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ACQUIRED IMMUNO-DEFICIENCY SYNDROME (AIDS) 
In THE EASTERN MEDITERRANEAN REGION
1.
Introduction
The HIV epidemic is spreading in the Eastern Mediterranean Region at a rate that must be addressed more effectively. In October 2001, the Forty-Eighth Regional Committee for the Eastern Mediterranean issued a resolution, EM/RC48/R.4, calling on Member States to implement the regional strategic plan for improving health sector response to HIV/AIDS and STD, 2002–2005. The commitment of the Regional Committee and the efforts of the Regional Office have resulted in new opportunities to improve national and regional responses for prevention and control of HIV/AIDS. National capacity to design and deliver relevant preventive interventions has grown steadily in many countries of the Region. Tangible efforts are also being made to provide access to new antiretroviral drug combinations to treat HIV infection and delay the onset of AIDS.

Global changes resulting from the establishment of the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM), growing interest of the World Bank and other donors in HIV/AIDS control, the development of subregional prevention and control approaches and technical cooperation from WHO provide the political, financial and programmatic frameworks that make it possible to scale up prevention and care activities for HIV/AIDS in every country in the Region.

In 2002 the Regional Office began implementation of regional strategic plan for improving health sector response to HIV/AIDS and STD in the countries of the Eastern Mediterranean Region. This plan provides strategic guidance for Member States and WHO on how the health sector can improve its overall response and approaches to the problem of HIV/AIDS and STD in the context of the Eastern Mediterranean Region, along five major regional targets. 

2.
Status of the HIV/AIDS and STD Epidemic in the Region

2.1
HIV/AIDS: an important cause of mortality and morbidity in the Region 

An estimated 750 000 people in the Region are currently living with HIV/AIDS, including nearly 83 000 people who contracted the virus last year. HIV/AIDS and STD contribute substantially to the mortality and morbidity due to infectious diseases in the Region. In 2001 HIV/AIDS and STD accounted for 58 000 deaths, a figure higher than the mortality caused by malaria for the same year. HIV/AIDS and STD represent a significant disease burden in the Region. In 2001 these diseases caused an estimated loss of more than 3 million disability-adjusted life years (DALYS), a measure of lost years of healthy life, which was more disability than that caused by either tuberculosis or malaria.

The total number of reported AIDS cases since the start of the epidemic is 12 079 (Table 1), a number which is far lower than the estimated figure. By mid 2003, 10 countries had failed to complete AIDS case reporting for the past year: Cyprus, Djibouti, Iraq, Jordan, Libyan Arab Jamahiriya, Palestine, Somalia, Sudan, United Arab Emirates and Yemen. In addition, Djibouti and Somalia have not reported since 2000.

Table 1. Reported AIDS cases by year and by country [image: image2.wmf] 
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	Country
	1986
	1987
	1988
	1989
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997
	1998
	1999
	2000
	2001
	2002
	Total

	Bahrain
	NA
	1
	NA
	1
	2
	NA
	6
	3
	6
	10
	11
	14
	11
	9
	8
	7
	13
	102

	Cyprus
	3
	5
	6
	5
	6
	7
	2
	7
	11
	5
	18
	10
	6
	13
	24
	9
	NA
	137

	Djibouti
	NA
	NA
	1
	6
	51
	107
	144
	144
	196
	231
	358
	434
	111
	267
	131
	NA
	NA
	2181

	Egypt
	2
	3
	6
	9
	7
	12
	23
	29
	22
	16
	14
	25
	33
	34
	44
	42
	47
	368

	Iran, Islamic Republic of
	NA
	1
	3
	5
	10
	25
	16
	32
	19
	16
	27
	40
	21
	27
	68
	76
	241
	627

	Iraq
	NA
	NA
	NA
	NA
	NA
	7
	6
	21
	37
	16
	15
	2
	4
	6
	6
	4
	NA
	124

	Jordan
	1
	3
	1
	6
	1
	8
	7
	8
	6
	2
	4
	12
	11
	3
	14
	10
	11
	108

	Kuwait
	1
	NA
	NA
	1
	1
	3
	2
	2
	5
	4
	5
	2
	19
	4
	12
	10
	5
	76

	Lebanon
	6
	NA
	3
	5
	10
	13
	7
	22
	12
	18
	5
	8
	37
	32
	21
	21
	13
	233

	Libyan Arab Jamahiriya
	NA
	NA
	24
	5
	11
	6
	9
	2
	11
	16
	21
	38
	396
	72
	NA
	NA
	NA
	611

	Morocco
	1
	9
	14
	20
	26
	28
	30
	44
	77
	57
	66
	92
	93
	165
	118
	129
	150
	1119

	Oman
	6
	11
	26
	26
	22
	25
	32
	37
	51
	28
	24
	36
	33
	45
	30
	35
	48
	515

	Pakistan
	6
	2
	8
	9
	5
	16
	18
	16
	9
	19
	20
	19
	23
	17
	15
	20
	10
	232

	Palestine
	NA
	NA
	4
	1
	NA
	1
	6
	1
	3
	3
	1
	9
	3
	1
	3
	2
	2
	40

	Qatar
	8
	19
	11
	8
	6
	10
	3
	7
	6
	4
	2
	4
	1
	9
	10
	3
	6
	117

	Saudi Arabia
	13
	3
	6
	7
	5
	10
	6
	12
	38
	37
	100
	112
	39
	24
	24
	29
	19
	484

	Somalia
	NA
	1
	4
	3
	5
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	73
	NA
	NA
	86

	Sudan
	2
	2
	64
	122
	130
	188
	184
	198
	201
	250
	221
	270
	511
	517
	652
	354
	NA
	3866

	Syrian Arab Republic
	1
	1
	2
	8
	1
	7
	3
	3
	4
	6
	9
	8
	8
	7
	7
	14
	13
	102

	Tunisia
	6
	14
	23
	19
	36
	36
	38
	52
	50
	65
	54
	62
	44
	42
	44
	48
	36
	669

	United Arab Emirates
	NA
	NA
	NA
	NA
	8
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	14
	NA
	NA
	NA
	22

	UNRWA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	1
	NA
	1
	NA
	0
	2
	1
	5

	Yemen
	NA
	NA
	NA
	NA
	1
	NA
	3
	4
	3
	11
	60
	40
	34
	34
	18
	31
	16
	255

	Total
	56
	75
	206
	266
	344
	509
	545
	644
	767
	814
	1036
	1237
	1439
	1342
	1322
	846
	631
	12 079


NA: information not available

In the case of the Islamic Republic of Iran, there was a marked increase in the third quarter of 2002 caused by delayed reporting. The 213 AIDS cases reported were accumulated cases that had gone unreported in previous years; of these, 181 were among injecting drug users. This example confirms that most data received from passive AIDS case reporting represent an underestimation of the actual epidemiological situation in the Region.

2.2
Subregional differences: magnitude, trends and modes of transmission

There are remarkable differences between countries of the Region in the magnitude of the HIV epidemic and its transmission trends. In Sudan, 450 000 people are estimated to be living with HIV/AIDS. With a prevalence of 1.6% in the adult population, the level of epidemic in Sudan is comparable to that in other African countries such as Mali (1.7%) and in some countries of southeast Asia such as Thailand (1.8%). In Djibouti, a national HIV/AIDS sero-prevalence study conducted in 2002 showed HIV prevalence rates of 2.8% among adults aged 15–54 years, with the majority of cases in Djibouti district (prevalence rate within this district was 3.4%). High HIV prevalence (2.5%) was also noted among pregnant women in Djibouti district. 

At the other extreme are countries such as Egypt, Jordan, Syrian Arab Republic and countries of the Gulf Cooperation Council, with prevalence rates that, for the moment, are low (<0.3%). This situation must be viewed with caution, since the data are limited. Moreover, the low national figures could be misleading, masking epidemics that are initially confined to some localities or specific populations at risk for HIV, for example drug users, but that can nevertheless rapidly and silently spread to the general population. 

Heterosexual transmission of HIV is the main mode of transmission in the Region, accounting for nearly 55% of all AIDS cases during 2002. However, prevailing modes of HIV transmission differ at subregional level. Heterosexual transmission is responsible for 95% of reported AIDS cases in the Horn of Africa (Djibouti, Somalia, Sudan), while intravenous drug use represents almost 39% of all the reported AIDS cases in the easternmost countries of the Region, in particular the Islamic Republic of Iran. Moreover, 16% of all the reported AIDS cases in the Near East subregion (Cyprus, Egypt, Iraq, Jordan, Lebanon, Palestine, Syrian Arab Republic) are due to homosexual transmission. 

2.3
Injecting drug use: a real threat for an explosive HIV epidemic in the Region 

There is increasing evidence that intravenous drug use has the potential to become the driving force of the HIV epidemic in the Region. The proportion of AIDS cases detected among injecting drug users, out of total AIDS cases, is increasing remarkably, with an almost five-fold increase since 1999 (Figure 1). This fact, coupled with the importance of sexual transmission of HIV and the high prevalence of sexually transmitted infections, represents an important potential for serious HIV spread in the general population. The dual epidemic of drug use and HIV appears to be affecting the more populous countries of the Region, with serious risks for wide spread of HIV. In the Islamic Republic of Iran, for example, intravenous drug use is responsible for 52.5% of all reported AIDS cases to date. 
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Figure 1. Percentage of intravenous drug use among all reported AIDS cases by year

Intravenous drug use also plays a significant role in HIV spread in other countries in the Region. In Bahrain, for example, the reported HIV rate among drug users has increased alarmingly, from 0.3% in 2000 to 1.27% and 7.26% in 2001 and 2002, respectively. Similarly, Oman reported high HIV rates among drug users of around 5% in 2000 and 2001. In 2002, 3 out of 34 injecting drug users tested positive for HIV (8.8%).

