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bridges, the Israeli-Palestinian
Public Health Magazine, is a unique
publication conceived of, written,
edited, produced and managed
jointly by Palestinian and Israeli
academics and health profession-
als under the sponsorship of the
World Health Organization (WHO).
The magazine embodies the WHO
paradigm of "Health as a Bridge for
Peace": the integration of peace-
building concerns, strategies and
practices with health care.
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The Editorial Board invites you to submit

your letters, comments or articles on public
health to bridges at: ama@who-health.org

Developed with health care pro-
fessionals, decision makers and aca-
demics in mind, the magazine will
cover public health topics relevant
to both populations and will seek
to analyze the impact of the con-
flict on the health and well-being of
both societies. In both structure and
content bridges is a cooperative
endeavor between Israeli and Pal-
estinian health care professionals
seeking to build relationships, links
and common understanding.
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c There are two ways to
survive the hell of liv-
ing. The first is easier for
many people: to accept the
hell and become a part of
it until they no longer see it any-
more. The second one is risky and
requires continuous attention and
study: to seek and to be able to rec-
ognize who and what, in the middle
of hell, is not hell and make it last
and give it space to grow.” This is
what the Italian writer Italo Calvino
wrote in his novel The Invisible Cit-
ies, in 1972.

Here in the Middle East there has
been no tangible progress towards
resuming the peace process with
severe consequences on the health
and well-being of both Palestinians
and Israelis. Violence continues to
claim innocent lives and military
occupation continues to have severe
negative effects on the daily lives of
the people.

In recent years war has been
framed as a public health problem.
Indeed, war (including long-term
“low-grade” conflict) affects human
health both directly through the vio-
lence of bombs and bullets, and indi-
rectly, by disrupting economic and
social systems that address health
needs. This highlights the role of
health workers in preventing con-
flict and limiting its destructiveness,
and raises questions surrounding the
challenges they face.!

One series of responses by the
World Health Organization to these
challenges has been through the
Health as a Bridge for Peace’ (HBP)
approach purported to promote both
health and peace.

“Joint action in a technical space”
is an expression referring to HBP
initiatives in which health person-
nel coming from different parties
in conflict work jointly in the areas
of health policy, training, service
delivery and health information.
Field experience shows that health-
related goals may be shared among
conflicting parties, providing them
the necessary basis for cooperation.
This may create an opportunity to
build a framework for negotiation,
to counteract the stereotypic dehu-
manization of the other, and even to
demonstrate the possibility of end-
ing violence and oppression.

Advocating for health and peace-
related values is another HBP strat-
egy. Armed conflicts (including the
Israeli-Palestinian) show common
features such as increasing isola-
tion, polarization, stereotyping, lack
of empathy, use of selective commu-
nication, discrimination, racism and
violence. In such a context, promot-
ing health means also promoting
principles, values, and attitudes that
promote peace and are against war,
such as: dialogue, inclusion, toler-
ance, multiculturalism, humanization
of the enemy, peaceful coexistence.

Could the HBP approach also be
considered relevant to the Israeli-
Palestinian context? WHO strongly
believes that there is a real need for
greater understanding between the
Palestinian and Israeli public health
communities, and that this could
be enhanced through the initiation
of a health magazine, among other
strategies.

bridges, the Israeli-Palestinian
Public Health Magazine, is a new

initiative, written, produced and
managed by Palestinian and Israeli
health professionals and academics
under the sponsorship of the WHO.
It will cover public health topics of
importance to both populations;
will seek to analyze the impact of
the conflict on the health and well
being of both societies; and will
bring readers information in differ-
ent health and social fields.

For the first issue of bridges
we selected “Poverty and Health
Inequity” since increased poverty
and rising health inequities are, in
different ways, burning issues for
both Palestinian and Israeli socie-
ties. Importantly, socio-economic
factors are recognized worldwide
as powerful health determinants
that could be modified. In addition
to the two leading articles, one on
poverty among Palestinians and the
other one on inequity among Israelis
health, this issue includes five other
articles that will constitute regular
features: an interview with a lead-
ing personality - this time the Editor
in Chief of The Lancet - Dr. Richard
Horton, news on health projects, a
students’ page, a “how to...” section
and a “a day in the life...” section.

bridges will “seek and... recog-
nize who and what, in the middle of
hell, is not hell and make it last and
give it space.”

