improved sanitation facilities

Risk factors
Low birth weight among newborns
Exclusive breastfeeding rate 0–5 months of age
Children under 5 who are stunted
Children under 5 who are wasted
Children under 5 who are overweight  
Children under 5 who are obese   
Overweight (13-18 years)
Obesity  (13-18 years)
Overweight (18+ years)
Obesity (18+ years)
Tobacco use (13-15 years)
Tobacco use (15+ years)
Insufficient physical activity (13-18 years) 
Insufficient physical activity (18+ years) 
Raised blood glucose (18+ years)
Raised blood pressure (18+ years)
Anaemia among women of reproductive age

Health status
Life expectancy and mortality
Life expectancy at birth
Neonatal mortality
Infant mortality
Under-5 mortality
Maternal mortality ratio
Mortality rate by main cause of death (age-

standardized )
Mortality between ages 30 and 70 from 

cardiovascular diseases, cancer, diabetes, or 
chronic respiratory diseases

Mortality rate due to road traffic injuries

Morbidity 
Cancer incidence by type
Tuberculosis case notification
Estimated number of new HIV infections 
Number of newly reported HIV cases
Incidence of confirmed malaria cases 
Incidence of measles cases  

Health system response
Health financing
Per capita total health expenditure 
Out-of-pocket expenditure as % of total health 

expenditure
General government expenditure on health as % of 

general government expenditure
Population with catastrophic health expenditure
Population impoverished due to out-of-pocket health 

expenditure 

Health workforce
Density of health workers: a-physicians, b-nurses, 

c-midwives, d-pharmacists, e-dentists
Density of recent graduates of registered health 

profession educational institutions

Health information system
Birth registration coverage
Death registration coverage

Medicines and medical devices
Availability of selected essential medicines in health 

facilities 
Density per million population of 6 selected medical 

devices in public and private health facilities 

Service delivery
Density of primary health care facilities
Density of inpatient beds (hospitals)
Surgical wound infection rate 
Annual number of outpatient department visits, 

per capita 

Service coverage
Need for contraception satisfied 
Antenatal care coverage (1+;4+)
Skilled birth attendance
Children under 5 with diarrhoea receiving oral 

rehydration therapy
DTP3/pentavalent vaccination coverage among 

children under 1 year of age
Measles immunization coverage (MCV1)
Service coverage for severe mental disorders
Treatment success rate of new bacteriologically 

confirmed tuberculosis cases
Percentage of suspected malaria cases that have had 

a diagnostic test
Percentage of individuals who slept under an ITN the 

previous night
Adults and children currently receiving ARV therapy 

among all adults and children living with HIV
Percentage of key populations at higher risk (who 

inject drugs, sex workers, men who have sex with 
men) who have received an HIV test in the past 
12 months and know their results

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

2015

≤ 54.0

54.1−66.0

66.1−73.2

73.3−77.0

77.1+

Percenatges of adults who are overweight

Adult overweight rate 
(+18 years), 2014

Box 2. Universal health coverage: key commitments of the 
framework for action

1) Developing a vision and strategy 
2) Enhancing financial risk protection
3) Expanding the coverage of needed health services
4) Ensuring expansion and monitoring of population 

coverage
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health system response. For each indicator WHO has provided a detailed 
analysis of the attributes (meta registry) which covers the source of data, 
the tool used to generate them and requirements for analysis, use for 
policy development and dissemination. In the past two years, Member 
States have started to adopt and report on the core indicators. However, 
to date, no country is able to report on all of them. Addressing this 
challenge is essential for all countries. A comprehensive report of the 
gaps in each country’s data has been shared with the ministers of health 
and a comprehensive assessment is followed to identify the priorities for 
addressing them. The next step for WHO is to provide technical support 
to countries, as required, to strengthen their health information systems. 

The second initiative, endorsed by the Regional Committee in 2013, 
focuses on improving civil registration and vital statistics, with specific 
emphasis on strengthening cause-specific mortality statistics. As a 
result of the rapid and comprehensive assessments that were conducted 
in collaboration with the ministries of health and other national 
stakeholders, there is now a comprehensive picture of the strengths and 
weaknesses of the civil registration and vital statistics systems in all 
countries (Fig. 2). The gaps are considerable: more than 30% of all births 
were not registered in this region and just below 20% of deaths were 
reported with causes specified. The gaps that exist in each country were 
shared with Member States and technical support has been offered based 
on the regional strategy endorsed by the Regional Committee. Since the 

2014–2019

Regional strategy for the improvement of civil 
registration and vital statistics systems
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Comprehensive health profiles were developed with all countries and have been 
endorsed by 19 countries so far. The profiles are in line with the twelfth general 
programme of work and the regional strategic priorities. They highlight the 
challenges and way forward in each area and provide trend analysis of selected 
indicators and access to the latest data for the core indicators.



Shaping the future of health

14

assessments were conducted, the number of countries reporting cause 
of death statistics from the Region has increased, from 7 in 2012 to 13 in 
2016. Still, all countries, irrespective of their current achievement, need to 
do more to improve the accuracy of cause-specific mortality data, which 
is essential for monitoring health and also the Sustainable Development 
Goals.

Health workforce: This initiative involves not only developing the 
number of health care professionals and other health workers needed 
in countries but also the quality of the workforce. This is a critical area 
for health in the Region. Attracting quality health care workers is now 
very difficult in some countries where there is ongoing instability 
and conflict and from which many health professionals have been 
forced to flee with their families. In other countries, pay and working 
conditions are inadequate to sustain the workforce required. Working 
in collaboration with ministries of health, several strategies have been 
pursued to strengthen the health workforce. 

A regional framework for health workforce development has been 
developed in consultation with Member States. The evidence-based 
framework, which is fully aligned with the global health workforce 
strategy, provides options for tackling some of the most difficult 
problems facing countries. 

Strengthening medical education is key to health development in the 
Region. This area of work has been stalled in WHO over the past decade. 
Intensive work with countries and the International Federation of 
Medical Education was put into conducting a clear assessment of the 
situation of medical education in different countries and a regional 
framework was developed to address existing challenges, based on 
international experience. The framework is an approach to scaling up 
the development of quality physicians, beginning with establishing 
and strengthening the regulatory capacities, providing standards 

Regional framework for action on 
medical education 

Priorities 
Actions for Member States 

WHO technical support 
Short-term (6–12 months) Medium-term (13–24 months) 

Governance, social accountability and accreditation 
Strategic priority 1:  
Strengthen the regulatory 
capacities of the governing 
institutions and provide standards 
and guidelines for establishing new 
medical schools 

Review and adapt national 
standards and guidelines for 
establishment of new 
medical schools based on 
the regional guidance 
developed by the World 
Federation for Medical 
Education and WHO  

Establish/strengthen regulatory 
capacity of governing institutions 
by make resources available to 
ensure new and old medical 
schools meet the required 
standards of medical education  

Develop standards and 
guidelines for opening new 
medical schools based on 
international standards and 
regional needs in 
collaboration with the World 
Federation for Medical 
Education 

Strategic priority 2:  
Establish/strengthen independent 
national accrediting bodies that 
have the mandate and the 
resources to ensure quality medical 
school governance, including social 
accountability as an essential 
element  

Develop  national standards 
for medical education based 
on the regional accreditation 
guide and integrate social 
accountability in the 
standards 
Conduct training activities for 
deans and health leaders  on 
social accountability  

Strengthen national accreditation 
bodies by seeking accreditation 
with international bodies (World 
Federation for Medical Education)  
Implement social accountability 
standards by building partnership 
among medical schools and 
health service providers  
 

Produce a guide on regional 
standards and build country 
capacity in developing an 
accreditation system for 
medical education  
Partner with international and 
regional networks to promote 
social accountability and 
develop workshops and 
other aids for educational 
leaders on social 
accountability 

Curriculum development, student assessment and programme evaluation 
Strategic priority 3:  
Encourage schools to establish 
medical education units or 
educational development centres 
to review curriculum regularly and 
support faculty development 
 

Announce policy by 
governing institutions to 
establish medical education 
units in medical schools 
Make available resources to 
develop and strengthen 
faculty enhancement 
programmes  

Establish adequately resourced 
medical education units that offer 
medical education activities such 
as  curriculum review and faculty 
development  programmes 
 

Develop terms of reference 
and a guide for the 
establishment of medical 
education units  

Strategic priority 4:  
Build the capacity of educational 
leaders to lead curricular reform 
that will result in curricula that are 
student-centred, community-based, 
competency-based and integrated 
 

Build capacity of educational 
leaders to review and reform 
curricula by offering 
structured courses 
 

Review and monitor the 
implementation of reforms that 
ensure curricula are contextual, 
competency-based, integrated 
and student-centred  
Assess effectiveness of 
curriculum reform by undertaking 
process and outcome evaluation 
studies 

Develop workshops and a 
guide for curriculum design 
and for evaluating the impact 
of different curricular 
approaches  
Disseminate successful 
experiences in curricular 
reform from within and 
outside the Region  

Strategic priority 5: 
Develop merit-based student 
selection criteria, and establish 
valid and reliable student 
assessment and programme 
evaluation systems  
 

Assess current practices, 
identify gaps and develop 
evidence-based, feasible, 
reliable criteria for student 
selection  
Assess the current practice 
of student assessment, and 
identify gaps and priorities 
Develop policies and 
regulations for student 
assessment approved by 
national regulatory and 
accrediting bodies  

Monitor the effectiveness, 
reliability, validity and educational 
impact of student selection 
criteria and update based on 
implementation experience 
Incorporate student assessment 
within curricula, and ensure it is 
well aligned with teaching and 
learning strategies and outcomes 
Establish a bank of high quality 
national assessment items to be 
shared by medical schools 

Develop a practical guide on 
the assessment, revision and 
update of student selection 
criteria 
Develop a regional 
guide/toolkit for establishing 
a comprehensive student 
assessment and programme 
evaluation system; and for 
the establishment of national 
assessment banks 

Faculty development and enabling environment 

Strategic priority 6:  
Attract and retain competent 
teaching faculty, especially in basic 
medical and public health sciences, 
by adopting merit-based 
recruitment and promotion policies  

Review existing package of 
remuneration and incentives 
for faculty in basic sciences 
and public health and 
compare with regional and 
international market trends  
Review current criteria for 
recruitment and promotion of 
faculty and develop merit-
based policies in 
consultation with the civil 
service commission   

Seek approval to mobilize 
additional funds, implement the 
new package, and monitor trends 
in retention of faculty in the 
country 
Endorse and implement merit-
based  criteria and policies for 
staff recruitment and promotion 
 

Undertake a comparison of 
remuneration and incentive 
packages for faculty in basic 
and public health sciences 
and disseminate information 
Convene a regional forum on 
migration and management 
of physicians in line with the 
Code of Practice for 
International Recruitment of 
Health Personnel 

Fig. 2. Functionality of civil registration and vital statistics (CRVS) systems: results 
of rapid self-assessment in 21 countries of the WHO Eastern Mediterranean Region 
2012-2013

Distribution of countries among 
different CRVS functionalities 

(% of countries) 

Distribution of population 
among CRVS functionality

7 countries 
33%

53%

5%

42%

6 countries 
29%

8 countries 
38%

Satisfactory Functional but inadequate Weak or dysfunctional
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and guidelines for new medical schools, encouraging/strengthening 
education development centres, building capacity of educational leaders 
and establishing national independent accreditation programmes. 
Attracting and retaining competent faculty and developing adequate 
resources for training are also included. For each priority, short-term and 
long-term actions by Member States are outlined, matched by specific 
technical support from WHO. 