2.4
Gender-related risk factors: women acquire the infection at a younger age

Men continue to be more affected than women, representing 69% of the AIDS cases reported between 1999 and 2002. Data show increasing trends of infection among men while infection rates among women have remained more stable (Figure 2). In 2002, the female to male ratio of infection was 1:2.8. However, this situation is reversed in Djibouti, where higher HIV prevalence has been noted among women (3.3%) compared to men (2.5%).

Strikingly, HIV affects men and women in the Eastern Mediterranean Region at different ages. According to AIDS reports from Member States, most women develop AIDS at a younger age (25–29 years), compared to men (35–39 years). Thus, young women are clearly at higher risk of HIV compared to young men of the same age (Figure 3). This is a significant indication of the sexual vulnerability of women in the Region, particularly women engaging in high-risk behaviour. Situation analysis in Sudan has shown HIV prevalence rates among women prostitutes and roadside tea sellers as high as 4.4% and 2.5%, respectively, with a prevalence rate among pregnant women of 1%.
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Figure 2. Distribution of AIDS cases by sex and by year
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Since 1999, the group most affected by AIDS is the age group from 25 to 39 years, which constitutes almost 62% of all the reported AIDS cases, with a peak at 35–39 years of age. However, vulnerability begins at a much younger age, 15–19 years (1.6% of all the AIDS cases reported between 1999 and 2002). The preceding age group (10–14 years) represents only 0.5% of all reported cases (Figure 4).

Figure 3. Distribution of cumulative AIDS cases by age and by sex (1999–2002)
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Figure 4. Distribution of cumulative AIDS cases by age (1999–2002)

In situations where HIV spread is advancing in general population, the highest HIV prevalence rates are observed in young age groups. For example, in Djibouti 5%–6% of people in the age group of 20–34 years live with HIV. 

2.5
STD trends and risks

STD reporting is incomplete and inaccurate in most countries. Between 1999 and 2002, only 5 countries of the Region reported regularly on STD cases detected by etiological diagnosis. The total number of cases reported during this period was 319 419, of which 73 515 were reported in 2002. 

Trichomoniasis is the most commonly reported STD, accounting for 89% of reported cases. It is followed by gonorrhoea, which is responsible for 5.5% of reported STD cases, and syphilis, responsible for almost 2% of reported cases. These figures do not reflect the true situation of STD in the Region, as they are biased by irregular reporting from countries with significant STD problems and by the limited number of countries reporting regularly. For example, the Islamic Republic of Iran is one of the small number of countries that regularly reports its STD data. The country’s large population and clear problem with trichomoniasis, combined with the lack of regular reporting from many other countries in the Region, contribute to the statistical picture of trichomoniasis as a principal STD in the Region.

Data from some countries reflect a serious STD problem that needs to be addressed. For example, Bahrain has shown a rise in positive results of syphilis testing among pregnant women, from 0.25% in 2001 to 0.35% in 2002. Results of a recent study in Pakistan of women attending antenatal care clinics and outpatient gynaecological wards in 4 hospitals in Karachi, Lahore, Peshawar and Islamabad, showed that 78% of the women had vaginal discharge that could be labelled as pathogenic, 29.4% had pelvic tenderness, 17% had cervical ulcers, 4.5% had abdominal tenderness and 2.9% had vesicles on the genitalia.

Although available STD data are not indicative of a specific trend, they highlight the indisputable existence of an STD problem in the Region. Hence, there is need to measure the burden of major sexually transmitted diseases, their causative agents and trends in selected population groups such as youth, high-risk groups and pregnant women and to monitor antimicrobial susceptibility patterns with the aim of implementing effective syndromic STD management protocols.

2.6
Tuberculosis and HIV/AIDS: a twinned epidemic

Tuberculosis constitutes an important health problem that affects 630 000 people in the Region annually. Available data show a link between HIV and tuberculosis in some countries in the Region. In Sudan, 1.6% of tuberculosis patients were HIV positive in 2002. In Djibouti, 24% of the tuberculosis patients seen at the national tuberculosis reference facility (Centre Paul Faure) were found to be HIV seropositive, while 44% of tuberculosis patients hospitalized at the Centre Paul Faure were found to be HIV seropositive. The number of tuberculosis cases has not yet shown an increase in Djibouti, as it has in other sub-Saharan countries with HIV epidemics. However, there are epidemiological signs of potential increase. For example, the tuberculosis notification rates among males aged 25 to 34 years increased from 875 per 100 000 population in 1999 to 1023 in 2000. Due to the worsening HIV epidemic, tuberculosis incidence could drastically increase and could become out of control in the near future. Strengthening the national AIDS programme is essential for tuberculosis control in Djibouti. 
2.7
Voluntary counselling and testing: an effective measure in HIV/AIDS control

Voluntary HIV counselling and testing (VCT) programmes were initiated in a few countries in 1999. These programmes generated large numbers of HIV testing annually, with seroprevalence rates of about 1%–2%. VCT services in the Region are successfully attracting people with a perceived high HIV risk or with exposure to the HIV virus, and such services need to be continued and expanded. 

In Sudan for example, 20% of those tested through VCT service facilities in 2000 were HIV positive, and in Islamic Republic of Iran 5% tested positive in 2001. In countries with lower prevalence rates, such as Tunisia, 10% of those tested in VCT centres in 2000 were positive for HIV, and in Jordan 4 out of 15 patients tested (26%) were positive during the same year. 

2.8
Prisoners: a forgotten population at risk

The rate of HIV infection among prisoners in the Region is 1%–2%. However, the magnitude of the problem and the monitoring of HIV infection in prisons differ among countries. In Sudan, a 2% HIV infection rate was found among 200 prisoners who were tested in 2002. Data reported from the Islamic Republic of Iran show HIV rates of 7.97% among prisoners, a large proportion of whom are drug users. In 2001, Yemen reported an HIV rate of 3% among 674 prisoners tested. A comprehensive situation analysis is urgently needed, as is development of effective approaches to address HIV in prisons. Examples of appropriate responses from the Islamic Republic of Iran should be analysed and shared with other Member States. 

2.9
Surveillance for HIV/AIDS and STD: improvement needed

The importance of improving the country surveillance systems and reporting channels cannot be overemphasized. AIDS data reported to the Regional Office are often incomplete, mainly with regard to the mode of transmission in AIDS cases. Transmission data have been missing from 10% to 14% of total reports in the past several years. This important gap in surveillance also varies according to subregion; for example, the mode of transmission is reported unknown in 20% of reports received from the easternmost countries of the Region, compared to more than 50% from the countries of the GCC. As a result, the magnitude, trends and dynamics of the epidemic remain ill defined, jeopardizing both appropriate analysis of the situation and timely response. 

3.
Progress in implementation of the Regional Targets

3.1
Target 1: By the year 2005, all countries of the Region will have a declared political commitment to, and sustained public information activities about, HIV/AIDS and STD

Advocacy

A wide range of visible advocacy interventions and political mobilization for HIV/AIDS prevention and care took place in countries and at regional level in 2002. The World AIDS Campaign, which focused on stigma and discrimination related to HIV/AIDS, was conducted in almost all countries of the Region, and provided an opportunity to raise awareness about the problem of discrimination and to help protect the rights of people living with HIV/AIDS. The AIDS Information Exchange Centre (AIEC) provided the national AIDS programmes in countries of the Region with adapted materials and publications. A regional slogan ‘A human touch heals pain’, was developed and adopted along with the global slogan, ‘Live and let live’.

The HIV/AIDS and STD Regional Advisory Group for the Eastern Mediterranean (ARAG), formed by the Regional Director in 2002, acts as an advocacy group for leaders and policy-makers and advises on the implementation of the regional plan. The ARAG met twice in 2002 and will convene again in July 2003 to formulate recommendations for further implementation of the five targets of the regional strategic plan. Members of the group regularly contribute to country technical support and to advocacy activities. 

ARAG has recommended that the Regional Office encourage countries to exchange HIV/AIDS related experience and to participate more actively and effectively in international conferences. The ARAG recommended that more regional conferences be held, and suggested that the Ministry of Public Health in Kuwait consider reviving the successful experience of the Kuwait International AIDS Conference and continue to host this activity. ARAG has also recommended the development of more effective mass communication strategies for prevention of sexual transmission of HIV, including condom promotion based on examples and evidence from the Region. 

Resource mobilization

The Regional Office has worked closely with country teams to facilitate the preparation of country proposals to the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM). As a result, 9 out of 10 countries of the Region that applied to the second round of proposals succeeded in obtaining funding approval for the various AIDS, tuberculosis and malaria components, thus increasing the regional share of available GFATM funds from 1% after the first round of proposals to more than 5% after the second round. At present, Afghanistan, Islamic Republic of Iran, Jordan, Morocco and Pakistan have obtained approval from the Global Fund for proposals related to HIV/AIDS.

The Regional Office provides up-to-date information about the Global Fund through the EMRO website and through direct correspondence with countries, and will continue to assist countries in developing new proposals and in implementation and monitoring of successful ones. WHO/EMRO has been requested by four countries to serve as the principal recipient in proposals to GFATM.

Development of national AIDS strategic plans
At present Djibouti, Islamic Republic of Iran, Morocco, Pakistan, Sudan and Yemen have developed national strategic plans. Egypt, Jordan and Lebanon have completed situation analyses and are proceeding with further strategic planning. 