The war that will come/is not

the first. Before/there were other
wars./At the end of the last/There
were winners and losers./Among
the losers the poor people/were
starving. Among the winners/the
poor people were starving. Equally.
Bertold Brecht

(pre WW II German playwright)

1. Graeme MacQueen and Joanna Santa
Barbara, Peace Building Through Health
Initiatives, McMaster University. Briefing Paper
http://www.pgs.ca/pgs.php/health/18/, 2001
2. Health as a Bridge for Peace was a program
of the Pan American Health

Organization /World Health Organization that
was launched in 1984 in order to implement
the Expanded Program on Immunization (EPI)
for Polio in conflict areas of Central America.
The program called for Days of Tranquility in
the framework of which the armies and

rebel groups were asked to lay down their arms
and collaborate with health workers in

the immunization of children country-wide
(site: www.who.int/disasters/bridge.cfm)
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Poverty and
Social Services

in the

Palestinian

Socie

by Amin Haj Yahya
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he Intifada, now in its
fifth year, touches many
sectors and domains of
Palestinian society. It
has created a new real-
ity that requires us to deal with it
in a spirit of activism and maturity.
The Intifada and its consequences,
as we see them today, impact on the
internal balance of the individual,
the family, and the society - all of
which have been undermined.

Recent statistical indicators on
the socio-economic conditions in
Palestinian society indicate a sharp
increase in social problems and in
the number of individuals and fami-
lies entering the cycle of need and
poverty. Children and the elderly,
who are the most vulnerable groups
in society, are the primary victims.

Indicators of social distress, such
as individual and family income,
population  density, educational
and health conditions, and unem-
ployment all show a decline in the
standard of living and in the quality
of life. The data show a deepening of
deprivation.

This new reality challenges insti-
tutions, their employees and sectors
served. In addition to all the tasks
they encounter on a daily basis, they
face increased responsibility in solv-
ing problems and overcoming obsta-
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cles. And this occurs while essen-
tial services and resources have
decreased.

The Intifada has directly impacted
the Palestinian economy and social
life: personal income has decreased
by more than half. Over 120,000
Palestinian workers have lost their
jobs while the unemployment rate is
about 35% of the work force. Around
60% of the population of the West
Bank and 75% of the population of
Gaza lives on less than $2 per day, or
about NIS 300 monthly, a figure that
is defined by the World Bank as the
poverty line. (1)

The number of Palestinians under
the poverty line tripled from 640,000
in the year 2000 to two million at the
beginning of 2003. Food consump-
tion has decreased by 30%. Since the

- December 2004 - January 2005




outbreak of the Intifada, the situation
has deteriorated quickly with the loss
of job markets. (1)

[In comparison to the period before
the Intifada, and if we establish
$2.10-per-day ($750 per year) as the
poverty line for the individual, then
not less than one-fifth (21%) of the
West Bank and Gaza population have
been poor since the end of 1995. Pov-
erty in Gaza is more widely spread
than it is in the West Bank]. (1)

The severity of the poverty lies
in the growing unemployment and
continuous shocks resulting from
closures imposed on the West Bank
and Gaza, which hinder the workers
from getting to their places of work
and hold back the expansion of the
private sector and the creation of new
job opportunities.

Surveys by the Palestinian Central
Bureau of Statistics show that unem-

ployment regularly hovers around
20% of the labor force but goes up
to 30% on average during closures,
when Palestinian workers are pre-
vented from reaching their places of
work in Israel. Unemployment aver-
ages rise even higher in the Gaza
Strip. (2)

In Jerusalem and its suburbs,

reports from the Israeli Central
Bureau of Statistics (3) and the annu-
al report of Israel’s National Council
for the Child (4) indicate that pov-
erty is reaching previously unheard
of levels. The Israel National Insur-
ance Institute (5) figures show the
percentage of poor in East Jerusalem
to be more than 50% of the popula-

The intifada and Israeli military action have had a devastating impact on poverty in the Palestinian Territory,
particularly in Gaza. Income per capita (figure 1) has dropped by over half since 1999, and the proportion of the
population living below the Palestinian poverty line (US$2.10 a day) has risen from 21% to 60% (75% in Gaza).
Unemployment (figure 2) has more than doubled from pre-intifada levels.
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tion - or around 110,000 individuals.
Approximately 30,000 of them are
clients of the social welfare offices in
East Jerusalem.