The development of a regional strategy aimed at strengthening nursing 
and midwifery has been equally important, since nurses and midwives 
provide a major proportion of health care services worldwide and in the 
Region. A significant shortage of nurses and midwives exists in this 
region, and the strategy recommends strategic actions in five key areas: 
governance and regulation; workforce management systems; practice 
and services; access to quality education; and research. 

Access to quality health care: Delivery of quality health care services 
for populations is based on the values and principles of primary health 
care. Family practice has been promoted as the principal approach for 
delivering integrated, person-centered primary care in the Region. 
However, countries have many gaps and challenges in offering full-
fledged family practice programmes that are responsive to the changing 
demographics and disease burden. The major efforts undertaken to 
strengthen primary health care have included a situation review, strategic 
guidance to countries, building country capacity and advising on scaling 
up the production of family physicians. Programmes and tools to improve 
the quality of care and patient safety have been developed for all levels 
of patient care. The patient safety assessment manual was updated and a 
toolkit was developed to support patient safety programmes. 

Two new areas of work have been instituted into the strategic priorities 
of health system strengthening: hospital management and the role of the 
private health sector. 

A situation analysis of public sector hospitals in the Region was 
conducted and a capacity-building workshop was developed in which 
senior hospital managers from inside and outside the Region shared best 
practices on hospital care and management. Subsequently, a network 

Patient safety
assessment manual

Second edition

Patient safety
tool kit

	
	

 

Domain	 Strategic	direction	 Priorities	

Governance	and	regulation	 Nurses	and	midwives	will	play	a	major	role	in	the	
governance	of	nursing	and	midwifery	services	to	meet	the	
national	health	priorities	

• Establish	and	strengthen	a	nursing	and	midwifery	department/	directorate	in	the	Ministry	
of	Health	and	other	key	health	sectors	

	 Nurses	and	midwives	are	regulated	through	legal	
bodies/authorities	which	are	mandated	to	implement	
sustainable	and	robust	regulatory	policies	and	practices	

• Establish	and	strengthen	national	nursing	and	midwifery	regulatory	bodies/and	regulatory	
processes	

Workforce	management	
systems	

Human	resources	planning	and	management	ensure	
maintenance	of	adequate	numbers,	distribution	and	an	
appropriate	skill-mix	for	nurses	and	midwives	to	meet	
national	health	priorities	

• Ensure	continuous	monitoring	of	the	nursing	and	midwifery	workforce	using	standard	
indicators	

• Ensure	countries	have	a	national	nursing	and	midwifery	workforce	plan.			
• Increase	recruitment	capacities	
• Introduce	flexible	deployment	and	retention	strategies	for	nurses	and	midwives	

Practice	and	services	 Nurses	and	midwives	practise	to	the	full	extent	of	their	
education	and	experience	to	deliver	quality	care	

• Develop	quality	improvement	standards	for	nursing	and	midwifery	services	
• Introduce	expanded	or	advanced	practice	roles	in	nursing	and	midwifery	

Access	to	quality	education	 Nursing	and	midwifery	education	produce	adequate	
numbers	of	generic	and	specialized	nurses	with	relevant	
competencies	to	meet	the	population	needs	

• Invest	in	strengthening	capacities	and		quality	of	nursing	and	midwifery	education		
• Improve/strengthen	the	quality	of	nursing/midwifery	education	programme	delivery	
• Build	the	capacity	of	persons	involved	in	nursing	and	midwifery	education	planning,	
management	and	evaluation	

Research	responsive	to	
health	priorities	

Nurses	and	midwives	are	engaged	in	research	that	is	
responsive	to	health	priorities	and	that	informs	policy	and	
practice		 	

• Translate	research	evidence	into	nursing	practice	and	education	as	well	as	national	health	
priorities	

  

Framework for action on strengthening nursing and midwifery in the 
Eastern Mediterranean Region 2016−2025  
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of hospital managers and policy-makers was established to promote 
collaboration in these areas. 

The private health sector is one of the major health providers in most 
countries. It has expanded rapidly and is often under-regulated. 
Partnerships with the private sector to deliver publicly financed 
essential health services can be an important means of population health 
improvement. For this opportunity to be realized, however, the private 
health sector needs to be well regulated, based on defined standards 
and enforcement. Government oversight and stewardship is essential, 
and a laissez faire approach is not acceptable. The work on the private 
health sector began with an analysis of the private health sector and was 
followed by a series of capacity-building workshops and consultations 
aimed at engaging and regulating private sector health care for universal 
health coverage. 

Essential technologies, including medicines: Access to health 
technologies, including medicines, vaccines, biologicals and medical 
devices, can mean the difference between wellness and widespread 
disease for populations and life and death for individuals. Yet, in many 
countries, a high percentage of the population lacks regular access to 
essential technologies, including medicines, while quality assurance is 
problematic and irrational use is widespread. Government capacity to 
regulate may be supply-driven, which can result in wasted expenditure 
and purchase of inappropriate products. There is growing recognition 
that the weak performance of national health systems in this area is a 
major constraint to health development.

In response, a robust health technology assessment tool was launched. 
This assessment is a multidisciplinary decision-making process that 
uses information about the medical, social, economic, organizational 
and ethical issues related to use of a health technology. It supports the 
formulation of safe and effective health policies that are patient-focused 
and seek to achieve both the best value and best patient outcomes. The 
tool can provide cost–benefit evaluations to make purchase decisions 
within a given budget, and can help reduce waste and inefficiencies 
resulting from inappropriate investments. It also can be valuable to 
countries working towards universal health coverage.

Pharmaceutical sector profiles were also developed for all countries. The 
profiles provide a detailed description of the components of the national 
drug policy, with an indicator score card, as well as the challenges and 
priorities for action.

Way forward

The framework for universal health coverage and the work with health 
ministries in collaboration with country offices is very promising 
and will lead to real progress, if the commitment to this process is 
maintained and expanded. Special attention will be given to finalizing 
country-specific roadmaps for universal health coverage, including 
health financing and service delivery strategies. Experiences and lessons 
learnt from initiatives both inside and outside the Region will be shared. 

Future work in leadership and governance will focus on strengthening 
of ministries of health, building their capacities for better regulation 
of the health sector, greater multisectoral involvement, effective 

 
 Key indicators on medical products  

Components  

 NA 
Medicines financing NA 
Medicines pricing (affordability) NA 

 NA 
 NA 

 NA 
Human Resource Development NA 
Research NA 

Policy and governance 

Human resources / Health services  

 

 

  

  

Import control  

Market control and quality control  

Licensing  

  

Clinical trials control  

Controlled medicines  

Pharmacovigilance    

 

 

 

 

 

 

  

  

  

  

  

Legal provision to prevent dispensing by prescribers  

Code of conduct for prescribers  

Code of conduct for dispensers   

  

  

  

  

Financing/Access 

 

  

  

On track  

MOH  

NRA*  

NA 

NA 

NA 

  

Regulatory agency  

  
Medical device nomenclature system  

  

NA 

NA 

Medical devices 

 

 NRA: Drug Control Department—
Ministry of Health 

 Other regulatory departments: 

 
 

 

 

Not available Not available 

as % of health expenditures by sector  

NA 

  
  

  
Code of conduct for public employees  

  
  

  

 NA 

Standard treatment guidelines  

Primary care  

Secondary care  

  

  

Prescribing by INN name is mandatory  

In public sector  

In private sector  

  

Survey on medicines price and availability conducted during last 5 years  

Median availability of a basket of core medicines   

  

  

Access to controlled medicines  

  
  

WHO prequalified products locally produced 0 

Licensed manufacturers 10 

 NA 

 NA 

 NA 

 9591  

Total licensed pharmacists  4,016   

Pharmacists graduated in last 2 years (First degree) NA  

Pharmacists working in the public sector 1639   

 4.6 (Global mean 6) 

 4.47 (Global mean 5) 

 NA (EMR mean 4) 
 11.5 (EMR mean 15) 

 

Example of a country pharmaceutical 
sector profile
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decentralization and increased accountability and transparency. 
Strengthening the capacity of public health in ministries of health is 
key. The leadership for health programme, which has been successful 
for two consecutive years, will pay greater dividends as time goes on and 
as graduates progress in their careers. The programme aims to graduate 
up to 30 public health leaders from the Region every year. The plan is for 
the leadership programme to be eventually outsourced to an academic 
institution in the Region to ensure sustainability. 

Accurate data from health information systems is absolutely vital 
to improve the health of populations. Every country of the Region 
needs to mobilize high-level political commitment and support from 
relevant sectors to fulfil the promise of health information system 
initiatives, especially collection of comprehensive cause-of-death data. 
Member States have repeatedly expressed concern about the validity 
of estimates that are used to report on health status in countries. While 
the methods to generate estimates are improving at the global level, 
there is no alternative unless countries develop reliable data collection 
and reporting systems. WHO is developing methodologies to assess the 
validity of the reported indicators so that the results of the assessments 
will help the countries improve their information systems at a national 
level. Every country will need to consider the gaps in reporting on the 68 
core indicators of the regional health information framework recently 
provided by WHO and develop a plan. Countries should also consider 
the areas in their civil registration and vital statistics systems that were 
identified by the comprehensive assessment and subsequent WHO 
reports as requiring strengthening.