Regional good practice studies

The implementation and scaling-up of effective HIV/AIDS prevention and care programmes is often impeded by lack of local experience, resources and political commitment. Advocacy plays a critical role in convincing decision-makers to invest in programmes that may be new and controversial in the country. There is considerable experience in implementing such innovative programmes in many countries in other regions; however, experience in the Eastern Mediterranean Region is very limited. Local case studies are important as evidence for decision-makers and planners that such programmes are feasible, politically and culturally acceptable and effective within their context. Accordingly, the Regional Office, in collaboration with the Islamic Republic of Iran, has developed a good practice study from Kermanshah province which provides an example of a comprehensive HIV/AIDS prevention and care programme with a focus on intravenous drug users and prisoners. A team from WHO has reviewed and documented the experience of this programme for wide dissemination as an example of “good practice” from the Eastern Mediterranean Region. Experience in Morocco also provides a good example for good practice in STD prevention and control and is currently under study. 

3.2
Target 2: By the year 2005, all countries of the Region will have developed institutional mechanisms for human resource development and capacity-building in all fields related to HIV/AIDS and STD prevention and care

Adequate, well-trained and motivated human resources are important for successful HIV/AIDS/STD interventions at all levels. The regional strategy aims at developing and expanding the human resource base. Accordingly, the Regional Office is supporting the development of two major training courses, ‘health counselling with a special focus on HIV and reproductive health’ in Oman, and ‘planning and programme management for HIV/AIDS control at local level’ in Sudan, in collaboration with the respective ministries of health. In addition, plans are being made to establish collaborating centres for AIDS care and for voluntary counselling and testing.

Efforts are being made to develop regional technical networks for STD control and accelerated access to HIV/AIDS care with a focus on antiretroviral drugs. Using experience gained in countries of the Region, the Regional Office is building a core group of consultants who can be mobilized quickly to respond to the increasing demands for technical support in these two areas and who can facilitate intercountry exchange. The Regional Office continues to support national training activities, intercountry exchange and consultant visits in specific areas such as peer education, surveillance and care.

3.3
Target 3: By the year 2005, all countries of the Region will have sustained and comprehensive HIV/AIDS and STD prevention and care packages integrated into the health care delivery system

National planning

The Regional Office is focusing on prioritizing interventions according to need and ensuring that basic interventions are in place at the country level. Basic interventions identified by the national AIDS programme managers during intercountry meetings include establishing functional surveillance systems for HIV/AIDS and STD; instituting STD control and syndromic case management; disseminating public information; promoting safe injection practices; ensuring 100% safe blood and infection control; providing voluntary counselling and testing; and ensuring access to antiretroviral (ARV) treatment. 

Over the past year, the Regional Office has worked with countries on adapting the recommended strategies and outlining a series of concrete activities for national implementation. Subregional planning meetings were held and consultants sent to countries to support the areas of STD control, access to HIV/AIDS care, HIV/AIDS surveillance and voluntary counselling and testing. Such activities have resulted in development of country action plans and review of national guidelines and local training.

Accelerated access to comprehensive care including antiretroviral drugs
AIDS is a treatable disease. The advent of effective combinations of antiretroviral therapies and simplified standardized WHO therapy guidelines have generated great interest in improving access to these drugs in countries of the Region. 

The approximate number of people with AIDS requiring treatment in the Region is estimated at 100 000, while the number of those actually receiving antiretroviral therapy is around 1200. Gulf Cooperation Council countries, Islamic Republic of Iran, Lebanon, Libyan Arab Jamahiriya, Morocco, Syrian Arab Republic and Tunisia are currently offering antiretroviral drugs free of charge to those who need them. In other countries, this essential component of comprehensive care is still lacking.

Experience to date has shown that it is possible to reduce the price of ARV drugs by as much as 85%, such as in Lebanon, Morocco and Tunisia. It has also shown that negotiation and procurement by blocs of countries or at subregional level are possible, and that generic ARV drugs that have been pre-qualified by WHO could be an option for increasing access to treatment in several countries of the Region. Different global funding schemes such as GFATM can also help support national care plans, including provision of ARV drugs and training on care. Another global initiative in this respect is the International HIV Treatment Access Coalition (ITAC), which is a coalition of partner organizations involving people living with HIV/AIDS, nongovernmental organizations, governments, private sector, academic and research institutions and international organizations. The goal of this coalition is to expand access to HIV treatment for all people living with HIV/AIDS who need it. WHO is also planning to scale up support for national care plans through supporting implementation of the new WHO HIV/AIDS care planning toolkit.

The regional meeting on expanded access to HIV/AIDS treatment in the countries of the Region, held in Cairo from 18 to 20 February 2003, focused on planning HIV/AIDS care at national level. Participants recommended that Member States commit to achieving a regional target of 60 000 people with AIDS receiving ARV therapy by 2005, with the long-term goal of 100% coverage with ARV therapy at national level. They recommended that WHO explore ways by which the ITAC network could support implementation of national HIV/AIDS care plans, mainly in the areas of training and accreditation on HIV care, and facilitate subregional negotiations for reduced ARV drug prices and use of successful subregional procurement schemes similar to that of the GCC. Participants also recommended that countries develop national guidelines for the use of antiretroviral drugs, and that they include in the National Essential Drug List and register an optimal number of ARV drugs in accordance with the national guidelines, thus ensuring adequate choice of drugs for first-line and second-line treatment regimens. 

Targeted interventions towards high risk groups including intravenous drug users

HIV is a very serious problem among intravenous drug users. The high risk of contracting HIV in this population group is the result of the mix of several risk behaviours: needle sharing, the trading of sex for drugs or money, and unsafe sex. Prevention activities for this group must take into consideration the increased vulnerability of sex partners, who for the most part are women.

WHO is frequently approached by Member States, United Nations agencies, and other organizations to provide advice on appropriate policy and programming for HIV prevention and care among intravenous drug users and the evidence for their effectiveness. In order to assist Member States and other key players to develop and implement evidence-based HIV/AIDS public health policies and programmes targeting intravenous drug users, WHO is developing a toolkit on HIV/AIDS prevention and care for intravenous drug users, which includes various tools and guidelines for policy, advocacy, assessment and specific interventions, including case studies on good practice.

Although there is significant international experience with interventions and programmes that have proven effective in preventing the transmission of HIV among drug users, such as opioid agonist replacement treatments and needle exchange programmes, the application of such programmes still has considerable political implications in the Region. However, harm reduction interventions are in place in a few countries, notably the Islamic Republic of Iran and Pakistan. 

In the Islamic Republic of Iran, a National Committee on Harm Reduction is aiming to make harm reduction strategies operational in 2003. Expected outputs for 2003 include development of the national programme for harm reduction and its policy framework, integration of harm reduction strategies into the school mental health programme and into substance abuse strategies; pilot integration of prevention of substance abuse in 4 primary health care sites; and advocacy towards legislators and the judiciary system. 

In Pakistan, the national strategic framework developed for HIV/AIDS prevention has been translated into an action plan involving nongovernmental organizations in the delivery of harm reduction service packages for intravenous drug users in 5 major cities. Nai Zindagi is one of the nongovernmental organizations dealing with drug harm reduction and showing positive impact on intravenous drug users. Its programme aims at improving the health and livelihood of street drug users in the major cities of Pakistan. In particular, it aims to prevent the transmission of HIV and other blood-borne diseases. Over 63% of intravenous drug users attending Nai Zindagi facilities in Lahore, Quetta and Rawalpindi have left the street drug scene. Sharing of syringes among intravenous drug users has decreased from 60% to 12% in Lahore. Knowledge about HIV/AIDS and safer injecting and sexual practices has improved considerably. Access to drug treatment has increased from 25% to 79% among street drug users. Condom use has increased from 24% to 39% among this population, and the prevalence of HCV infection has decreased from 89% to 44%.

With a view to addressing HIV/AIDS and intravenous drug users in a systematic approach, the Regional Director has formed the Regional Advisory Panel on Impact of Drug Abuse (RAPID) to develop uniform approaches based on practices of proven benefit. The Regional Office is also involved in the development of the regional United Nations framework for the prevention of HIV among intravenous drug users.

Experience from Lebanon offers additional evidence that HIV vulnerable groups can be tackled in the local context. The national AIDS control programme in Lebanon, in collaboration with 3 nongovernmental organizations, has conducted outreach activities targeting prostitutes, men who have sex with men and intravenous drug users. The objective of the activities is to build capacities of members of the most vulnerable groups and mobilize them to take action to protect their own communities against HIV/AIDS.

Blood safety

Although the risk of infectious disease transmission in blood transfusion has diminished markedly, blood-borne transmission of HIV is persistently responsible for 2.1% to 2.5% of the all AIDS cases reported to the Regional Office in the past 3 years. During this period, the Islamic Republic of Iran reported 17 cases, the highest number of similar reported AIDS cases, followed by 6 cases from Egypt, 5 from Jordan, 4 each from Iraq, Lebanon and Morocco and 3 each from Oman, Tunisia and Yemen. 

WHO offers support to countries in the area of blood safety through provision of kits and technical assistance in the form of consultant visits, training and strategy development.

3.4
Target 4: By the year 2005, all countries will have capacity to generate relevant information and apply operational research in various aspects related to HIV/AIDS and STD health response

Surveillance

Information on the epidemic remains insufficient. HIV/AIDS and STD surveillance systems in countries are generally weak. The data reported to the Regional Office are often delayed and incomplete. Consequently a wide gap exists between reported and estimated figures for HIV/AIDS cases. This lack in information has resulted, in many instances, in weak political commitment and low priority of HIV/AIDS on the national political and health sector agendas. 

WHO is working to strengthen the surveillance systems in the countries of the Region through providing training and direct technical support, encouraging the application of standard HIV second generation surveillance methodologies, incorporating HIV/AIDS/STD into the national health information systems of countries, and directing efforts of nongovernmental organizations towards hard-to-reach population groups.