The percentage of children liv-
ing under the poverty line in East
Jerusalem reaches 68%, compared
to 28.9% in West Jerusalem. Severe
and widespread unemployment is
one of the factors in this economic
situation. According to the Palestin-
ian Annual Book of Statistics, 43.5%
of Jerusalem’s Arab residents earn
less than the minimum wage, in con-
trast with 10% of Jerusalem’s Jewish
citizens. Additionally, indicators on
education show the situation to be
critical for Palestinian residents. Over
60% of the population in East Jerusa-
lem has elementary school education
or less. (3)

A report prepared by the Jerusalem
Institute (6) draws a picture of severe
poverty, crime and drugs. Within one
1
On Tuesday, 23 November the World
Bank and the Palestinian Central Bureau
of Statistics (PCBS) published a report on
poverty in the West Bank and Gaza Strip.
The main findings include:
¢ 16% of the Palestinian population is
affected by subsistence poverty: their
monthly consumption is NIS 205 or less
and they cannot afford to consume the
minimum caloric intake as established
by the UN Food and Agriculture
Organization and the World Health
Organization.

Nearly 50% of the Palestinian

population lives below the poverty level

(@ monthly household income of less

than NIS 1,800).

Refugees and those in female-headed

households are not significantly more

likely to be poor than are others.

Emergency assistance has reduced

the number of individuals affected

by subsistence poverty by one third.

However, 32% of the needy do not

receive emergency assistance at all.

¢ A resolution of the current crisis,
including the lifting of closures and
a return to pre-Intifada levels of
unemployment would help to reduce
poverty in general, but would do little to
reduce subsistence poverty. By contrast,
development and implementation of
structural policies aimed at lowering
dependency ratios and improving labor
productivity could have much larger
impacts on poverty rates.

square kilometer, the report shows,
inside the walls of the OId City live
more than 32,000 people, making the
area one of the most densely popu-
lated in the world. Indicators show
that the percentage of poverty in the
Old City of Jerusalem reaches 57.7%
compared to 21.7% in West Jerusa-
lem. The adverse conditions within
the Old City of Jerusalem have led
many families to leave. The Israe-
li government has taken away the
Jerusalem ID from those families
who moved away from their Old City
homes, depriving them of their rights
and of social services.

One of the hardest problems and
most relevant issues here is the dif-
ficulty citizens face in getting their
entitlements from government offices
and ministries. Most families seen by
the welfare services have a multiplici-
ty of problems, not all stemming from
social conditions. This sort of suffer-
ing is what is unique about the needy
in East Jerusalem. Most families have
several children, suffer from unem-
ployment, have only one source of
family support, suffer from domestic
violence, have children with disabili-
ties, and live in extremely harsh con-
ditions. In addition, many children
run away from school to look for
work and other opportunities.

This situation is playing itself out
throughout Palestinian society in the
West Bank and Gaza, where fami-
lies faced with deepening poverty
and brutal conditions are develop-
ing multiple problems threatening
individual, family and societal well-
being. A study done for the Israeli
security forces (7) confirms that the
Israeli-Palestinian conflict has wors-
ened negative phenomena - domestic
violence, rape, other sexual assaults
and the murder of women (on the
background of “family honor”). The
deepening financial crisis weakens
the status of the father as the bread-
winner, in his own eyes and in the
eyes of his family. Eventually, this
leads to a decline in parents’ ability to
control their children, and young men
and women tend to stay away from
home. The report also shows that in
the year 2002, 31 women were mur-

dered against a background of “family
honor,” while the comparable figure
for 2001 was eight. In 2002 more than
50 babies were left in boarding insti-
tutions by single mothers, and there
was an increase in the number of
girls turning to prostitution. Divorce
increased by 4% in 2002 over the
year before. The report also mentions a
rise in drug use and smoking.