The support to medical schools will continue through the implementation 
of the regional framework for medical education. The framework will 
be discussed in a ministerial-level meeting for the health and higher 
education sectors which is planned to take place in the fourth quarter 
of 2016. Every country is expected to review the nursing and midwifery 
workforce situation based on the regional framework for action. WHO 
will provide technical guidance and support through a network of 
international and regional experts.

Regional programmes for capacity-building and technical support 
aimed at expanding access to quality health care, including enhancing 
primary care through expansion of family practice, should be expanded 
to accelerate progress towards universal health coverage and improve 
patient safety. Engaging the private health sector is an essential 
component of the journey to universal health coverage. WHO’s work 
in 2016–2017 will continue to provide guidance on strengthening the 
role of private sector in moving towards universal health coverage and 
regulating it. 

Intercountry meetings on the assessment and regulation of essential 
technologies have begun with the purpose of establishing guidelines to 
support Member States. Countries need to finalize, and then implement, 
action plans to institute health technology assessment and regulation. 
WHO will continue to provide capacity-building and technical support 
for every step towards full implementation of the assessment for 
countries. In addition, international donors are potentially interested in 
supporting health technology assessment and regulation. 
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Maternal and child health

Situation in 2012

Maternal and child health is one of the main public health concerns in 
the Region. Some countries are among those with the highest maternal 
and child mortality rates in the world, although several countries are 
among those with the lowest. In 2012, 80 mothers and 2400 children 
were estimated to be dying every day due to preventable causes. Of the 
Region’s maternal and child deaths, 95% occurred in nine high-burden 
countries, and 45% of under-5 deaths were among newborns. Between 
1990 and 2012, maternal mortality decreased by 42% and under-5 mortality 
by 45%. However, these levels of reduction were not on track for meeting 
the targets of the Millennium Development Goals (MDGs) for 2015.

High maternal and child mortality in the Region was identified as 
being largely related to health system gaps and challenges, in particular 
inadequate health workforce, lack of access to essential medicines, non-
functioning referral systems and low quality of care, as well as poor 
nutrition. Political will and commitment to maternal and child health 
remain insufficient, while financing mechanisms have been inadequate 
to ensure universal coverage for maternal and child health services. 
The situation is more critical in countries where instability, conflict 
and protracted crises are prevalent. Coordination and alignment of 
partners, stakeholders and other sectors were also identified as needed 
strengthening in those countries with high rates of mortality.  

Recognizing the need to strengthen the efforts of governments, partners 
and donors in responding to maternal and child health needs, WHO, 
UNICEF and UNFPA, in collaboration with Member States and other 
stakeholders, jointly embarked on a regional initiative on saving the lives 
of mothers and children. The aim was also to accelerate progress towards 
achieving MDGs 4 and 5 on reduction of child and maternal mortality. 
The basic strategic approaches adopted in this initiative were to give 
priority to countries with high maternal and child mortality, to focus on 
proven high-impact interventions implemented in primary health care, 
and to strengthen partnerships.

Progress 2012-2016

Member States joined WHO, UNFPA, UNICEF and other stakeholders at 
a high-level meeting in January 2013 to launch the initiative. The meeting 
culminated in the Dubai Declaration “Saving the lives of mothers and 
children: rising to the challenge” which provided much needed impetus 
and a way forward for countries and partners. 

The Dubai Declaration was endorsed by the Regional Committee in 
October 2013, demonstrating the commitment by Member States to 
support maternal and child health as a priority on the national health 
agenda. The nine countries with a high burden of maternal and child deaths 
conducted situation analyses of maternal and child health, identifying 
gaps and determining cost-effective interventions to address maternal 
and child deaths. Acceleration plans were developed in these countries to 
ramp up evidence-based, high impact reproductive, maternal, neonatal 
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and child health interventions. Seven out of the nine countries launched 
their plans with senior political leaders, using start-up funds allocated 
from domestic and donor sources, along with funds from the Region 
and the WHO country collaboration programme. Regional surveys were 
launched to assess the initiative and capacity-building was instituted for 
reproductive, maternal, neonatal and child health programme managers. 
Tools were developed to improve infection assessment and control and 
to assess quality standards for maternal and child health services. An 
assessment of maternal and child health workforce was conducted for all 
high-burden countries, with key recommendations to address existing 
gaps in availability, distribution and quality of training. 

Strengthening of health information systems continues to be a 
critical factor in improving maternal and child health. Maternal death 
surveillance is at very different levels of implementation among 
countries in the Region. Initiatives have been launched to strengthen 
this surveillance, and surveillance tools for perinatal death are being 
tested at country level. To accelerate maternal and child health plans, 
intercountry meetings and country missions have been jointly held 
with UNFPA and UNICEF to identify priority interventions targeting the 
main causes of preventable deaths. 

Continuing with the partnership in improving maternal and child 
health outcomes in the Region, and in line with the importance of the 
continuum of care throughout the life span, preconception care is being 
promoted within maternal and child health programmes. Member States 
are committed in reinforcing the implementation of a preconception 
care package, by adopting and implementing evidence-based, cost-
effective and culturally-sensitive interventions that have a high impact 
on maternal and child health - the so-called “best buys”. 

By the end of 2015, much progress had been made towards achieving 
MDGs 4 and 5 in the Region. Between 1990 and 2015 maternal mortality 
ratio decreased by 54% (Fig. 3) and under-5 mortality by 48% (Fig. 4). 
Eight countries achieved MDG 4 and three achieved MDG 5. Of the nine 
countries with a high burden of maternal and child deaths, two achieved 
MDG 4. 

High-level meeting on saving the lives of mothers and children, Dubai, January 2013 
under the patronage of His Highness Sheikh Mohammed Bin Rashid Al Maktoum, 
Vice-President and Prime Minister of the United Arab Emirates and Ruler of Dubai
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Way forward

Maternal, newborn and child health must remain a priority in all 
countries, regardless of income and development. Progress must be 
maintained in the programmes already launched, while timelines for 
future implementations must also be maintained. WHO will continue to 
support high-burden countries and countries in emergencies. Because of 
their impact on morbidity and mortality, newborn health, early childhood 
development, adolescent health and preconception care are emerging as 
priorities in the Region. Initiatives to achieve universal health care and to 
improve the quality of care are also critical to maternal and child health. 

All countries must be committed to developing or updating their 
reproductive, maternal, newborn and adolescent strategic plans for 
2016-2020, as adopted by the Regional Committee in October 2015 and 
in accordance with the United Nations global strategy on women’s, 
children’s and adolescents’ health. Addressing health inequities through 
tackling the social determinants of health must begin in the planning 
stages of all maternal and child health initiatives.

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.

Fig. 3. Maternal mortality trend 1990-2015
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Fig. 4. Under-5 mortality trend 1990-2015
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Noncommunicable diseases

Situation in 2012

Noncommunicable diseases are the biggest killers worldwide, including in 
the Eastern Mediterranean Region, where all types of noncommunicable 
disease accounted for 57% of all deaths – more than 2.2 million people – 
across the Region in 2012. In group 1 and many group 2 countries up to 
75% of deaths are due to these diseases. It is estimated that up to half of 
these deaths occur prematurely in some countries. The majority of death 
and disability is preventable, through evidence-based interventions that 
address the four main groups of diseases – heart disease, chronic lung 
disease, cancer and diabetes – and their related risk factors: tobacco use, 
unhealthy diet, physical inactivity and harmful use of alcohol. 

Recognizing the devastating social, economic and public health impact 
of noncommunicable diseases, world leaders gathered at the United 
Nations General Assembly in 2011 and agreed on a roadmap of concrete 
commitments to address the global burden. Therefore the main priority 
for WHO and Member States, in 2012 and beyond, was to focus on 
implementation of that roadmap. Priorities included advocacy for 
higher levels of political commitment and multisectoral engagement 
and provision of technical support in developing multisectoral plans 
and implementing the actions recommended in the declaration, and to 
develop monitoring frameworks, including a set of national targets and 
indicators.

Progress 2012-2016

In October 2012, the Regional Committee endorsed a framework 
for action to implement the United Nations Political Declaration on 
Prevention and Control of Noncommunicable Diseases. The framework 
comprises a set of strategic measures that countries should take in four 
areas of work: governance, prevention and reduction of risk factors, 
health care and surveillance. The regional framework approved by the 
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Regional Committee is a milestone as it commits countries to very 
specific, evidence-based progress measures in the four areas. All the 
measures included in the framework are high-impact, evidence-based, 
cost-effective and affordable (best-buys) and can be implemented by all 
countries irrespective of income. They include:

• developing and implementing an operational multisectoral national 
strategy/action plan; 

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

• implementing four demand-reduction measures of the WHO 
Framework Convention on Tobacco Control at the highest level of 
achievement: taxation, smoke-free policies, health warnings and 
advertising bans;

• implementing four measures to reduce unhealthy diet: policies 
to reduce population salt intake; policies to reduce saturated fat 
intake and eliminate industrially produced transfats; guidelines on 
marketing to children; and recommendations of the International 
Code of Marketing of Breast-Milk Substitutes; 

• implementing a national public awareness programme on diet and/
or physical activity;

• implementing, as appropriate, according to national circumstances, 
the three evidence-based measures to reduce the harmful use of 
alcohol: developing and enacting regulations; advertising and 
promotion bans; and pricing policies;

• strengthening monitoring of noncommunicable diseases and 
their risk factors by implementing the WHO NCD surveillance 
framework, including a functioning system for generating reliable 
cause-specific mortality data on a routine basis;

• integrating the management and health care of people with 
noncommunicable diseases into primary health care and provision 
of drug therapy (including glycemic control) and counselling to 
people at high risk of heart attacks and strokes.

A dashboard of priority legal interventions to address noncommunicable 
diseases has been produced by the Region. It includes raising tobacco 
taxes and banning tobacco advertising and promotion, eliminating 
artificial transfat from the food supply and reducing salt in processed 
foods, and protecting public health policies from the interference of 
vested interests. Brief profiles are produced annually by the Region on 
each country’s national noncommunicable disease response based on 
the progress indicators outlined in the regional framework. 