Morocco and Pakistan already have plans to implement second generation HIV surveillance. A regional meeting for the HIV/AIDS and STD surveillance and monitoring of national AIDS programmes will be held in July 2003 to develop national plans for epidemiological surveillance and to introduce methodologies for monitoring population behaviour. 

Strengthening operational research in HIV/AIDS and STD 
The Small Grants Scheme supports researchers from the Eastern Mediterranean Region and aims at building operational research capacity in the Region. In 2002, the Scheme was expanded to include HIV/AIDS and STD among its priority topics. By the end of 2002, four proposals were supported by the scheme. In 2003, seven HIV/AIDS and STD proposals have been approved, from Egypt, Islamic Republic of Iran, Lebanon and Pakistan. The topics include evaluation of prevention and care activities, field testing of advocacy material, and knowledge, attitudes, practices and needs assessment of high risk groups. This year the selection procedure was modified and the proposals underwent a preliminary screening before final selection; to help ensure better quality proposals. Proposals approved in 2002 were followed up to review progress of ongoing research.
3.5
Target 5: By the year 2003, all countries in situations of complex emergency, such as embargo, population displacement and conflict, will have developed national strategies that incorporate HIV/AIDS and STD prevention and care into the national response to emergencies and related international assistance plans

The HIV/AIDS epidemic is an added threat to countries in situations for complex emergency. Its effects are far-reaching in the Horn of Africa, where immediate action is needed to avert greater harm. The Regional Office has promoted the establishment of subregional initiatives for cross-border coordination, and is extending technical support to the Horn of Africa Initiative and a similar health initiative involving Sudan and neighbouring countries.

The Regional Office has also posted one full-time medical officer to reinforce technical capacity in Somalia. Special attention and technical support is being given to countries in situations of complex emergency such as Afghanistan, Somalia and southern Sudan, to ensure successful GFATM proposals.
4.
Challenges for the Future

The Regional Office plans to focus efforts on scaling up activities related to the following challenges and opportunities:

· facilitating access to antiretroviral drugs

· securing extra-budgetary funding for HIV/AIDS related activities in the Regional Office

· reducing the harm associated with drug use

· promoting responsible sexual behaviour

· promoting early and effective treatment of sexually transmitted infections.

tobacco-free initiative

1.
Introduction
There is mounting evidence that with current smoking patterns, about 4.9 million people die annually from tobacco-related diseases—a global epidemic. Worldwide, mortality from tobacco is predicted to rise from that 4.9 million to about 10 million deaths a year in 2030, more than the total deaths from malaria, maternal and major childhood conditions and tuberculosis combined. 

In the Eastern Mediterranean Region more and more women and children are using tobacco daily and the prevalence in the Region, detailed in the recently published tobacco control country profiles
 is terrifying. For example, in one country 29% of women smoke while in another 20% of youth use tobacco. Tobacco usage is truly a communicated disease—communicated through globalization of advertising, through the example of smokers and the glamorization of smoking, and through exposure to passive smoking. Children are particularly vulnerable to environmental tobacco smoke. The consequences of tobacco use constitute a burden on our health systems and hamper economic productivity. Tobacco control is a global challenge, and a concerted effort is required.

It is apparent that through such concerted efforts tobacco use is now declining in some high income countries, but in low income countries it is on the rise. The decline is due to three factors:

· comprehensive measures which include constant and widespread advocacy campaigns, clinical support for smokers, establishing a sustainable surveillance system and political commitment;

· powerful legislation; and

· collaboration between different sectors.

This means that countries of the Region have to concentrate on all three of these areas in order to achieve success in an area that poses a great threat to the well-being and health of the population in this Region.

The adoption of the Framework Convention on Tobacco Control (FCTC) by the World Health Assembly in May 2003 is the greatest achievement of tobacco control so far this century. At the same time it is a great challenge, leaving those working on behalf of tobacco control with the responsibilities of ratification and implementation. It is hoped that Member States’ positive participation in the adoption of the FCTC will be reflected in its ratification at national level, in order to support national actions as well as regional measures aiming at controlling tobacco use.

2.
World No Tobacco Day 2002 and advocacy

World No Tobacco Day (WNTD) is the main yearly event for the Tobacco Free Initiative to raise awareness and to contribute to and enhance related advocacy campaigns. The theme of WNTD 2002 was Tobacco Free Sports. An international team was put together comprising famous athletes, two from each region, to take forth the message of the day. From the Eastern Mediterranean Region, Captain Mahmoud El-Khatib from Egypt and Mr Imran Khan from Pakistan participated in the campaign. Countries celebrated the Day in line with the guidelines and plan of action developed by the Regional Office. Along the same lines, and in order to support countries in obtaining the maximum quality for their media and advocacy-related campaigns, the media capabilities of the programme were enhanced through staff training at the Tobacco Use Prevention Training Institute in the United States of America, which was also supported by the Centers for Disease Control and Prevention (CDC), Atlanta.

3.
National capacity

Raising and strengthening national capacity is a main target for the Regional Office.  In line with this, the Regional Office provided technical as well as financial support to eight nongovernmental organizations in various countries, after evaluating and modifying their proposals. Grants were provided ranging from US$ 1000 up to US$ 10 000 to support their tobacco control-related activities, especially those in relation with the FCTC. Also, funds were made available to Djibouti, Morocco, Pakistan, Somalia and Yemen to support specific activities related to their tobacco control programmes and the development of their national plans of action.

Collection of accurate data on the tobacco control situation is one of the main aims of the Regional Office. For the first time and through the Global Youth Tobacco Survey (GYTS), data is now available on trends among adolescents aged 13–15, in 11 countries. A workshop was held in July to train people in eight more countries to conduct the survey, and to analyse the data of the other countries that have completed the survey. By the end of 2003, following the third regional workshop, to be held in Morocco in October 2003, 22 countries will be involved in the GYTS and it is hoped that data on these countries will also then be available (Table 1).

Tobacco control has to target different groups with different messages. Recognizing this, the Regional Office organized, in collaboration with St Georges Hospital in London, training on smoking cessation. Participants were from 10 countries of the Region and were all responsible for the national smoking cessation clinics. The training aimed at raising their capacity and enhancing their knowledge with regard to the support that should be provided through the cessation facilities. 

4.
Strengthening the legislative approach

A regional meeting took place in Bahrain prior to the fifth negotiation session of the FCTC.  For the first time, 19 Member States participated in the meeting, a positive reflection of the level of commitment of the countries of the Region towards the completion of a strong and effective Convention. This involvement resulted in the issuance of new tobacco control legislation in Egypt, Qatar and Pakistan. Another one day regional meeting took place in Geneva on 16 February 2003, prior to the final session of negotiations to discuss the Chair’s text released on 15 January 2003. These extensive efforts led to the full participation of all Member States of the Region in the adoption of the FCTC at the Fifty-sixth World Health Assembly in May 2003 (WHA 56.1).

Table 1. Implementation status of the Global Youth Tobacco Survey in the Eastern Mediterranean Region, June 2003

	Country
	In the Field
	Report completed
	Report not yet ready
but work completed
	Not involved

	Afghanistan
	
	
	
	x

	Bahrain
	
	
	x
	

	Cyprus
	
	
	
	x

	Djibouti
	x
	
	
	

	Egypt
	
	x
	
	

	Iran, Islamic Republic of
	
	
	x
	

	Iraq
	
	
	
	x

	Jordan
	x
	
	
	

	Kuwait
	
	x
	
	

	Lebanon
	
	x
	
	

	Libyan Arab Jamahiriya
	x
	
	
	

	Morocco
	
	x
	
	

	Oman
	x
	
	
	

	Pakistan
	x
	
	
	

	Palestine
	
	x
	
	

	Qatar
	x
	
	
	

	Saudi Arabia
	
	
	x
	

	Somalia
	x
	
	
	

	Sudan
	
	x
	
	

	Syrian Arab Republic
	
	
	x
	

	Tunisia
	
	x
	
	

	United Arab Emirates
	
	x
	
	

	Yemen, Republic of
	x
	
	
	

	Total
	8
	8
	4
	3


5.
Publications

The following publications were issued.

· Tobacco control country profiles for the Eastern Mediterranean Region (English);

· The tobacco industry documents. What they are, what they tell us and how to search them. A practical manual (English); 

· Towards health with justice (English and Arabic).  

· Analysis of the economics of tobacco in Morocco, in collaboration with the World Bank (English). 

· The economics of tobacco in Egypt, in collaboration with the World Bank (English).

6.
Challenges 

The greatest challenge of all in the Region now is the ratification and implementation of the FCTC. The unanimous adoption of the FCTC is a success in itself, however the work is far from being completed. This international legal document has to be reflected in national policies and strategies.

To complement this, full multisectoral participation should be encouraged in tobacco control efforts at the national level in all Member States, especially since the implementation of the FCTC will need more than just the commitment and effort of the national health authorities. The Regional Office has to be involved in briefing sessions at national level to enhance understanding of the FCTC text and support its ratification by governments. 

Almost all countries of the Region have tobacco control laws, however, implementation is very weak. Strategic change is required to address the problem, and the involvement of law enforcement authorities will be needed. This area of work is complementary to the ratification of the FCTC and will pave the way to better enforcement of the Convention at national level.

The total involvement of civil society is desperately needed to change social beliefs and protect the vulnerable from the bad effects of second-hand smoke. By end 2004, all countries must have an updated national plan of action that addresses the different aspects of the tobacco epidemic. This plan should include the establishment of a surveillance system that provides up-to-date information on the tobacco situation and can thus be the platform for evidence-based action.

