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Definitions of Public Health:

The science and art of preventing disease, prolonging
life, and promoting health through organised efforts of
society.

...The Acheson Report, Public Health In England, 1988

One of the efforts organized by society to protect, promote, and restore
the people’s health.....Emphasizes the prevention of disease and the

health needs of the population as a whole. Public health is a social

Health
institution, a discipline, and a practice. Policies

John Last, Dictionary of Epidemiology, 1995
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[EnapshotonPublicHealin MENATN]|  [*PH Boundaries oftie MENA?™ S, ..
5 - Traditional definition of the Middle East

G Definition of the Greater Middle East

The major provider of care are MoHs, o || Aveas somstimes associated with the
which are responsible for y / . b MlddleEafl(SOQ.o-poI\tlca\ connections)
=Development of health policy __/' - i o \ D\

=Operation of the nation’'s public health services
=Management of the governmental health care budget

MoH governs a nationwide system of health services, ranging from outpatient
clinics to large urban-based hospitals, and providing a mix of inpatient and
outpatient care.

In addition to PHC clinics throughout the country that offers easily accessible
services, subsidized and provided largely free to all citizens (in most countries).

The second provider of care is Health Insurance Organisation majorty of MeNA

countries)

=Basic health care is free and medicines are available in remote villages.

Maijor Public Health Successes During the 20t
Century

v Control of infectious diseases

¥ Vaccination ‘Public Health in the MENA Region:

v Healthy foods and safe water

v Water chlorination C h I I
v Reduced automobile deaths a e n g eS
v Reduced occupational injuries and deaths

v" Reduced maternal and infant mortality
v Reduction of deaths due to cardiovascular diseases

CDC, MMWR, 1999
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Challenges to the MENA

A good number of MENA countries
face major challenges, including
public health, poor governance,
squandering of resources, economic
regression, inequities, and illiteracy.

United Nations Development Programme, Arab Fund for Economic and Social Development. Arab human development
report 2004. New York: UN, 2005; Tewfik et al, 2010

Challenges to Public Health in the MENA

Public Health indicators show stark differences between individual
countries when disaggregated by stratifiers (gender, income,
residence etc.);

Poverty, illiteracy, poor health and overpopulation, all of which
exceed some countries resources.

Health care is mainly governmental with high accessibility,
However, inequity is a problem for low socio-economic classes.

New emerging diseases, health transition, increases in geriatric
problems, and lack of regular surveillance system are some of the
important health problems.

Patriarchal* principles are embedded in the state structures of
many countries;

Conservative values render public debates on sensitive issues
unacceptable;

*Patriarchal - characteristic of a form of social organisation in which the male is the family head and title is traced
through the male line

Source: BMJ_2006;333:850 (21 October), do:10.1136/bm) 3337573850

MENA: Geopolitics and Health

¢ Characteristics of few crises in the region

¢ Allinfluence population health through

— Disruption of health systems and priority public
health programs

— Worsening of social, economic and environmental
determinants of health

Social Determinants of Health in the
MENA

Inequitable health systems result in barrier in access to
essential health care;

Women’s empowerment/enablement —status of women and
their vital role in the health of families;

Child labor and street children - related to poverty and
marginalization;

Lifestyle and behavioral issues — diet, physical activity, hygiene
behavior, smoking traffic accidents;

Conflicts and emergencies exacerbate existing health
inequities

Migrant workers — movements within and between countries
can result in marked health inequities;
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Life Expectancy in Developed/ing Countries Life Expectancy in the world, 2010

80

SIGNIFICANT
CHANGES IN LIFE

BETWEEN 1570
AND 2010

o
3

Life expectancy at birth (years)
w o
) 3

+7.9

AVERAGE GLOBAL
LIFEEXPECTANCY

10
1965 1970 1975 1980 1985 1990 1995 2000 2002 70.4
Sub-saharan Africa Latin America & Caribbean Female Male - .
$ rd
South Asia = EastAsia & Pacific 733 675

Middle East & North Africa
Source: World Bank, 2004

Life Expectancy in some MENA countries, 2010

Changing Dynamics and their Influence
HHe Srpestaney ae on Health in MENA

« Changing demographic, epidemiologic and risk
profile of the population;

« Rising expectations of a more educated population;

« Inability of some governments to provide
comprehensive healthcare services

¢ Sustaining health systems, especially in crisis countries

« Widespread distribution of risk factors for disease,
such as smoking, obesity, and hypertension
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Profile of Burden of Disease in the MENA

« Communicable diseases continue to be a problem,
especially in crisis countries

* High incidence of non-communicable diseases,
cancer, injuries Communicable diseases in the MENA

¢ Increasing incidence of death and disability due to
violence

« High prevalence of problems of mental ill health
due to unfavorable geopolitical and
socioeconomic conditions

Adult HIV Prevalence [infant Mortality Rate - MR |

MENA focused on child survival programs to control
diarrhoea and acute respiratory infections, illnesses that are
among the most common causes of child mortality in MENA
region.