Heart disease, lung disease, cancer and diabetes all require chronic care 
services for positive health outcomes and population health. Two areas 
are critically important: integrating health care for common conditions 
into primary care and continuity of treatment during crises and 
emergencies. A regional framework on the integration and management 
of noncommunicable diseases into primary care has been developed with 

Policy statement and recommended actions to 
lower national salt intakes and lower death rates 
from high blood pressure and strokes 
in the Eastern Mediterranean Region

Policy goal

A progressive and sustainable reduction in national salt intake in the next 3-4 years by 25% to reduce 
stroke and heart disease rates within 5 years. 

Rationale 

Current salt intakes are very high, with an average intake of >12 g per person per day in most countries 
of the Region. There is no need for extra salt in hot climates and the taste for salt adapts rapidly to 
progressive but modest rather than rapid drastic reductions in salt intake. Even a small (1 g per person 
per day) reduction in salt intake will reduce deaths from strokes and heart attacks by more than 7% in 
each country that takes the appropriate measures to reduce salt intake by 1g per day1.

Salt is the major cause of high blood pressure, which is itself a major cause of strokes and heart disease 
resulting in excess deaths and severe disability among survivors. Salt reduction is a very cost-effective 
public health policy. For example, in the United Kingdom it was estimated that for a total campaign 
cost of £15 million to reduce daily salt intake, £1.5 billion per year would be saved in health care.1 
Currently in the Region bread, with an average salt content of 1–2%, accounts for 30–40% of all salt 
intake. Bread is thus the first point of focus, with several industrial groups already taking action, e.g. 
in Kuwait, Qatar and Bahrain. 

Suggested actions

Phase 1: January 2014 Major Initiatives focused on bread production

1) Establish a national taskforce on salt reduction representing key stakeholders and partners2.

2) Achieve a 10% reduction of salt/sodium in staple bread within 3–4 months. This will reduce salt 
intakes by about 0.5 g per day in the whole population.

3) Establish salt standards for compliance by all bakers. Several major bakers in the Region are now 
reducing salt but all bakers need to comply to ensure that bakers with a higher bread salt content 
do not hinder the population’s taste adaptation and thereby gain commercial advantage.

1 Prevention of cardiovascular disease. Costing report. Implementing NICE guidance. London: National Institute for Health 
and Care Excellence; 2010. Available from: http://guidance.nice.org.uk/PH25  accessed 30 October 2012.
2 Ministry of Health, academia involved in public health, trade, the food industry, retail and catering organizations, 
nongovernmental organizations.

Policy statement and recommended actions for 
reducing fat intake and lowering heart attack 
rates in the Eastern Mediterranean Region

Policy goals 

1) Eliminate all industrially produced trans-fats from the food supply; 

2) Reduce markedly the saturated fat content of the food supply. 

Rationale

Trans-fat (TFA) from industrial refining is toxic to the heart and may increase the risk of diabetes: it 
needs to be eliminated. Saturated fat (SFA), together with smoking, is the major risk factor for heart 
disease and stroke. WHO recommends that populations should not exceed the consumption of 10% of 
energy from SFA, and 1% from naturally occurring TFA. In addition, WHO notes that intakes from 
total fat range between 10% and 35% of total energy intake. Evidence shows an association between fat 
intake and the increased likelihood of weight gain and obesity and therefore of diabetes. Traditional 
Middle East diets are very low in fat content. As fat content has risen so has the prevalence of obesity/
diabetes, resulting in an epidemic which is more serious than in any other region in the world.

An overview of national policies has concluded that the most effective way of ensuring a significant 
fall in TFA intakes is by legally prohibiting the sale of food products containing industrially produced 
TFA. In practice, highly effective legislation (e.g. such as that in Denmark, Switzerland, Austria and 
Iceland) indicates a limit of 2 g/100 g of oils or fats1. The voluntary reduction approach taken by some 
countries requires a solid and sustainable monitoring system and has not been proven to be as effective. 
It is evident that in countries of the Region there are local oil refining companies which could rapidly 
be required to eliminate the production of TFA, e.g. when producing local ghee or margarine. If a sales 
ban is implemented, import of products that do not comply with it may also be prohibited without 
infringing international trade agreements. This is important in a region where food imports often 
comprise a substantial proportion of the national food supply.

The reduction of the dietary intake of SFA has been remarkably successful in bringing down deaths 
from coronary heart disease and stroke, by as much as 85%, in Finland. Reducing SFA requires a good 
understanding of the food chain within a country. For example, in Finland 19 government initiatives 
involved all sectors of the food chain, from local production to government purchase of food and 
import policies. It did not rely on health education alone. 

In countries of the Eastern Mediterranean Region, there is a substantial opportunity to reduce SFA 
intake by introducing policies that discourage the use of products containing palm oil and coconut 

1 Downs SM, Thow AM, Leeder SR.  The effectiveness of policies for reducing dietary trans fat: a systematic review of the 
evidence. Bulletin of the World Health Organization, 2013, 91: 262–9H.

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.

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.

 Category Area of legal intervention Recommendation

1 Tobacco 
control

Tax tobacco products Enact taxes on all tobacco products and set tobacco product tax rates so that they represent at least %70 of the retail price 
of a tobacco product.

2 Tobacco 
control

Protect people from tobacco smoke  Legislate to ban smoking in all indoor public places, in all workplaces, on public transport and, where appropriate, in other 
public places.

3 Tobacco 
control

Warn people of the dangers of tobacco use Legislate to prohibit misleading tobacco packaging and labeling, to require that all tobacco products carry clear rotating 
tobacco product warnings that cover at least %50 of a product’s principal display panel and that are in the countries 
principal language, and to ensure that tobacco packages contain information about product contents and emissions.

4 Tobacco 
control

Ban all advertising, promotion, and sponsorship Legislate to ban all tobacco advertising, promotion, and sponsorship (both direct and indirect).

5 Diet Artificial trans fats Legislate to eliminate artificial trans fat from the food supply.

6 Diet Salt in processed foods Legislate to require the progressive reduction of salt levels in processed foods. 

7 Diet Marketing restrictions on foods high in saturated 
fats, salt, and free sugars

Legislate to ban the marketing of food high in saturated fats, salt, and free sugars.  1

8 Diet Fiscal interventions to discourage consumption of 
foods high in saturated fats, salt, and free sugars

Enact taxes on sugar-sweetened beverages and other products high in saturated fats, salt, and free sugars; remove 
government subsidies on these products. 2

9 Governance Governance mechanisms to strengthen NCD 
policy, laws, and health outcomes

Adopt governance mechanisms that require and facilitate, multisectoral collaboration, transparency, and accountability for 
the achievement of NCD-related targets and indicators. 3

10 Governance Protect public health policies from tobacco 
industry influence; protect public health policies 
from negative food and beverage industry 
influence 

•  Legislate to protect public health policies with respect to tobacco control from commercial and other vested interests in 
accordance with FCTC Art. 5.3 7

•  Enact and enforce strict guidelines governing partnerships and agreements with the food and beverage industry 
(addressing transparency, conflict of interest, eligibility for partnerships, and requirements on industry partners) 8

Priority legal interventions to address 
NCDs in the Eastern Mediterranean Region

 
 1 Also consider taxes, banning these products in priority settings (such as schools and hospitals), and public education campaigns on the health effects of consuming foods high in saturated fats, salt, and free sugars.
 2 Also consider marketing restrictions, banning these products in priority settings (such as schools and hospitals) and public education campaigns.
 3 Consider enshrining these mechanisms in the public health law (or similar), non-binding strategies and agreements, or a combination of both.
 7 Consider incorporating requirements  in  the country’s public health law or tobacco control law.
 8 Consider incorporating requirements  in the country’s public health law or other appropriate food and beverage related laws.

A dashboard of priority legal 
interventions to address 
noncommunicable diseases
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policy options for all three groups of countries to consider. Maintaining 
health care during national emergencies is a difficult process, especially 
for displaced persons and in areas where health care facilities have 
been damaged or destroyed and health care workers have fled. In this 
respect, an emergency health kit for noncommunicable diseases is 
under development that includes the necessary essential medicines and 
technologies to maintain continuity in treatment for 10 000 people for 3 
months, in areas when regular supply of medicines and technologies has 
been disrupted. 

Mental health disorders are also a leading cause of disease burden in the 
Region. The majority of people with moderate to severe mental health 
disorders have no access to essential health and social care. The global 
strategy on mental health provides a comprehensive list of interventions 
to strengthen national mental health programmes and to improve 
access to care. Intensive work with international and regional experts 
resulted in the development of a more focused regional framework to 
scale up action on mental health which is now available to countries. 
The framework provides a set of evidence-based cost-effective and 
affordable interventions which, if implemented, will have a high 
impact on improving the mental health of populations. The framework 
covers measures in four areas: governance, health care, promotion 
and prevention, and surveillance and monitoring. All countries can 
implement these measures, irrespective of their income. 

Environmental health is an area of growing importance for the Region. Air 
pollution, unsafe drinking-water, inadequate sanitation, contaminated 
food and chemical exposures are particular concern, together with the 
anticipated impacts on health of climate change. In 2013 the Regional 
Committee approved a regional strategy on health and the environment 
with a framework for action for 2014−2019. Subsequently, several 
countries have developed national frameworks for action while others 
are embarking on implementation of the regional strategy. A regional 
food safety assessment and national profiling mission was completed in 

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

National response for prevention 
and control of NCDs

2016

The purpose of this document is to update countries 
on progress made in the prevention and control of 
noncommunicable diseases (NCDs) to date, and to call for 
continued commitment, in order to facilitate progress in 
reporting to the United Nations General Assembly on the 
time-bound commitments for 2015 and 2016.

• By 2015, Member States are to set national targets, 
and develop/strengthen national multisectoral action 
plans.

• By 2016, Member States are to reduce risk factors, and 
strengthen health systems.

This document is divided into several sections. The 
first section provides recent statistical data including a 
comparison between deaths from NCDs and from other 
causes. The next section shows national progress as 
measured by the 10 indicators in the areas of: governance; 
prevention and reduction of risk factors; surveillance, 
monitoring and evaluation; and health care. The status of 
achievement is reflected by colour, with green signifying 
that a country is fully implementing the criteria needed 
for achievement of the indicator, yellow meaning that a 
country is partially implementing, and red meaning that a 
country is not implementing the criteria needed.