Elimination of lymphatic filariasis
1.
Introduction
The World Health Assembly in 1997 adopted resolution WHA50.29 calling for elimination of lymphatic filariasis as a public health problem. The goal of the strategy is to interrupt transmission of lymphatic filariasis by reducing disease incidence to almost zero and to implement disability management interventions for those who are already suffering from disability due to lymphatic filariasis.

The Regional Committee for the Eastern Mediterranean at its Forty-seventh Session in 2000 adopted resolution EM/RC47/R.11 Elimination of Lymphatic Filariasis in the Eastern Mediterranean Region. The resolution urges Member States with present or past history of lymphatic filariasis transmission to:

· Undertake an epidemiological assessment of lymphatic filariasis in their countries,

· Strengthen filariasis management, surveillance, information and evaluation systems; and

· Develop a time-bound national plan for elimination of lymphatic filariasis in line with the strategies adopted by WHO, with the participation of all governmental and nongovernmental bodies concerned.

Lymphatic filariasis, caused by the human parasite Wuchereria bancrofti, is endemic in Egypt, Sudan and Yemen. It is estimated that in total around 6 million people in these countries live at risk of infection. The present status of lymphatic filariasis in Oman, Pakistan, Saudi Arabia and Somalia needs to be verified through organization of special surveys. All other Member States are considered free from lymphatic filariasis transmission.

2.
PROGRESS IN ELIMINATION OF LYMPHATIC FILARIASIS 

2.1
Regional Programme Review Group

The Regional Programme Review Group for the Elimination of Lymphatic Filariasis (RPRG) in the WHO Eastern Mediterranean Region was formed in 2001 with the following terms of reference:

· Review and provide guidance to countries in the development of their national plans of action for the elimination of lymphatic filariasis;

· Review national programme annual reports which include re-applications for diethylcarbamazine (DEC), ivermectin and albendazole;

· Review the implementation and progress of national programmes and make recommendations for scaling up of programmes in subsequent years;

· Provide technical guidance to the countries of the Region;

· Identify operational research issues arising out of implementation of programmes in the Region;

· Advise WHO on matters related to verifying the interruption of transmission of lymphatic filariasis in countries of the Region; and

· Advocate for, and support countries in seeking, political commitment from governments and ministries of health for the elimination of lymphatic filariasis.

The members of the RPRG were appointed by the Regional Director through a consultative process with the Member States. 

The First Meeting of the RPRG was held on 23–24 December 2001 in the Regional Office, Cairo. The participants discussed the terms of reference of the RPRG, reviewed the annual reports and applications for the drugs from Egypt and Yemen, and adopted plans to initiate mapping exercises in Oman and Saudi Arabia during 2002.

The Second Meeting of the RPRG was held on 3 November 2002 in the Regional Office, Cairo. The members of the RPRG together with representatives from the national programmes of Egypt, Oman, Pakistan, Saudi Arabia and Yemen reviewed the annual reports of those countries, agreed on re-application for assistance in provision of drugs for mass drug administration during the year 2003 from Egypt and Yemen, discussed regional and national strategic planning for 2003-2005 and identified challenges and solutions in scaling-up the national programmes.

2.2
Progress in lymphatic filariasis elimination in Member States

2.2.1
Egypt

The lymphatic filariasis elimination activities in Egypt were initiated in 2000. The strategy adopted consisted of mass drug administration (MDA) in an annual single-dose of albendazole and DEC tablets to the population of endemic villages; training of doctors and nurses of the drug distribution teams on the methodology of MDA; organization of social mobilization activities in endemic areas, monitoring and supervision of MDA and monitoring of side-effects of the drugs; and monitoring of the results of MDA with regard to prevalence of lymphatic filariasis in endemic villages. 

The Supreme Committee for Lymphatic Filariasis Elimination in Egypt was formed under the chairmanship of the Minister of Health and Population. The programme infrastructure at the central, governorate, district and village levels was identified. The “endemic village” was designated as the implementation unit for MDA. It was planned to hold MDA during a 2-week period in September each year.

161 endemic villages in 25 districts of seven governorates with a total population of 2 million were covered by MDA in 2000. Several more endemic villages were identified and added to the list of villages covered by MDA in 2001 and 2002. In 2002, the total number of villages covered by MDA was 179, with a total population of 2 408 000 inhabitants.

GlaxoSmithKline through WHO supplied the national programme with albendazole tablets. WHO provided DEC tablets free of charge. The drugs were distributed to the implementation units (endemic villages) according to the requirements.

WHO supported the organization of training courses for members of the drug distribution teams (primary health care doctors and nurses) and for supervisors before each round of MDA. Training was organized by the staff of Ain Shams University in Cairo together with the staff of the national lymphatic filariasis elimination programme.

The social-mobilization activities were conducted with the aim of achieving wide participation of the population in MDA campaigns. Advocacy leaflets, posters and banners on MDA were designed, printed and distributed to the endemic areas. A comic book on lymphatic filariasis was prepared, translated into Arabic and distributed to children in primary and preparatory schools. Before the start of each round of MDA, a television spot and radio messages were broadcast. The final results of coverage during three rounds of MDA are shown in Table 1.

WHO supported an independent evaluation survey of the population in 27 villages of seven lymphatic filariasis endemic governorates in Egypt after the completion of the third round of MDA in 2002. The overall population coverage with MDA in selected villages was 87.6%. 

500 persons in each sentinel site in endemic governorates were surveyed for level of microfilaraemia before the first round of MDA in 2000 and after the completion of the second and third rounds of MDA. The reduction in the prevalence of microfilaraemia was recorded in all surveyed sentinel sites after three rounds of MDA.



Table 1. Coverage of the population in lymphatic filariasis-endemic villages
by mass drug administration, Egypt, 2000–2002

	Year
	No. of villages
	Total population
	Treated population
	Coverage (%)

	2000
	161
	1 820 367
	1 759 553
	96.66

	2001
	178
	2 412 170
	2 325 724
	96.41

	2002
	179
	2 574 781
	2 449 394
	95.09


2.2.2
Oman

Since 1991, Oman has reported 15 lymphatic filariasis cases among expatriate workers and local residents with a history of visiting lymphatic filariasis-endemic countries. In order to clarify the epidemiological situation, a plan of action for the organization of surveillance on lymphatic filariasis in Oman was prepared by the national authorities and approved by the first meeting of the RPRG in December 2001.

During 2002, the health authorities in Oman carried out a rapid assessment of the status of elephantiasis and hydrocoele through a questionnaire distributed to 59 wilayat (districts); 3.6% of key informants reported cases of elephantiasis and hydrocoele in their areas. Dhofar, South Batinah and Dakhliyah wilayat were identified as suspected spots for lymphatic filariasis transmission in Oman.

A WHO temporary adviser visited Oman in September 2002 to assist the national authorities in evaluation of the results of the questionnaire survey and in preparation of the ICT card test surveys. The national programme will conduct the ICT card test surveys in suspected endemic areas in 2003. 

2.2.3
Saudi Arabia

Lymphatic filariasis was reported to be present in Saudi Arabia during the 1970s and among Indian expatriates during the 1990s. At the first meeting of the RPRG in 2001, it was decided to assist Saudi Arabia in defining the present status of lymphatic filariasis in the country.

A questionnaire survey on the presence of elephantiasis and hydrocoele cases was conducted by the national authorities in Asir and Jizan regions; 43 cases of elephantiasis and 3 cases of hydrocoele were reported from 18 villages in those two regions. Three regions (Jizan, Asir and Mecca City) were selected by the national authorities for immunological surveys among schoolchildren.

A WHO consultant was assigned to Saudi Arabia in March 2002 to train the national authorities in performance of the ICT card test and to assist in planning the surveys. He trained 34 laboratory technicians and initiated ICT card test surveys in three provinces. The surveys will be completed during 2003.

2.2.4
Sudan

Sudan is considered to be a lymphatic filariasis-endemic country on the basis of recorded cases in hospitals. The geographical distribution of lymphatic filariasis in Sudan remains unclear. Limited surveys with the use of the ICT card test in some areas have revealed high levels of antigenaemia among the populations surveyed. Around 3% of the population in communities surveyed had chronic clinical manifestations.

A National Task Force on Lymphatic Filariasis Elimination was formed in Sudan. It was considered essential to complete mapping of lymphatic filariasis before the preparation of a plan of action for elimination. WHO supported the visit of a consultant to Sudan with the objective of training the national staff on ICT card test performance and to assist in preparation of a detailed plan for ICT card test surveys. The mapping of lymphatic filariasis in Sudan will be completed during 2003. It is planned to initiate MDA in endemic areas in 2004.

2.2.5
Yemen

A questionnaire survey on the presence of elephantiasis and hydrocoele cases was initiated in October 1999. Positive responses were received from seven governorates. In August 2000, a WHO consultant trained the staff of the district laboratories on performing the ICT card test and helped the national authorities to start mapping surveys in suspected areas. The presence of antigenaemia among the populations surveyed was found in 14 sub-districts in nine governorates.

A plan of action was prepared in 2001 with the objective of interrupting transmission of lymphatic filariasis by 2010. The elimination strategy is based on MDA with albendazole and ivermectin to the population in all endemic areas, provision of training to primary health care personnel and organization of social mobilization activities. 

In 2002, the first round of MDA with ivermectin and albendazole was carried out in 11 implementation units in Abyan, Dhamar, Hadramout, Hodeidah, Ibb and Taiz governorates with a total population of 109 349. 79 119 persons received the drugs. The population coverage was 72.3%. It is planned to apply MDA to all 14 endemic areas in 2003.