IMR and U5MR decreased rapidly since and the rate of
decline indicates that by 2015, most MENA will have
achieved by far, the MDG of reducing child mortality rate
by 2/3.
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Access to improved water sources: regional
trends (in percentage%)
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Vaccination against major preventable diseases was an important contributing
factor to the decline of IMR.

MENA adopted WHO guidelines for childhood immunization, which require
¥'BCG vaccination [Bacille Calmette-Guérin, BCG against Tubercolosis]

¥Three doses of DPT vaccine [diphtheria, pertussis (whooping cough) and tetanus]
¥Three doses of polio vaccine

v'Measles vaccine during the first year of life.

Additionally, children receive three doses of Hepatitis vaccine (in some countries where
high rate of prevalence of the disease)

Currently, immunization coverage in most MENA region. Percentage of children
between 12-23 months, who were fully immunized, increased from 79% in 1995 to
approx. 93% in 2000.

The proportion of one-year old children immunized against measles (97% in 2000)
is expected to reach approx. 100% by 2015.

IMR and MMR in countries of the MENA

Infant Mortality Rate
per 1000 live births
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MENA

Total expenditure on
health as % of GDP

65
5151 54 55 5758

54 41418 117

427 27313233 % 131197 138 17

21 25 32 47 55 59 72

0
PP S EE S . PPPPA
o ovi‘y’@@ o"’r{ﬁ,@’ St CE

Per capita total

Expenditure on Health in countries of the

expenditure on health

E
555573570

(Average exchange rate (US $)

2/3/2013

Human resources for health, by WHO region,

1995-2004

Figure 1: Human resources for health, by WHO region, 1995-2004
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The Health Transition

« Dramatic declines in infant and child mortality

¢ Increasing control of vaccine-preventable
disease and other infectious diseases

* Problems of adults and elders play increasingly
important roles in public health priorities:

— Emergence of chronic diseases of adulthood as
major contributors to premature death, disability, and
health care costs

— Emergence of injuries, accidents, mental health, STDs
as major public health priorities

— Recognition of the role of fetal, infant and child
health in determining adult health and well-being
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Examples of Contrasting Experiences

« Countries in which the “transition” has been
accompanied by significant economic growth

— South Korea (little malnutrition now, conscious prevention
of NRNCDs through education and policy)

— Thailand (major success against malnutrition, big problem
with NRNCDs)

— South African black population (rapid change, inadequate
data)

— Some Middle Eastern and Gulf states (urban, high income)

Non-communicable diseases in the MENA

The “Nutrition Transition” Driving Forces behind the Nutrition Transition
Changes in age structure of the population, diet and « Increases in life expectancy and declines in
physical activity patterns that result in mortality: larger proportion of adults and growing

number of elderly

— Emergence of obesity as a common problem, with its « Urbanization

predictable co-morbidities

— Change in nature and extent of cancer burden » Economic and technical development
— Increases in other chronic diseases depending on the . . L .
nature of dietary and lifestyle shifts + Changes in physical activity and diet
— Sedentary occupations and leisure-time activities
with or without solution of existing problems of — Urban environments that restrain physical activity
under- and malnutrition — Dietary change: increases in dietary fat, sugar, animal
products, ?total dietary energy, + declines in dietary
quality

Dr Ihab Tewfik;
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From Traditional to Modern Transportation From Traditional to Modern Marketing of Food
R : e R ;

From Traditional to Modern Eating

My overview talk will focus on the rapidity of the shift in the stages of the nutrition transition
from toward a stage of the transition associated with nutrition-related noncommunicable
disease. This shift is very rapid, seemingly more rapid that of higher income countries at the
same stage of development.
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Predictable Sequence of the Developing of Wor!d D(?aths in 2000 attributable to selected
Nutrition-Related Non-Communicable Diseases leading risk factors
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Major dimensions of nutrition

Hunger and undernutrition: 850 million
Micronutrient deficiency: up to 2 billion

¢ Morocco, Brazil, India,
Mexico, South Africa,
Cameroon

Lack of fruit and vegetables: kills over 2 million

HIV/Aids: linked to all aspects of nutrition policy-
underweight, breastfeeding, obesity

¢ Both linked to poverty

* Both require stronger
action by governments
and industry
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Why is obesity an even bigger problem for
developing countries?