The last section lists specifications of the 10 indicators 
which the Director-General will use to report, by the end 
of 2017, to the UN General Assembly on the progress 
achieved in the implementation of the time-bound 
commitments included in the 2014 Outcome Document.
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“WHO calls for continued commitment, in 
order to facilitate progress in reporting to the 
Third UN General Assembly comprehensive 
review in 2018”

10 Progress monitoring indicators

1. Member State has set time-bound national targets 
and indicators based on WHO guidance.

2. Member State has a functioning system for 
generating reliable cause-specific mortality data on a 
routine basis.

3. Member State has a STEPS survey or a 
comprehensive health examination survey every 5 
years.

4. Member State has an operational multisectoral 
national strategy/action plan that integrates the 
major NCDs and their shared risk factors.

5. Member State has implemented the following four 
demand-reduction measures of the WHO FCTC at the 
highest level of achievement: 
a. reduce affordability of tobacco products by 

increasing tobacco excise taxes 

b. create by law completely smoke-free 
environments in all indoor workplaces, public 
places and public transport 

c. ban all forms of tobacco advertising, promotion 
and sponsorship

d.  warn people of the dangers of tobacco and 
tobacco smoke through effective health 
warnings and mass media campaigns.

6. Member State has implemented, as appropriate, 
according to national circumstances, the following 
three measures to reduce the harmful use of alcohol 
as per the WHO Global Strategy to Reduce the 
Harmful Use of Alcohol: 
a. regulations over commercial and public 

availability of alcohol 

b. comprehensive restrictions or bans on alcohol 
advertising and promotions

c. pricing policies such as excise tax increases on 
alcoholic beverages.

7. Member State has implemented the following four 
measures to reduce unhealthy diets:
a. adopted national policies to reduce population 

salt/sodium consumption 

b. adopted national policies that limit saturated 
fatty acids and virtually eliminate industrially 
produced trans fatty acids in the food supply 

c. legislation/regulations fully implementing the 
International Code of Marketing of Breast-milk 
Substitutes 

d. WHO set of recommendations on marketing of 
foods and non-alcoholic beverages to children.

8. Member State has implemented at least one recent 
national public awareness programme on diet and/
or physical activity. 

9. Member State has evidence-based national 
guidelines/protocols/standards for the management 
of major NCDs through a primary care approach, 
recognized/approved by government or competent 
authorities.

10. Member State has provision of drug therapy, 
including glycaemic control, and counselling for 
eligible persons at high risk to prevent heart attacks 
and strokes, with emphasis on the primary care level. 

Updated April 2016
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Commitments Progress indicators Status

In the area of 
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 Progress indicators Status

In the area of 
health care

Country has:

Evidence-based national guidelines/protocols/standards for 
management of major NCDs 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

Commitments Progress indicators Status

In the area of 
prevention and 
reduction of risk 
factors

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:

regulations over commercial and public availability of alcohol 

comprehensive restrictions or bans on alcohol advertising and 
promotions

pricing policies such as excise tax increases on alcoholic beverages

Commitments Progress indicators Status

In the area of 
governance

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 Progress indicators Status

In the area of 
prevention and 
reduction of risk 
factors

Country is implementing: 

Four demand-reduction measures of the WHO FCTC at the highest level 
of achievement:

reduce affordability of tobacco products by increasing tobacco excise 
taxes 

create by law completely smoke-free environments in all indoor 
workplaces, public places and public transport 

ban all forms of tobacco advertising, promotion and sponsorship

warn people of the dangers of tobacco and tobacco smoke through 
effective health warnings and mass media campaigns

Four measures to reduce unhealthy diet:
adopted national policies to reduce population salt/sodium 
consumption 

adopted national policies that limit saturated fatty acids and virtually 
eliminate industrially produced trans fatty acids in the food supply 

legislation/regulations fully implementing the International Code of 
Marketing of Breast-milk Substitutes 

WHO set of recommendations on marketing of foods and non-
alcoholic beverages to children

NCDs are estimated to account for 37% of all deaths

Key

 Not implemented
 Partially implemented
 Fully implemented 

Sources

Global report on diabetes 2016. Geneva: World Health Organization; 2016  
(http://www.who.int/campaigns/world-health-day/2016/en/, accessed 11 April 2016).

Global status report on noncommunicable diseases 2014. Geneva: World Health Organization; 2014  
(http://www.who.int/nmh/publications/ncd-status-report-2014/en/, accessed 11 April 2016).

Noncommunicable diseases progress monitor 2015. Geneva: World Health Organization; 2015  
(http://www.who.int/nmh/publications/ncd-progress-monitor-2015/en/, accessed 11 April 2016).

WHO report on the global tobacco epidemic 2015. Geneva: World Health Organization; 2015  
(http://www.who.int/tobacco/global_report/2015/en/, accessed 11 April 2016).
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Example of a country profile 
on national noncommunicable 
disease response

Cost-effective, 
feasible and 
affordable 
evidence-based 
interventions 
(Best Buys) for 
prevention of and 
management of 
mental disorders

• diagnosis and management of depression (including maternal depression) 
and anxiety disorders

• continuing care of schizophrenia and bipolar disorder

• psychological treatment for mood, anxiety, attention deficit hyperactivity 
disorder (ADHD) and disruptive behaviour disorders among children

• diagnosis and management of epilepsy and headaches

• screening and brief interventions for alcohol use disorders

• self-managed treatment of migraine

• support for caregivers of patients with dementia

• opioid substitution therapy (e.g. methadone and buprenorphine) for 
opioid dependence

• treatment of epilepsy (with older first-line antiepileptic drugs), 

• support for early childhood development and parenting skills 

• life-skills training in schools to build social and emotional competencies

Good practices 
for mental health 
and psychosocial 
support in 
emergencies

• community self-help and social support

• early childhood development activities

• management of mental health problems relevant to emergencies by 
trained nonspecialist staff

• provision of evidence-based psychological interventions through lay 
workers

Good practices 
for prevention of 
mental disorders 
and promotion of 
mental health

• mass information and awareness campaigns for promoting mental health 
literacy and reducing stigma

• integrating mental health promotion strategies, such as stress reduction, 
into occupational health and safety policies

• regulations to improve obstetric and perinatal care 

• strengthening of immunization; salt iodization programmes; folic acid 
food fortification; and selective protein supplementation programmes to 
promote healthy cognitive development

© World Health Organization 2016. All rights reserved. WHO-EM/MNH/199/E
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15 countries. WHO and countries are following up on the findings and 
recommendations, and a regional action plan to strengthen food safety 
systems is being developed.

Way forward

In 2018, all Member States will be reporting to the third United Nations 
high-level meeting on noncommunicable diseases on the progress made 
in implementing the key commitments included in the 2011 political 
declaration, which are included in the regional framework for action. Clear 
indicators have been developed and will be used to measure progress. 
A recent review of progress on the indicators shows that a lot of work 
still needs to be done. For example, only 9% of countries have achieved 
full implementation on tobacco taxation, 18% on marketing restrictions 
to children, and 27% on risk factor surveys. In perhaps no other areas 
are targeted and time-bound actions so clear as in noncommunicable 
diseases response. 

Progress has begun and momentum is building for political and health 
leaders. The way forward for Member States in confronting the world’s 
biggest killers is to ramp up the progress made so far to meet the goals 
between now and 2025. For 2018, countries need to deliver on the 
commitments included in the regional framework. 

Framework for Action on Health and the Environment 2014–2019 
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Priority: Water, sanitation and health 

Strategic Response Action by countries Action by WHO  Indicator Baseline 
in 2014 

Target 
in 2019 

Monitoring the water and 
sanitation sector and 
evaluating its 
performance for health 
protection  

Generate biannual national report on 
assessment and analysis of the water 
and sanitation sector 

Scale up GLAAS (Global Analysis and 
Assessment of Sanitation and Drinking 
Water), and maintain the Joint Monitoring 
Programme for monitoring and reporting 
on the status of the water supply and 
sanitation sectors and assessing the 
impact of these systems on health 

  No. of countries 
participating in GLAAS 

8 15 

Updating national 
regulations and 
management practices to 
address priority water and 
sanitation challenges and 
risk factors 

Revitalize the public health 
surveillance functions of: drinking-
water availability and quality and 
wastewater use in agriculture and 
other applications 

Capacity-building and technical support to 
countries for updating their national 
drinking-water quality standards based on 
the WHO drinking-water quality 
guidelines, and for facilitating the 
application of these standards through 
water safety plans 

  No. of countries actively 
verifying Joint Monitoring 
Programme (JMP) profiles 

15 22 

  Develop and implement plans to 
extend water, sanitation and health 
services to the unserved and improve 
services to the under-served 

Capacity-building and technical support to 
countries for updating their national 
wastewater reuse standards based on the 
WHO wastewater reuse guidelines and for 
protecting public health during the reuse 
process, through the application of 
preventive sanitation safety plans 

  No. of countries with 
updated drinking-water 
quality standards 

15 20 

  Develop national policies on domestic 
water security requirements for health 

    No. of countries adopting 
water safety plans 

7 12 

  Update national standards for drinking-
water quality and drinking-water 
management systems towards 
preventive water safety management 
(i.e. water safety plans)  

    No. of countries with 
updated wastewater reuse 
standards 

7 12 

  Update and enforce national 
wastewater reuse standards and 
implement management systems for 
safe use of wastewater in irrigation 

        

Priority: Air quality 
Strategic Response Action by countries Action by WHO  Indicator Baseline 

in 2014 
Target 
in 2019 

Regulating, monitoring 
and evaluating air 
pollution for  health 
protection 

Develop/update national air quality 
standards in line with WHO guidelines 

Support countries to establish/update their 
national outdoor and indoor air quality 
standards and monitoring systems in line 
with WHO air quality guidelines 

  No. of countries that are 
reporting particulate matter 
data to the WHO Global 
Database 

8 15 

  Advocate for establishing/updating air 
quality monitoring systems and sharing 
data with all stakeholders 

Strengthen the public health sector 
capacity for estimating the impact of air 
pollution on health  

  No. of studies on burden of 
air pollution on health 

0 6 

  Develop/strengthen the surveillance 
function of the public health sector with 
regard to air quality, and estimate the 
impact of air pollution on health 