2.3
Challenges in implementation of the national programmes

The national programmes faced a number of challenges in scaling up of mapping and lymphatic filariasis elimination activities. These included:

· difficulties in organization of surveillance and elimination activities in scattered areas;

· low awareness of population about lymphatic filariasis prevention and control;

· inadequate knowledge of primary health care staff on diagnosis, treatment and prevention of lymphatic filariasis;

· possibility of introduction of lymphatic filariasis from other endemic countries; and

· high migration patterns of populations in endemic areas.

3.
CONCLUSIONS

Lymphatic filariasis elimination activities in Egypt and Yemen have made significant progress. In total, around 2.7 million people in these countries living in endemic foci have been covered by MDA campaigns to eliminate lymphatic filariasis. The high coverage by MDA of populations in endemic foci was achieved as a result of well planned social mobilization activities, training of medical and paramedical staff, sufficient provision of drugs for MDA and monitoring of side-effects of the drugs. The elimination of lymphatic filariasis in these countries is a feasible target.

Lymphatic filariasis surveillance and mapping activities are crucial in Sudan to identify geographic distribution of the disease, identify the population at risk of infection, define implementation units for mass drug distribution and estimate requirements in terms of drugs, training, provision of social mobilization activities and delivery of morbidity control. All efforts should be made to complete the mapping activities in the shortest time possible.

The verification process on the present status of lymphatic filariasis has been initiated in some Member States with previous record of lymphatic filariasis cases. These activities of the national programmes are commendable and need full support from the Regional Office. All other Member States with uncertain lymphatic filariasis situation are encouraged to initiate verification activities.

Activities related to the alleviation and prevention of disabilities caused by lymphatic filariasis have not been fully implemented by the national programmes. This component of lymphatic filariasis elimination strategies should be strengthened. In order to achieve this, special attention is needed from decision-makers, national health authorities, social organizations and donor agencies.

FOLLOW-UP To THE DOHA “DECLARATION ON THE TRIPS AGREEMENT AND PUBLIC HEALTH”

1.
Introduction
Following the conclusion of the Uruguay Round of Negotiation in 1994, and the establishment of the World Trade Organization (WTO) in 1995, several studies were made on the impact of WTO Agreements on the health sector. In response to a number of serious concerns expressed by developing countries, civil society organizations and nongovernmental organizations, the WTO Ministerial Conference in Doha, November 2001, adopted the Ministerial Declaration and inter alia the Declaration on the TRIPS Agreement and Public Health (Annex 1). 

The latter Declaration emphasized the need to address the concerns of developing countries about the implications of the TRIPS Agreement for public health. While the declaration makes special reference to HIV/AIDS, tuberculosis, malaria and other epidemics, it does not limit the scope of public health to these diseases. The declaration also requests (paragraph 6) the governing body of TRIPS, the TRIPS Council, to find a solution in 2002 on an unresolved issue related to TRIPS and public health, that of compulsory licensing. Unfortunately this has not yet been achieved. Compulsory licensing is dealt with under Article 31(f) of the TRIPS Agreement and limits granting of compulsory licenses to supply of the domestic market. This limits the use of compulsory licensing in countries with little or no manufacturing capacity, both in terms of facilities and know-how, or insufficient market demand [1].

The following proposals by the European Community relating to the implementation of paragraph 6 were discussed by the TRIPS Council in March 2002:

1. an amendment to Article 31 of the TRIPS Agreement in order to carve out an exception to Article 31(f) for exports under compulsory licenses, under certain conditions, of products needed to combat serious public health problems; or

2. an interpretation of the limited exceptions clause of Article 30 of the TRIPS Agreement in a way to allow production for export, to certain countries and under certain conditions, of products needed to combat serious public health problems.

· Option (1) would be subject to three conditions; criteria ensuring that importing countries actually face serious public health problems, safeguards against re-exportation of the cut-price generics, particularly to rich countries, and reporting requirements that would inform trading partners of such action.

· Option (2) would be subject to two minimum conditions; the entirety of the product must be exported to the country with the public health problem, and re-export from the importing country would be prohibited.

The USA proposed a moratorium whereby WTO members would agree not to bring a WTO complaint against countries that export some medicines to countries in need, so long as certain other conditions are met.

On behalf of the African Group, Brazil, Cuba, Dominican Republic, Ecuador, Honduras, India, Indonesia, Jamaica, Malaysia, Sri Lanka and Thailand, Kenya made a statement suggesting, as possible options, an amendment to Article 31 in order to eliminate paragraph (f), or to develop an authoritative interpretation that would recognize the right of Members to allow the production without the consent of the patent holder to address public health needs in another country, under Article 30 of the TRIPS Agreement [1]. 

The main Doha Ministerial Declaration also addressed several other WTO Agreements, including the General Agreement on Trade in Services (GATS). Member States should be prepared for the ongoing negotiations related to various aspects of GATS. 

The following sections will briefly discuss: the scope and definition of public health, the Doha Declaration and GATS, the regional conference on globalization and health, and Eastern Mediterranean Region countries’ membership of the WTO.

2.
Public Health—Scope and Definition

2.1
Review of definitions

One of the main issues for discussion by the TRIPS Council is the scope and definition of public health. The chairman of the TRIPS Council proposed in December 2002 a statement on the scope of diseases/public health problems and requested that he be authorized to report to the General Council of WTO on the issue to take a decision implementing a solution to the problem identified in paragraph 6 of the Doha Declaration on the TRIPS Agreement and Public Health [2]. 

The text of the statement was not approved because of the position of one or two countries. Limiting the scope of public health problems to HIV, tuberculosis, malaria and other epidemics is not accepted by most countries. The notion that diseases such as cancer, heart disease and asthma do not constitute public health problems in developing countries is also not accepted.

At the same time, it is clear from discussion at meetings and seminars in the Region that one of the main issues raised during the revision of national laws and legislation is the need for clear definition of several of the terms mentioned in TRIPS and other WTO Agreements. One of the main terms of concern is “public health” and how to define it. During such discussions in the Region, some have argued that definitions from dictionaries can be used (Annex 2).

The following sections review the scope and definitions of public health presented in two WHO documents: New challenges for public health. Report of interregional meeting, Geneva, 27–30 November 1995 [3] and Public health in the Americas. Conceptual renewal, performance assessment, and bases for action. Washington, Pan American Health Organization, 2002 [4]. 

2.2
Historical perspective of public health

In November 1952 the WHO Expert Committee on Public Health Administration adapted Winslow’s 1923 definition of public health to include mental as well as physical health:

The science and art of preventing disease, prolonging life, and promoting mental and physical health and efficiency through the organized community efforts for the sanitation of the environment, the control of communicable infections, the education of the individual in personal hygiene, the organization of medical and nursing services for the early diagnosis and preventive treatment of disease and the development of social machinery to ensure to every individual a standard of living adequate for the maintenance of health, so organizing these benefits as to enable every citizen to realize his birthright of health and longevity.

The second meeting of this Expert Committee, in 1953, discussed methodology for planning an integrated health programme for rural areas. It defined the services necessary for the health protection of a given area. These services, which it called “basic health services”, included: maternal and child health, communicable disease control, environmental sanitation, maintenance of records for statistical purposes, health education of the public, public health nursing and medical care. Although the definition of public health did not specifically include curative services, these were included among the basic health services [3].

It is important to refer in this respect to the fact that medical treatment can represent an important component of secondary prevention measures. Such is the case with several noncommunicable diseases. It is also important to note that medical treatment of patients with communicable diseases can significantly decrease the possibility of disease transmission and consequently represents an important element in general communicable disease control. This clearly demonstrates the close link between disease prevention and disease treatment for overall health protection and promotion.

Public health subsequently evolved to become a discipline of its own, continuously adapting and responding to new health and disease threats, enlisting the advances in scientific knowledge and technology, e.g. in epidemiology, biostatistics and molecular biology.

2.3
New public health

The Interregional Meeting on New Public Health, held in Geneva from 27 to 30 November 1995, was convened by WHO to take stock of the new challenges, and to formulate possible future public health responses. New public health is not so much a concept as it is a philosophy that endeavours to broaden the older understanding of public health (so that, for example, it includes the health of the individual in addition to the health of populations) and seeks to address such contemporary health issues as equitable access to health services as well as related issues concerning the environment, political governance and social and economic development. It seeks to put health into the development framework to ensure that health is protected in public policy. Above all, new public health is concerned with action. It is concerned not only with finding a blueprint to address many of the burning issues of our time, but also with identifying implementable strategies in the endeavour to solve these problems [3].
The concept of new public health is a comprehensive one, combining all the new issues that have emerged since the global strategy of health for all by the year 2000 was formulated. The regional health-for-all policy and strategy for the 21st century expanded on the eight primary health care elements defined at Alma-Ata in the light of new knowledge and challenges. For example, the spectrum of maternal and child health was expanded and reconfigured to include reproductive heath; the essential drugs concept is being developed as a broader-based technology for health policy; and the previous focus on communicable disease control was expanded to include noncommunicable diseases, including mental health and sexual behaviour. An explicit life span approach will be implemented within the health system; food safety is being addressed when considering food and nutrition; and health education will become a component of health promotion. All unfinished aspects related to communicable diseases control, malnutrition, child and maternal mortality and new emerging diseases will continue to be addressed within the primary health care context, in addition to the new challenges of health sector reform, privatization of services, environmental hazards, urbanization and increasing poverty. [5]

What is new about new public health is that it takes seriously the idea that determinants can be modified, and develops and implements a practical work plan to do this. This challenging definition must nevertheless be read within the context that, first: there are only so many resources that can be devoted to health in toto and, second: that setting the priorities as to how much should be spent on “the determinants” and how much on “treatment for the sick” is the dilemma. What proportion of the available resources should go into “spring protection” to shield rural water sources from contamination, and what proportion to treat children already suffering from diarrhoea? [3]