* More limited resources
» Late recognition of the problem

» Cultural factors favoring overweight,
favoring overeating, favoring sedentary
lifestyles, and/or stigmatizing thinness in
some areas

Continuing Challenge:
Changes in Obesity Prevalence

¢ Significant increases last 10 years in many
regions (North America, Japan, UK, Europe,
Middle East, China, SE and South Asia)

¢ Decreases only with enforced dietary
restriction and physical activity or very
intense health promotion
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Obesity Patterns Among Adults in N Africa /Middle East
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Outline of Changes

« Dietary changes are great!

« Physical activity is shifting toward sedentarianism!

« The rapidity of change has accelerated in obesity!
« Diabetes is an indicator of rapid NCD changes.

« The burden of disease is shifting to the poor!

« Several important biological factors and relationships
may accelerate the effects of these changes on other
nutrition-related noncommunicable diseases (NCD’s).

WORLDWIDE PREVALENCE OF DIABETES IN 2000 O
AND ESTIMATES FOR THE YEAR 2030 (IN MILLIONS)

28.3 374

NEngl

Old vs. New agendas for global health

Acute childhood infections Chronic, life long infectious
maternal deaths and non-infectious diseases

Simple technologies Complex interventions

Rapid impact Decades before impacts

Controlled by health services  Main levers outside health
service control

Within the remit of the health

campus and the health Takes a whole university anc
department all government!

Dr Ihab Tewfik;
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: still neglecting the basics at country level

Health systems supported by national funds

Health professionals (training/Capacity
Building)

Health leadership
Surveillance systems
Prevention and public health

Major causes of suffering-not death:
mental health
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What are the key nutrition-related health concerns?

Toxic environment Dietary elements:

+ Good food components : higher fiber grains, fruits and vegetables,
legumes. Limited amounts of animal source foods are important for

‘We have briliantly built an environment micronutrients, growth.
guaranteed to make people obese...We + Poorer components: increased saturated fat, trans-fatty acids, refined
have designed a society that’s guaranteed carbohydrates, added sugar, energy density.
to make people unfit.’ Physical activity:
+ Reductions in activity at market and home production, travel and leisure.
Philip James Health outcomes:
Chair of the International Obesity Task Force + Hypertension, stroke, diabetes, cardiovascular disease, obesity

# Cancers: lag a generation behind heart disease.
+ Others: bone health, poor functional status

¢ Related: rapid shift in medical care needs

Challenges

« Clearly rapid shifts in diet, activity, and non-
communicable disease patterns are occurring
around the world.

‘Public Health in the MENA Region:
« Prevention is the only feasible approach to nutrition-

O p p O rtu n iti eS related chronic diseases. The cost of their treatment

and management imposes an intolerable economic
burden on developing countries.

« The challenge is to find environmental changes that
might slow down or stop these changes. Food
policies changes represent a critical aspect of this
agenda.

Dr Ihab Tewfik;
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v Interventions are necessary at the policy level to
reduce toxicity of the environment

v Policy development must be impartial - not determined
by negotiation/collusion with industry consultation but
not consensus.

v Health promotion and education must begin early in
childrens’ development but involve whole systems
(families, schools, communities)

v The focus of health care must move from
hospitals to homes, from clinics to communities

2/3/2013

* Improving the leadership and governance of the
ministries of health

» Fair and adequate financing of the health system
« Developing a balanced human resource for health

¢ Providing universal access to an essential package
of health services

¢ Increasing the availability, access and use of
information

¢ ldentifying cost-effective interventions that
target the major health problems

» Developing health promotion programmes
e Supporting community-based initiatives

 Revitalising disrupted health systems in
countries in emergencies and disasters

» Addressing the challenges of health
determinants - globalization, poverty, gender
and the environment

vImproved collaboration with development partners for optimizing
external assistance to health

v'Partnership with civil society and the private sector

*MENA Health Policy Forum

v'Health reform is the future new policy, with goals of accessibility,
affordability, equity, and equality, in addition to health insurance.

v'Mutual sharing of experience among countries of the region

v'Future plan is mainly to improve quality of care and achieve
millennium goals by the year 2015.
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Response of the World Health

Organization

WHO, Eastern Mediterranean Regional Office and
country office provides technical support to all countries
Help revitalize and rebuild disrupted health systems in
countries in complex emergencies

Assist in the design, monitoring and evaluation of health
reforms

Development of surveillance systems to monitor diseases
and control outbreaks

Capacity development of staff and institutions in health
and health related fields

Assist national governments to better coordination with
development partners to optimize resource use

2/3/2013

Foreseeing Future for Public Health in MENA

¢ Heavy reliance on the geopolitical and
economic situation of the region
e Democratization of the states

¢ Increased economic growth and resource allocation to
health

¢ Health and health equity should be high on the
political agenda of countries.

* Role and credibility of public health professionals
through increased engagement and responsibility
towards the current situation and rallying to the
cause of health reform.
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