Support studies and applied research for 
identifying cost-effective interventions for 
regional and national air quality 
challenges 

  No. of countries with 
ambient air quality early 
warning systems 

1 3 

  Raise awareness and advocate for 
action by all relevant stakeholders, 
including transport, energy and 
industry 

          

  Develop an early warning system to 
alert the public about dust episodes 
and other ambient air quality pollutants  

          

Priority: Chemical safety  

Strategic Response Action by countries Action by WHO  Indicator Baseline 
in 2014 

Target 
in 2019 

Establishing risk reduction 
programmes and 
partnerships for chemical 
safety and management, 
involving all stakeholders 

Establish/update national profiles for 
mapping chemical hazards 

Support countries in implementing the 
health aspects of Strategic Approach to 
International Chemicals Management 
(SAICM) and other chemical-related 
multilateral agreements and conventions 

  No. of countries with public 
health strategies on the 
Strategic Approach to 
International Chemicals 
Management (SAICM) 

0 5 

Building capacity for 
implementation of the 
International Health 
Regulations (2005), 
including 
development/enhanceme
nt of national poison 
information centres 
  

Establish/update legislation, national 
policies and coordination on chemicals 

Support countries to establish/update their 
national coordination mechanisms for 
chemicals management 

 Percentage of countries 
with capacity developed to 
deal with chemical events 
under the  International 
Health Regulations (2005) 

45% 85% 

Establish a coordinated system of 
surveillance, preparedness and 
management of chemical accidents, in 
conformity to the International Health 
Regulations (2005) 

Build a network of experts and institutions 
to strengthen regional cooperation in 
preparedness for and response to 
chemical incidents/accidents, in line with 
the International Health Regulations 
(2005) 

  No. of countries covered by 
functional poison 
information centre services 

11 15 

  Establish/update capacity-building 
programmes on recognition and 
management of chemical exposures 
for public health professionals 

Support establishment of  regional risk 
reduction programmes and partnerships 
for chemical safety and management, 
involving all stakeholders 

     

  Establish/upgrade national poison 
information centres 

Facilitate access to chemicals databases 
and information 
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Priority: Waste management and environmental health services in the health sector 

Strategic Response Action by countries Action by WHO  Indicator Baseline 
in 2014 

Target 
in 2019 

Regulating, monitoring 
and evaluating the impact 
of wastes on health 

Assess the public health impact of 
waste management policies and 
practices 

Strengthen national capacities in 
surveillance, monitoring and evaluation of 
the health impact relevant to integrated 
waste management 

 No. of countries that 
assessed environmental 
health services in their 
health care facilities 

6 12 

  Participate in the formulation of 
national regulations and policies on 
waste management, integrating public 
health aspects 

Equip the health sector with standards 
and evidence on the health impact of 
wastes in order to guide and lead other 
sectors to integrate health into their waste 
management policies 

  No. of countries with 50% 
of health care facilities 
meeting the WHO essential 
standards on environmental 
health services in health 
care facilities 

6 12 

     No. of countries that have 
assessed the public health 
impact of waste 
management policies 

0 6 

Priority: Environmental health management in emergencies 

Strategic Response Action by countries Action by WHO  Indicator Baseline 
in 2014 

Target 
in 2019 

Developing the capacities 
of the health sector to 
manage environmental 
health services throughout 
the life cycle of 
emergencies  

Develop environmental health 
emergency profiles and 
establish/update environmental health 
plans for emergencies 

Develop systems for the prediction and  
early warning of, and preparedness for, 
environmental disasters and emergencies 

  No. of countries with 
environmental health in 
emergency profile 

0 6 

Providing adequate 
environmental health 
services in health care 
facilities during 
emergencies 

Operationalize policies, programmes 
and management systems pertinent to 
environmental health services in health 
care facilities, including assessment, 
provision and restoration of services  

Establish a regional network of qualified 
environmental health specialists and 
sanitarians who can be mobilized and 
deployed in a timely manner to support 
countries in need 

  Functional network for 
environmental health 
emergency experts and 
institutions 

0 1 

    Strengthen the health sector capacity to 
develop and operationalize policies, 
programmes and management systems 
pertinent to environmental health services 
in health care facilities, refugee camps 
and other areas hosting internally 
deplaced persons 

  Percentage of emergencies 
adequately responded to 
with integrated 
environmental health 
services  

50% 90% 

Priority: Climate change and health 

Strategic Response Action by countries Action by WHO  Indicator Baseline 
in 2014 

Target 
in 2019 

Developing the 
preparedness and 
response capacity of the 
public health sector to 
manage the health effects 
of climate change 

Assess the vulnerability of public 
health sector  to climate change, 
identify the current and future health 
effects and establish early warning 
systems 

Support countries in building capacity to 
assess risks and develop health 
adaptation strategies to protect health 
from the adverse effects of climate 
change 

  No. of countries with 
vulnerability assessment 
and adaptation strategies 
on health adaptation to 
climate change  

2	 7	

  Develop health system response 
strategies, plans and projects and 
integrate them into national health 
strategies 

Support the health sector in countries to 
generate intelligence and early warning 
on climate-sensitive diseases  

  No. of countries 
incorporating climate data 
into national health 
information systems 

1 4 

Priority: Sustainable development and health 

Strategic Response Action by countries Action by WHO  Indicator Baseline 
in 2014 

Target 
in 2019 

Enhancing and measuring 
health gains from 
sustainable development  

Participate in the formulation of the 
national sustainable development 
agenda, streamlining health as a 
precursor for, outcome of, and an 
indicator for sustainable development. 

Provide evidence-based advocacy 
materials, technical support and guidance 
on methodologies and approaches for 
streamlining health as a precursor for, 
outcome of, and an indicator for 
sustainable development  

  No. of countries integrating 
public health into 
sustainable development 
policies as  recommended 
by Rio+20 

0 3 

Greening of the health 
sector 

Strengthen environmental health in 
community development programmes 
and initiatives  

Provide tools, technical support and 
guidance on methodologies and 
approaches for greening the health sector 

  No. of countries with 
programmes on greening 
the health sector 

0 3 

  Establish national targets for 
environmental resource utilization, and 
increase efficiency of use of resources 
in the health sector 
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Communicable disease 

Situation in 2012-2016

The public health response to the threats of emerging and other 
endemic-prone communicable diseases in the Region has remained a 
constant challenge since 2012. The Region has faced repeated outbreaks 
from emerging diseases, while the complex humanitarian emergencies 
and protracted conflicts have heavily damaged already fragile health 
systems, making communicable disease control and elimination efforts 
extremely difficult and challenging. 

In 2012, communicable diseases were estimated to be still responsible 
for around a third of all deaths and a third of all illnesses in the Region, 
seriously hampering health and socioeconomic development in some 
countries. Of the three remaining polio-endemic countries in the world, 
two were in the Eastern Mediterranean Region and accounted for 
most of the reported cases, threatening the gains made in global polio 
eradication. HIV continued to spread fast, while the burden of malaria 
and tuberculosis remained high, particularly in group 3 countries. The 
coverage and quality of HIV, malaria and tuberculosis programmes 
needed improvement. While new HIV infections in the Region are still 
increasing, treatment coverage was the lowest among all WHO regions.  
More than half of all tuberculosis cases were estimated to be unreported. 
Viral hepatitis was a silent epidemic in some countries.

The Region has experienced a rise in the number of emerging and re-
emerging communicable diseases, including avian influenza, brucellosis, 
cholera, dengue and other viral haemorrhagic fevers, diphtheria, 
measles, yellow fever, Middle East respiratory syndrome coronavirus 
(MERS-CoV), West Nile virus and hepatitis A. Immunization and control 
programmes for vaccine-preventable diseases have faced daunting 
challenges in several countries, leading to rising rates and incidence of 
vaccine-preventable diseases. The regional elimination goal for measles 

One of four international scientific meetings on Middle East Respiratory Syndrome 
Coronavirus (MERS-CoV) organized by WHO, Cairo, 2013-2015
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Coronavirus particles 
With the emergence of a novel coronavirus in 2012, WHO 
convened a meeting of experts in January 2013 to address this new 
public health threat. This supplement presents papers arising out 
of the meeting.
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Cairo, Egypt
5–6 May 2015

A special issue of the Eastern 
Mediterranean health journal was 
published in 2013 

International scientific meetings were 
held on the state of knowledge of 
MERS-CoV
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faced a major setback owing to the drop in vaccination coverage of 
susceptible populations.  

Health security is a critical concern. Adherence to the core capacities 
required under the International Health Regulations (2005), an 
international legal agreement binding on all Member States, remain 
severely compromised owing to critical gaps in countries’ health 
systems. As the security situation has worsened, control and elimination 
efforts for many high-burden communicable diseases have halted and 
prevention efforts deteriorated. Country capacity for surveillance to 
detect and respond to outbreaks, evaluate programmes and project 
future needs was identified as a particular challenge, especially in group 
3 and group 2 countries. 

Progress 2012-2016

Any examination of the Region’s response to controlling the burden of 
communicable diseases must take into account the Region’s worsening 
and perpetual security situation. The fact that outbreaks of communicable 
diseases have been rapidly contained so that they did not escalate into 
epidemics or pandemics, and did not spread internationally from the 
Region, is in itself a measure of considerable success and significant 
public health achievement. The critical challenges to disease control 
have been, and remain: widespread displacement of populations, damage 
and destruction to health care facilities, disruption of essential public 
health services, and migration of health care workers fleeing violence, 
decreasing access to health care services including medical supplies and 
vaccines, and the targeting of health care workers through armed attack.

The Eastern Mediterranean Region is now the only WHO region 
where polio continues to be endemic. In 2012 Afghanistan and 
Pakistan implemented national emergency plans, demonstrating high 
commitment to improving programme performance and accountability. 
This was supported by a surge in technical support from WHO and 
international partners, and enhanced advocacy from community and 
religious leaders to counter disinformation campaigns on the part of 
some groups. In 2013 outbreaks of polio in the Horn of Africa and in the 
Middle East were immediately recognized as a serious threat to health 
security, and a public health emergency of international concern was 
declared by the IHR emergency committee. A monumental effort ensued 
by national governments throughout the Region and health partners to 
drive out the virus. Since 2012, the number of polio cases has dropped 
significantly (Fig. 5). There are still areas in Afghanistan and Pakistan 
where poliovirus continues to circulate due to vaccination coverage 
gaps caused by inaccessibility, refusal by parents to have their children 
vaccinated, and programme operational deficits in accessible areas. 
Insecurity and attacks on polio workers, and spread of misinformation, 
also continue to hinder efforts to reach children with vaccines in some 
areas. 