2.4
Objective and focus

The main objective and primary focus of public health is the health of the population. This includes all elements of collective interest that contribute to improving people’s health. Consequently, its specific focus should not be limited to so-called public goods and services, significant externalities, or actions considered responsibilities of the government or the State. There is an existing consensus that this constitutes an important part of public health and it can and should be its overall strategic core. However, if public health is thus limited, it cannot fully serve the public interest. Consequently, its reach and concern must extend much further, toward the external determinants of health and the collective dimensions of the health care systems, while never losing sight of its main objective, the health of the population, even in circumstances where the instruments of public health are in themselves insufficient to effectively change these factors. Two primary consequences result from this concept: on the one hand, the need for joint action with other sectors; and on the other, concern for the health of the individual, to the extent that some of these aspects take on a collective interest and are essential to public health or that the operative tools, like health services and human resources, are shared. [4]
2.5
The scope of public health

Figure 1 outlines the main health activities and resources as well as various primary disciplines that are involved in health care delivery. The figure also shows the relative balance between public and individual responsibilities and benefits. The scope can therefore be determined according to basic needs and availability of public resources.
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2.6
Public health, the health system and health care

Public health’s sphere of activities covers the field of health in general, encompassing all of its components from the standpoint of the health of the population (Figure 2). Public health functions are carried out within the broader context of health actions, so that no analysis of the concept of public health is complete unless it is done within the context of the health system, health care and medical care, with which it is so intrinsically linked.

Public health is an integral part of the health system which is understood to be the interventions carried out in society with health as the primary goal. This concept of the health system includes care for people and the environment, with the purpose of promoting protecting and restoring health, or reducing or compensating for irreversible disability, and it 








Figure 2. Spheres of health and social components

Source: [4]

includes provision of the necessary means, resources and conditions to accomplish this. This definition also includes actions affecting the general determinants of health, undertaken to improve health or facilitate care, regardless of the nature of the agents—whether public, State, non-State, or private—who carry them out. The health system is much broader than the health care system or health care services, which include medical care. The above figure illustrates these health areas and their relationship to the primary social components—civil society, the component with a basically private operation that includes the market, the non-State public or “community” sector, and the State. [4]

2.7
The concept of essential public health functions

The concept of public health that supports the definition of the essential public health functions is that of collective intervention by the State and civil society to protect and improve the health of the people. It is a definition that goes beyond non-personal health services or community/population-based interventions to include the responsibility for ensuring access to services and quality health care. It also involves activities to promote health and development of the public health workforce. Thus, public heath is not referred to as an academic discipline, but rather, as an interdisciplinary social practice. It is a concept that goes beyond the notion of public goods with positive externalities for health, since it encompasses semi-private or private goods whose dimensions make their impact of public health an important factor. [4]

	
	Essential Public Health Functions

	EPHF 1
	Monitoring, Evaluation, and Analysis of Health Status

	EPHF 2
	Public Health Surveillance, Research, and Control of Risks and Threats to Public Health

	EPHF 3
	Health Promotion

	EPHF 4
	Social Participation in Health

	EPHF 5
	Development of Policies and Institutional Capacity for Planning and Management in Public Health

	EPHF 6
	Strengthening of Institutional Capacity for Regulation and Enforcement in Public Health

	EPHF 7
	Evaluation and Promotion of Equitable Access to Necessary Health Services

	EPHF 8
	Human Resources Development and Training in Public Health

	EPHF 9
	Quality Assurance in Personal and Population –based Health services

	EPHF 10
	Research in Public Health

	EPHF 11
	Reduction of the Impact of Emergencies and Disasters on Health


Source: [4]

2.8
Towards a definition of public health

It is quite clear that attempts to define public health or new public health will continue to raise passions and draw controversy. Some authorities reject the idea that public health can have any dealing with the individual while others define it as the study of health phenomena in human populations; in this context it is the level of analysis (populations) rather than the topics under analysis that defines public health. [3]

It is impossible to synthesize in a brief definition all the conceptual aspects that have been analysed. This means that a consensus on the notion of public health is virtually inconceivable. Nevertheless, the reality is that a definition that aims to integrate these conceptual components will facilitate the dissemination of the concepts and help strengthen public health practice. [4]

Several definitions can be found in the literature, all of which have positive and negative aspects. Perhaps the most accepted and complete of all is still the definition offered by Winslow in 1923 (see p.27). This is a very broad definition and covers most contemporary elements of public health, even though it was proposed more than 80 years ago. Its emphasis, however, is still on disease and based on the dominant hygienic/sanitary paradigm of the day, although it also incorporates the social dimension of health and the collective nature of public health action.

A more recent definition, which further simplifies Winslow’s, holds that: “Public health is the science and art of organizing and directing collective efforts designed to protect, promote, and restore the health of a community’s inhabitants”. This definition at once simplifies and expands the sphere of public health activity, specifically incorporating the area of restoring health. Nevertheless, the emphasis on the collective is concerned more with the method of operation through collective efforts than with the targeted goals of that action. [4]

The idea of basing the concept of public health on the health of the population has been gaining strength and consensus and is contributing a lot to the new conceptual framework in this regard. This concept includes all the essential elements of the previous definitions, is compatible with the current understanding of the course of health and disease, and has the potential for addressing the complexity of public health in today’s world as well as demonstrating how it can be put into practice in response to the challenges that all this entails.

The concept of public health has been evolving throughout the history of humanity in accordance with our understanding of reality and the instruments available for intervention. The necessary complexity of public health in today’s world has turned it into a multifaceted concept that is in constant flux. All the different facets of this concept deserve to be examined carefully from all possible angles, as they manifest themselves through the many different ways in which they are defined and acted on. Indeed this also includes the use of alternative or complementary expressions in reference to the use of terms like social medicine and community health. [4]

Therefore, as already pointed out, building a definition that might be considered appropriate and unanimous is not possible. As such, a definition is proposed that combines common elements from the many previous definitions and tries to adjust for the concepts analysed in this section:

The science and art of promoting, protecting and /or restoring the physical, mental and social well-being of the people through prophylactic, diagnostic, therapeutic and rehabilitative measures, applied to the human beings and their environment. 

The scope of public health should also cover the following primary health care concepts:

1. There should be universal coverage of the population, with care provided according to need and consideration of such care as a human right of every individual.

2. Equity should be ensured for all geographic, economic and ethic groups regardless of sex as well as for the elderly and special groups.

3. Services should be promotive, preventive, curative and rehabilitative with good referral systems to secondary and tertiary levels of care.

4. Services should be effective, culturally acceptable, affordable and manageable.

5. Alternative financing mechanisms should be explored without undermining the commitment to population needs and social responsibility.

6. Communities should be involved in the development of services so as to promote self-reliance and reduce dependence.

7. Approaches to health should relate to and involve other sectors of development in a spirit of coordination and cooperation.

8. The basic development needs initiative should be consolidated and accelerated as a tool to establish innovative intersectoral and community-based structures to achieve better quality of life.

3.
General Agreement on Trade in Services (GATS)

The Doha Ministerial Declaration also addressed the GATS Agreement (paragraph 15), with the following statement:

The negotiation on trade in services shall be conducted with a view to promoting the economic growth of all trading partners and the development of developing and least-developed countries. We recognize the work already undertaken in the negotiations, initiated in January 2000 under article XIX of the General Agreement on Trade in services, and the large number of proposals submitted by Members on a wide range of sectors and several horizontal issues, as well as on movement of natural persons. We reaffirm the Guidelines and Procedures for the Negotiations adopted by the Council for Trade in Services on 28 March 2001 as the basis for continuing the negotiations, with a view to achieving the objectives of the General Agreement on Trade in Services, as stipulated in the Preamble, Article IV and Article XIX of that Agreement. Participants shall submit initial requests for specific commitments by 30 June 2002 and initial offers by 31 March 2003.

Countries in accession have to present, during the accession negotiations their commitment to open up any sector to global free trade in services. In May 2003, WHO’s Regional Office for the Eastern Mediterranean and the International Development Research Centre (IDRC), Canada, jointly organized a consultative meeting on Trade in health services in the Eastern Mediterranean Region: challenges and planned response, in Beirut, Lebanon. 

The objectives of the meeting were to:

· acquire an overview of globalization, trade and health, with a focus on trade in health services, and the opportunities and risks for public health;

· share country experiences from within and outside the Region on trade in health services, particularly the various modes of the General Agreement on Trade in Services (GATS), and draw lessons on how to benefit from the opportunities offered;

· assess country and regional situations in relation to trade in health services, including existing data, challenges, available resources and planned responses;

· outline strategic directions for support to countries in dealing with issues of advocacy, capacity-building, support to research, development of a regional database on trade in health services, and networking to support health systems, through the collaborative efforts of WHO and IDRC.

The purpose of any discussion on GATS and its public health implications is principally to “protect public health interest”. To this end the meeting recommended that Member States strengthen policy development, strategic thinking in planning and management, standard setting and regulation to be better able to manage trade in health services; develop units dealing with the issues of trade and health that include professionals from concerned agencies and institutions; assess the situation in trade and health for countries in the process of accession to WTO, and for countries who are planning to apply to become WTO members; promote partnership with academia, professional institutions and nongovernmental organizations to improve the knowledge base related to trade in health and to develop priorities for research agendas; initiate activities aimed at clarifying to public health professionals the terminology in trade used for various commitments; and promote horizontal cooperation with countries of the Region on trade and health.