Compliance with the International Health Regulations (2005) has been 
strongly advocated among Member States and stakeholders as necessary 
for national, regional, and global health security. Following the outbreak 
of Ebola in west Africa, and at the request of Member States of the Region, 
WHO carried out rapid assessments of countries’ capacity to detect and 
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respond rapidly to a case of Ebola. The findings highlighted gaps in the 
outbreak prevention and control capacities of all countries, including 
in countries that had previously reported readiness to implement IHR 
2005 (Fig. 6). The assessments carried out by WHO also revealed the 
limitations of the IHR self-assessment tool, which led the Regional 
Committee at its 62nd session in 2015 to call for the adoption of an 
independent assessment and the establishment of a regional assessment 
commission on IHR to facilitate and provide technical guidance to 
countries and to oversee the process of independent joint external 
evaluation. Our region has been leading in harmonizing the IHR 
assessment tool with the Global Health Security Agenda (GHSA) tool and 
the development of the Joint External Evaluation (JEE) tool which is now 
adopted by all WHO regions and the GHSA.
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Fig. 6. Comparison of IHR monitoring assessment results and Ebola assessment 
results, 2014, for the core capacity of surveillance
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A strategic revamping of IHR implementation with a new monitoring 
and evaluation framework has been developed with four components: 
annual self-reports from Member States, after-action reviews in response 
to outbreaks/crisis, simulation exercises, and independent joint external 
evaluations. Every Member State has now established an IHR national 
focal point. Countries have developed plans for IHR implementation, 
and there has been increasing recognition of the critical importance of 
strengthening measures at points of entry for managing health threats. 

Major and widely threatening infectious diseases that were investigated 
and rapidly contained over the past five years include yellow fever in 
Sudan; hepatitis A in Iraq and Jordan; cholera in Iraq; epidemic influenza 
in Iraq, Jordan, Kuwait, Libya, Egypt, Tunisia, Yemen and Pakistan; 
avian influenza A (H5N1) infection in Egypt; Middle East respiratory 
syndrome (MERS) in Saudi Arabia and other countries; and dengue 
fever in Pakistan, Yemen and Sudan. Timely and effective response 
efforts helped avert major international health emergencies from these 
threats. An early warning, alert and response network system was 
established and rapidly expanded for early detection and response to 
health threats in all the countries affected by the Syrian crisis and other 
emergencies. The value of establishing this network was exemplified 
by the fact that major epidemics were averted. A regional network of 
experts and technical institutions was established to facilitate support 
for international outbreak response. 

Surveillance systems for influenza-like illness and severe acute 
respiratory infections were established to build local capacity for early 
detection, recognition and response to any novel influenza virus with 
pandemic potential. A total of 16 national influenza centres have been 
established in the Region for influenza virus isolation, sequencing 
and antiviral resistance testing. In addition, the Pandemic Influenza 
Preparedness Framework, a unique public-private partnership initiative, 

Almost all countries conducted training for health workers on use of protective 
equipment in the event of an outbreak of Ebola virus disease
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was rolled out to strengthen the capacity of countries for detection and 
response to influenza with pandemic potential and to increase access to 
vaccines and other pandemic-related supplies. Laboratories for disease 
prevention, detection, and control have also been strengthened.

Despite the continuing challenges, regional average of DTP3 coverage was 
maintained at 82% and 14 countries maintained DPT3 routine vaccination 
coverage above 90% in 2014. Despite outbreaks in several countries, 
overall, the number of reported measles cases fell by half between 2011 
and 2014. Measles campaigns were implemented in 12 countries during 
2015, reaching over 65 million children with measles-containing vaccine.  
Considerable progress was made in capacity-building and planning and 
evaluation for immunization programmes and national immunization 
technical advisory groups now established in almost all countries. A 
new regional vaccine action plan was endorsed for implementation by 
the Regional Committee in 2015. In crisis zones where health facilities 
were damaged, destroyed or nonexistent, including camps for displaced 
persons, innovative mobile and community-based approaches to care 
were implemented with success. Such innovations resulted in closing 
the gaps in immunization coverage, including for measles. 

A regional operational framework has been developed to implement 
the global action plan for combating anti-microbial resistance in the 
Region. Data and evidence have been generated on the burden, scale 
and magnitude of the threat of antimicrobial resistance in the Region 
and public health actions have been harmonized with the animal health 
sector for an integrated and coordinated approach to combat this 
emerging threat to mankind. 

Treatment coverage for HIV care nearly doubled from 2011 to 2014, 
although overall coverage for antiretroviral therapy of eligible people 
is still below 20%. A steady increase in notification of new TB cases has 
occurred since 2012, while the treatment success rate improved, reaching 
91% in 2015, well above the global target of 85%. The estimated incidence 
and death rates due to malaria decreased from 2010 to 2015. 

Way forward

In addition to stepping up response efforts to control communicable 
disease outbreaks, action must be focused on health security, namely, full 
compliance by all countries with the International Health Regulations 
(2005). Capacities that are required under the IHR (2005) must be achieved. 
Although self-assessments indicated fairly high implementation levels 
with the regulations, subsequent assessments in response to potential 
importation of Ebola found many critical gaps in countries. These gaps, 
such as the absence of operational coordination structures, emergency 
operating centres and real-time monitoring of acute health threats, 
need to be filled through concerted efforts by Member States. WHO, 
with Member States, has defined specific steps countries must take and 
provided technical support and capacity building to support full IHR 
(2005) compliance. Using the new harmonized Joint External Assessment 
and working jointly with the Global Health Security Agenda, IHR core 
competencies will be assessed in all countries. We have set a target of 
10 countries to be assessed in the remaining part of 2016, starting with 
Pakistan which completed the assessment in early May 2016.WHO and 

Accelerating HIV treatment 1
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countries need to roll out the strategic framework for prevention and 
control of emerging diseases, and develop a framework for integrating 
the early warning system for disease outbreaks in countries affected 
by humanitarian crises. The network of trained experts and technical 
institutions will be expanded to provide support to Member States in 
outbreak detection, field investigation and response. WHO’s institutional 
readiness must be enhanced for rapid and comprehensive response to 
emerging health threats. Border coordination between countries must 
also be strengthened. Combating the growing threat of antimicrobial 
resistance will be a major priority.

Immunization programmes provide significant contribution to 
safeguarding public health and promoting overall health and 
socioeconomic development. While government contribution to 
immunization programmes has increased in all countries, the level 
of funds available through global donors can be expected to decrease 
in coming years and countries need to step up efforts to ensure that 
comprehensive immunization programmes are adequately funded. 

The persistence of violence, civil disruption, displaced persons and 
humanitarian crises in many countries in the Region may have delayed the 
ability to eradicate certain communicable diseases, instead temporarily 
changing the focus to containing them. However, comprehensive, 
evidence-based plans remain in effect for the ultimate goal of eradication, 
which will be attained through continued collaboration among all parties. 
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Emergency preparedness and response

Situation in 2012-2016

The social and political conflicts of 2011-2012 exploded into the 
unprecedented scale of humanitarian crises and health needs that more 
than half of the countries are facing today. In 2012 it was estimated that 40 
million people were in need of health services as a result of emergencies. 
Today that figure stands at more than 62 million (Fig. 7). Since 2012, 
three countries - Syria, Iraq and Yemen - have been designated Level 
3 emergencies, the highest level under the United Nations emergency 
designation system. Neighbouring countries have been severely affected.

More than half of the world’s refugees come from the Eastern 
Mediterranean Region, and the Region also hosts the largest number 
of internally displaced persons as a result of conflict. 30 million people 
are now displaced, two thirds within their own countries and the rest in 
other countries. Registered Syrian refugees in Lebanon now account for 
a third of the total population of 4 million, while in Jordan they make up 
10% of the population. Most refugees are living within host communities 
(Fig. 8). 

The deteriorating situation has meant that both displaced populations 
and host communities are 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. 
Outbreaks of disease have been a major concern, highlighting the need 
for improved detection and response capacities to public health threats. 

In countries with ongoing conflict and violence, mental health services 
are largely unavailable due to a lack of qualified health staff. The delivery 
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Fig. 7. Out of a total of 125 million people globally in need of health services as a 
result of emergencies, almost half are in the Eastern Mediterranean Region, as at 
end 2015
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of basic and emergency health care services has often been impeded 
as a result of shortages in basic and life-saving medicines and medical 
supplies, as well as supplies of fuel to ensure continuing functioning of 
health facilities. Incapacitated health systems and shortages in medicines 
increase the burden of noncommunicable diseases as populations are no 
longer able to get regular treatment or access to essential, life-saving 
medicines. 

Among the main challenges preventing an effective response in 
emergency settings have been lack of access to hard-to-reach populations 
and reduced humanitarian space (Fig. 9). In a worrying new trend, in 
some countries health care workers and health facilities have been 
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directly targeted, or otherwise indirectly affected, resulting in vulnerable 
populations having little or no access to health care services. Many health 
workers have fled with their families. 

Funding is a major impediment to effective emergency response. In 2012 
only 47% of health sector requirements were met, emphasizing the need 
for a more coordinated approach by partners to address the health needs 
of affected populations. In 2013, funding increased but by 2015 had fallen 
back to below 40% (Table 1).

Despite the large number of acute and protracted emergencies in the 
Region and the vulnerability to natural disaster, many countries lacked, 
and continue to lack, the necessary policies and legislation to support 
or facilitate emergency preparedness and response at all levels across 
sectors and only a third have institutionalized emergency preparedness 
and response programmes within the health sector. 

Progress 2012-2016

Leadership
An ambitious programme of reform has been ongoing since 2014 
following the request of the Regional Committee to enhance the 
emergency and humanitarian action capacity in the Region. A new 
organizational structure rolled out in 2015 is comprised of dedicated 
capacity for emergency response, partner coordination and emergency 
core services. A regional centre for emergency readiness and polio 
eradication was established in Amman. The work of the centre has also 
focused on building capacity and developing mechanisms to deploy 
external experts during emergencies.

A regional solidarity fund has been established to ensure the immediate 
availability of financial resources and to trigger action as early as 
possible when crisis strikes. A dedicated WHO regional logistics hub in 
Dubai’s International Humanitarian City has been established and pre-
positioning of critical medical supplies in Dubai is now helping  ensure 
the timely provision of critically-needed medicines, medical supplies, 
medical equipment, vehicles, and ambulances to countries in the Region. 
For example, in the Gaza war in July-August 2014, WHO and partners 
were able to respond timely to urgent needs for medical and surgical 
supplies through an air bridge from Dubai.

Table 1. Funding for the health sector component of UN strategic response plans 
2011-2015 for countries of the Region 

US$ requested US$ received % funded

2016 (as of 16 May) 1.3 billion 124 million 9%

2015 1.2 billion 470 million 39%

2014 1 billion 560 million 54%

2013 795 million 512 million 64%

2012 774 million 366 million 47%

2011 537 million 417 million 78%
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Response 
WHO has been leading the health sector response in all countries in 
crisis, including Iraq, Syria and Yemen. In order to ensure the availability 
of health services for vulnerable populations, especially women and 
children in the most affected areas, WHO scaled up the provision of 
medical supplies, strengthened early warning systems to monitor and 
control disease outbreaks, established mobile clinics to increase access to 
health services, and provided fuel to keep health facilities running. The 
provision of obstetric and gynaecological health services was supported, 
as well as vaccinations for children below the age of 5 years. Mental 
health services were also supported and an emergency health kit was 
developed to respond to the needs of populations affected by emergencies 
for management of noncommunicable diseases. Partnerships with 
nongovernmental organizations were forged and strengthened on the 
ground to ensure access to health care for populations living in hard-to-
reach areas and WHO continued to advocate for unhindered access to 
health care for all patients. 

Across the Region the number of health staff trained was increased 
to enhance national capacity, including 20 000 health staff trained in 
Syria alone since 2012. Trainings covered the areas of trauma care, basic 
routine immunization services and vaccine management, infection 
control, chronic disease care and management, mental health care, 
disease surveillance, nutrition and reproductive health care.

The Region introduced pioneering approaches for strengthening routine 
public health surveillance through mobile technology and an online 
platform. The number of sentinel sites for the early warning alert and 
response network (EWARN) was expanded in hard-to-reach areas. 

Following outbreaks of polio and measles in the Region, the Middle East 
Polio Outbreak campaign immunized more than 27 million children 
in eight countries from 2013 to 2015. This multi-country campaign, 
which successfully stopped the transmission in Syria and Iraq, is 

WHO donated mobile clinics  to NGOs in Syria to support the provision of basic 
health care services
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seen by the Polio Independent Monitoring Board as an example of a 
very well managed outbreak control. Partnerships were strengthened 
and expanded with key religious institutions and nongovernmental 
organizations, especially those working in opposition-controlled areas.

Preparedness
A comprehensive emergency preparedness framework was developed 
highlighting 10 priority actions to be implemented at country level. 
Emphasis was placed on capacity development with curricula, tools 
and training courses developed to support emergency preparedness 
and response in health, including the first regional emergency pre-
deployment training course conducted in early 2016 to enhance the 
surge capacity in the Region. 

Way forward

Tens of millions of displaced persons, large cities heavily damaged or 
destroyed, ongoing hostilities and targeting of sub-populations, and 
all the related humanitarian disasters ensure that the health problems 
associated with these crises will be with us for years to come. As such, 
strategies and groups developed to specifically deal with crises-related 
health problems must be institutionalized and sustained. Restructuring 
of country and regional health entities, including the Regional Office 
itself, must be accomplished in a way that allows us to face both acute 
and protracted health crises in an adequate manner.  

In the coming years, WHO will continue to scale up its work to 
support Member States in the Region to develop effective emergency 
preparedness programmes with emphasis on communities most at risk. 
Stronger partnerships between health authorities, nongovernmental 
organizations, community leaders, academic institutions, donors and 
other stakeholders will need to be fostered. 

The funding gap is a major issue, as countries with protracted crises and 
destroyed urban infrastructure and housing will not have the resources 
to rebuild or to provide health care for their populations. More innovative 
and sustainable resource mobilization approaches with non-traditional 
donors will be needed to bridge this gap.

Increased advocacy for the protection of health care workers and health 
facilities, as afforded under international humanitarian law, including 
the Geneva Conventions, is necessary. Targeting of health care workers 
and facilities must be stopped. Greater advocacy is also required for 
increased access to besieged populations. Humanitarian pauses can be 
used to advocate for health as a bridge for peace. 
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Implementing WHO management 
reforms

Situation in 2012

It was clear in 2012 that a key priority for reforming WHO’s work 
in this region is to reinforce managerial processes and strengthen 
the effectiveness and transparency of administrative actions. The 
humanitarian crises within the Region also necessitate the most effective 
and efficient regional management and governance possible in order 
to assure the best possible help and support for millions of people in 
need. The underlying goals of the reforms are to develop and implement 
plans that result in defined, concrete actions with measurable public 
health outcomes and clear accountability framework. Governance, 
management and administrative processes are being significantly 
streamlined; priorities are being refined and reduced in number to only 
those with the realistic expectation of valuable results. 

Progress 2012-2016

Programmes and priority-setting
At the regional and country level, strategic directions were set to 
the five technical areas reflected in this report: health systems 
strengthening towards universal health care; maternal and child health; 
noncommunicable diseases; health security and communicable diseases; 
and emergency preparedness and response. These priorities reflect the 
regional needs and are also consistent with the priorities endorsed by 
the World Health Assembly as part of the Twelfth General Programme 
of Work for 2014–2019. 

Supported by the Regional Committee and working closely with 
national health authorities at the highest level, the Region was the 
first to implement the bottom-up planning process, starting with the 
planning for 2014–2015 , and focusing on a realistic set of programme 
areas and deliverables in order to achieve more tangible results and 
closer alignment with needs at country level.  With this specific aim, 
the Region has steadily increased its budget to the country programme 
over successive biennia. In comparison with the biennium 2014–2015, 
the approved programme budget for 2016–2017 includes a 36% increase 
for the country offices while the increase for the Regional Office is only 
7%. The intention has been to increase the impact of WHO’s support to 
countries and avoid the fragmentation of the past years. The successful 
experience of the Region in the planning for 2014–2015 was used to 
guide the planning processes in the rest of the Organization in planning 
for 2016–2017.

Governance
Based on guidance from Member States, reforms have focused on 
harmonization of governance processes, strengthened oversight, greater 
strategic decision-making by governing bodies and more effective 
engagement with other stakeholders. Reforms also address the need 
for improved links between regional committees and global governing 
bodies, and between Member States and the Regional Director.
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A number of actions and initiatives have been undertaken since 2012 to 
strengthen the governance process. High-level meetings for Member 
States’ representatives and permanent missions in Geneva were 
instituted prior to each major meeting of the WHO governing bodies 
(World Health Assembly, Executive Board), supported by concise and 
timely briefings to representatives. These meetings have been well 
attended and have strengthened the engagement of Member States in the 
work of the governing bodies, as well as providing valuable orientation 
for new delegates and representatives. The rules of procedure of the 
Regional Committee were revised to ensure alignment with best practice 
in the Organization, and a one-day pre-session meeting was initiated to 
allow for less formal discussion of up and coming issues on the regional 
health agenda. 

The agenda of the Regional Committee itself was streamlined with 
regular agenda items on the key strategic priorities of health system 
strengthening, health security and noncommunicable diseases, 
and annual updates on maternal and child health and emergency 
preparedness and response. A concerted effort was also made to reduce 
the number of resolutions that Member States need to implement to a 
practical level. The Regional Committee decided to retire 79 resolutions, 
which it considered to be implemented, superseded or otherwise 
closed, and to introduce an accountability mechanism to monitor active 
resolutions and regularly report on their implementation.

A technical advisory committee was established to provide advice to 
the Regional Director on matters relating to strengthening technical 
cooperation among and between Member States of the Region, providing 
support in evaluating programmes and assisting with resource 
mobilization.

Management
Management reform has been aimed at more efficient use and 
distribution to priority areas of limited resources in order to sharpen 
the focus of the Region on the immense needs of countries, while 
ensuring greater efficiency, transparency and accountability. Capacities 

62nd session of the WHO Regional Committee for the Eastern Mediterranean, 
Kuwait, October 2015
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at country level were strengthened and additional training and support 
was provided to country teams. In particular, emphasis was placed on 
technical and managerial capacity through appropriate selection of 
WHO representatives in order to ensure effective support at country 
level, and on review and revision of country offices structures in some 
countries. Similar processes have been enacted at regional level. Internal 
structures were reviewed and revised, and programmes streamlined and 
relocated as necessary to achieve optimal effectiveness.

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 
cooperation, direct implementation, imprest purchase orders, asset 
inventories and non-staff contractual arrangements. These areas are 
now closely monitored throughout the year by means of the monthly 
compliance dashboards. 

Other management reforms include a dedicated compliance and risk 
management role; improved compliance and performance monitoring 
and reporting through dedicated 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 as an integrated training 
programme for budget centres, compliance forums, and other outreach 
initiatives including joint capacity-building activities with Member 
States. 

Measurable progress has been achieved in regard to accountability and 
internal control. For example, the number of outstanding reports on direct 
financial cooperation was reduced from over 500 in 2014 to about 60 by 
mid May 2016; a specific reform project addressed the non-compliant 
uses of special service agreements as a contracting method; and all 
overdue audit recommendations emanating from internal and external 
audits were fully addressed by mid-May 2016, which is unprecedented,  
with new audit recommendations largely being addressed before they 
become due. 

Way forward

WHO in the Region is fully committed to reform. Substantial progress 
has been made so far but clearly more needs to be done in improving 
WHO performance and support to Member States, based on efficiency, 
accountability and transparency. Country offices have been a major 
focus of attention and while positive progress has been made in several 
countries, continued expansion of WHO’s presence is planned in others. 
The planned reform in the WHO emergency programme is expected to 
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have substantial impact within the Region, given the magnitude of the 
situation, and has the potential to bring concrete benefits. 

The support of the Regional Committee has been invaluable in the period 
2012-2016, both in guiding the work of WHO in the Region and also in 
its willingness to support change. The ownership of WHO’s work by 
Member States will remain crucial to success in continuing reform.
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