It also made a number of recommendations to WHO and IDRC, including improving technical support to countries in trade and health; placing the issue of trade in health on the agenda of the Regional Committee; training; analysis of GATS and health from the perspective of ethics, in addition to the efficiency, equity, quality and access perspectives; conducting country case studies to determine qualitative aspects of trade in health services and developing a database on quantitative indicators that assess trade in health services; and strengthening research activities and collaboration.

4.
Regional Conference on Globalization and Health

A regional conference on globalization and its impact on development and health care in Islamic countries was held in March 2002, organized by the Islamic Organization for Medical Sciences (IOMS) and the Regional Office. The Conference adopted a statement recommending WHO and IOMS, inter alia, to: 

· carry out a comprehensive analytical reading of WTO agreements, in particular the TRIPS and GATS agreements, to identify the appropriate balance between rights and responsibilities of various partners, with special emphasis on aspects related to public health and pharmaceuticals; and 

· call upon decision-makers in Islamic countries to ensure that ministries of health are adequately and effectively represented in country delegations participating in all international meetings that will discuss any issue relevant to health and ensure the participation of ministry of health representatives in the preparation of relevant protocols and technical agreements, as well as participation in all preparatory national meetings. It is also essential to involve to a greater extent the public in the discussions of agreements relevant to health. 

As a follow-up to this conference, IOMS published a comprehensive reading of TRIPS in Arabic [6], and WHO published a detailed study on the implications of the Doha declaration on the TRIPS agreement and public health [1]. The two documents can be used by Member States to carry out the necessary steps to implement the Doha declaration at country level.

5.
World Health Assembly Resolution on Intellectual property rights, innovation and public health

The Fifty-sixth World Health Assembly held in Geneva from 19 to 28 May 2003, discussed the report on intellectual property rights, innovation and public health and passed resolution WHA56.27 which expressed concern about the insufficient research and development in so-called “neglected diseases” and “poverty-related diseases”. Noting that research and development in the pharmaceutical sector must address public health needs and not only potential market gains, the resolution urges Member States to:

· reaffirm that public health interests are paramount in both pharmaceutical and health policies;

· consider, whenever necessary, adapting national legislation in order to use to the full the flexibilities contained in the Agreement on Trade-Related Aspects of Intellectual Property Rights (TRIPS);

· maintain efforts aimed at reaching, within WTO and before the fifth WTO Ministerial Conference, a consensus solution for paragraph 6 of the Doha Declaration, with a view to meeting the needs of the developing countries; 

· seek to establish conditions conducive to research and development that spur the development of new medicines for diseases that affect developing countries.

It requests the Director General to:

· continue to support Member States in the exchange and transfer of technology and research findings, according high priority to access to antiretroviral drugs to combat HIV/AIDS and medicines to control tuberculosis, malaria and other major health problems, in the context of paragraph 7 of the Doha Declaration which promotes and encourages technology transfer;

· by the time of the 113th session of the Executive Board (January 2004), to establish the terms of reference for an appropriate time-limited body to collect data and proposals from the different actors involved and produce an analysis of intellectual property rights, innovation, and public health, including the question of appropriate funding and incentive mechanisms for the creation of new medicines and other products against diseases that disproportionately affect developing countries, and to submit a progress report to the Fifty-seventh World Health Assembly and a final report with concrete proposals to the Executive Board at its 115th session (January 2005);

· cooperate with Member States, at their request, and with international organizations in monitoring and analysing the pharmaceutical and public health implications of relevant international agreements, including trade agreements, so that Member States can effectively assess and subsequently develop pharmaceutical and health policies and regulatory measures that address their concerns and priorities, and are able to maximize the positive and mitigate the negative impact of those agreements;

· encourage developed countries to make renewed commitments to investing in biomedical and behavioural research, including, where possible, appropriate research with developing country partners.

6.
Regional membership of WTO

In the Eastern Mediterranean Region countries hold a range of statuses in relation to WTO as follows.

a) Member States that are not yet members of WTO.

b) Member States that are members of WTO and have formulated national intellectual property rights law and are preparing for full TRIPS and other WTO agreement implementation.

c) Member States that are members and have not yet taken action for TRIPS or other WTO agreement implementation.

As of 5 April 2003, the total WTO membership is 146 countries, of which 12 are from the Eastern Mediterranean Region of WHO. In addition four countries of the Region have applied to join WTO and have initiated accession negotiations. 

Article XII of the agreement establishing the World Trade Organization (referred to as the WTO Agreement) lays down the rules for accession to the WTO. The wording of Article XII of the WTO Agreement shows that an acceding country has to agree on the terms of its accession with “the WTO”.

Normally, the terms of accession would include: (1) an acceptance of obligations under the agreement establishing the WTO and under the 17 multilateral trade agreements and understandings; (2) a commitment for the country to bring its legislation and procedures into line with the provisions of the WTO agreements; (3) concessions and commitments on goods, specific commitments on services, and commitments on domestic support and export subsidies to agriculture. The main issues in the accession negotiations are: negotiations on goods, negotiations on services, commitments on domestic support and export subsidies to agriculture, and special and different treatment; developing-country status. The process of accession may take several years. A comprehensive discussion of the process and procedure of accession is provided in The World Trade Organization and the developing countries [7].

The health sector in countries who have applied for membership should contribute to the negotiation of accession in order to protect the public health interest and conduct studies on the possible impact of joining WTO on access to essential drugs, local drug industry and trade in health services.
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Annex 1

DOHA DECLARATION ON THE TRIPS AGREEMENT AND PUBLIC HEALTH

World Trade Organization, Ministerial conference, Fourth Session, Doha, 9–14 November 2001

Declaration on the TRIPS Agreement and public health

1. We recognize the gravity of the public health problems afflicting many developing and least-developed countries, especially those resulting from HIV/AIDS, tuberculosis, malaria and other epidemics. 

2. We stress the need for the WTO Agreement on Trade-Related Aspects of Intellectual Property Rights (TRIPS Agreement) to be part of the wider national and international action to address these problems.

3. We recognize that intellectual property protection is important for the development of new medicines. We also recognize the concerns about its effects on prices.

4. We agree that the TRIPS Agreement does not and should not prevent members from taking measures to protect public health. Accordingly, while reiterating our commitment to the TRIPS Agreement, we affirm that the Agreement can and should be interpreted and implemented in a manner supportive of WTO members' right to protect public health and, in particular, to promote access to medicines for all.

In this connection, we reaffirm the right of WTO members to use, to the full, the provisions in the TRIPS Agreement, which provide flexibility for this purpose.

5. Accordingly and in the light of paragraph 4 above, while maintaining our commitments in the TRIPS Agreement, we recognize that these flexibilities include:

(a) In applying the customary rules of interpretation of public international law, each provision of the TRIPS Agreement shall be read in the light of the object and purpose of the Agreement as expressed, in particular, in its objectives and principles. 

(b) Each member has the right to grant compulsory licences and the freedom to determine the grounds upon which such licences are granted. 

(c) Each member has the right to determine what constitutes a national emergency or other circumstances of extreme urgency, it being understood that public health crises, including those relating to HIV/AIDS, tuberculosis, malaria and other epidemics, can represent a national emergency or other circumstances of extreme urgency. 

(d) The effect of the provisions in the TRIPS Agreement that are relevant to the exhaustion of intellectual property rights is to leave each member free to establish its own regime for such exhaustion without challenge, subject to the MFN and national treatment provisions of Articles 3 and 4. 

6. We recognize that WTO members with insufficient or no manufacturing capacities in the pharmaceutical sector could face difficulties in making effective use of compulsory licensing under the TRIPS Agreement. We instruct the Council for TRIPS to find an expeditious solution to this problem and to report to the General Council before the end of 2002.

7. We reaffirm the commitment of developed-country members to provide incentives to their enterprises and institutions to promote and encourage technology transfer to least-developed country members pursuant to Article 66.2. We also agree that the least-developed country members will not be obliged, with respect to pharmaceutical products, to implement or apply Sections 5 and 7 of Part II of the TRIPS Agreement or to enforce rights provided for under these Sections until 1 January 2016, without prejudice to the right of least-developed country members to seek other extensions of the transition periods as provided for in Article 66.1 of the TRIPS Agreement. We instruct the Council for TRIPS to take the necessary action to give effect to this pursuant to Article 66.1 of the TRIPS Agreement. 

Annex 2

DICTIONARY DEFINITIONS OF PUBLIC HEALTH

Public Health

“The term refers to a broad spectrum of activity organized at all levels of society. This activity, either directly or indirectly, aims to improve the health of the population by preventing disease, prolonging life or promoting health. The term public health can be used to refer to a public health system. This is a publicly funded service, the primary aim of which is to improve health by the use of population-based measures.” Black’s Medical Dictionary, 38th edition 1995.
“The field of medicine concerned with safeguarding and improving the health of the community as a whole.” Dorland’s Illustrated Medical Dictionary, 28th edition 1994.

 “The provision of adequate sanitation, drainage, etc. by government.” The Concise Oxford Dictionary, Eighth edition 1990.

“The art and science of community health, concerned with statistics, epidemiology, hygiene, and the prevention and eradication of epidemic diseases; an effort organized by society to promote, protect, and restore the people’s health; public health is a social institution, a service, and a practice.” Stedman’s Electronic Medical Dictionary, 1996.

“Public health is one of the efforts organized by society to protect, promote, and restore the people’s health. It is the combination of sciences, skills, and beliefs that is directed to the maintenance and improvement of the health of all the people through collective or social actions. The programmes, services, and institutions involved emphasize the prevention of disease and the health needs of the population as a whole. Public health activities change with changing technology and social values, but the goals remain the same: to reduce the amount of disease, premature death, and disease-produced discomfort and disability in the population. Public health is thus a social institution, a discipline, and a practice”. JM Last. A Dictionary of Epidemiology, 1988.
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