Social service and welfare organi-
zations play a primary role in over-
coming individual, social, and

‘_'; f

communal problems - whether by
lessening stressful situations; help-
ing to raise the standard of living
and improve the quality of life for
the individual; or bettering social
welfare. As the numbers of the
needy and those turning to welfare
organizations grow, so grow the
importance of these organizations
and their role.

On the whole, there is ambiguity
and uncertainty around the ability
and effectiveness of those organi-
zations over the last three years.
Few studies have been done on the
momentum created by current con-
ditions and their effects.

The social welfare organizations
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active in Palestinian society fall
into several categories: international
volunteer agencies; local charita-
ble organizations; organizations of
the Palestinian National Authority
(inherited from the Israeli military
rule); United Nations organizations
(such as UNRWA, which works with
the refugee population); and Israeli
bodies (specifically in Jerusalem)
such as the National Insurance Insti-
tute and the Welfare Ministry.

There is no need to go into the
details of these organizations (their
structure, management and forma-
tion, funding and scale of services)

but one of the most important ele-
ments to be noted is the absence of
a directing body that centralizes and
guides. The absence of a clear social
hierarchy and organizing principle
results in lack of coordination and
cooperation between these organiza-
tions and institutions; a duplication
in the provision of services; a lack
of supervision of their performance
and use of resources; and ineffective
management. Thus:

¢ There are communities and social
groups in need that have not been
reached and are not helped by these
institutions.

e There is a concentration of such
organizations in urban areas and a

lack of them in rural areas.
e Families obtain aid from several
organizations due to the lack of
coordination and sharing of infor-
mation.
e [t is difficult in these circumstances
to plan ahead and develop programs
to overcome current conditions.
These organizations provide mini-
mal services and demonstrate little
efficiency. Their resources are limit-
ed, and there is a marked deficiency
in certain areas (psychological serv-
ices and rehabilitation). Aid is still
considered in its financial aid mean-
ing - to insure minimum income or

to guarantee food and shelter for
those in need.

The work of social workers and
specialists and their professional
performance focuses on what is
called “putting out fires” with much
emphasis given to bureaucratic
arrangements. Thus all aid that is
being given is preliminary and does
not touch upon the underpinnings of
the crisis.

Without doubt, the Intifada shapes
society. The previous Intifada saw
changes in the number of those
going into social work and also in
the number of case files; there were
changes in the characteristics of aid
beneficiaries and their problems;

changes in the relationship of the aid
beneficiary and the social worker;
changes in the social specialist role
and mind-set; and changes in social
work priorities.

There has also been an increase
in volunteer work, the establishment
of national and local committees and
attempts to reach out to those in
need instead of waiting for them to
seek help. The Palestinians have seen
a strengthening in family ties and
mutual bonding and also expressions
of solidarity.

Palestinian society lives with great
uncertainty due to the uncertainty
in the political situation. People are
living under occupation, a bloody
Intifada, conflict and crisis. This is
reflected in the social and economic
situation - a lowered standard of liv-
ing and greater poverty - and individ-
ual, domestic and social problems.
Palestinian society has suffered over
many years from brutal socio-eco-
nomic circumstances and has been
in need of external aid. The situation
has deteriorated, and a social Intifada
is needed to face it.

About Dr. Amin Haj Yahya:
Dr. Amin Haj Yahya, DSW,

Director of the Social Work Department,
Al Quds University
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Health
Inequity:

A challenge to every society
whether rich or poor

by Leon Epstein
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What is Inequity?

Differences in health status be-
tween population groups on the
basis of socio-economic status have
been reported in the scientific lit-
erature for a long time. (1) There
are probably no societies in which
health is not related to the social,
cultural, and other characteristics of
the population. While there may well
be complacency about this finding in
many countries, recent decades have
witnessed a growing appreciation of
the negative impact of these differ-
ences on the individual, the family,
and society as a whole. While poor
health is obviously deleterious to the
individual, it is the loss of functional
potential and thereby the economic
implications for the country that
led international organizations such
as the World Health Organization
(WHO) (2,3) and the World Bank
(4) to initiate endeavors to reduce
differences in health.

The groundbreaking Declaration
of Alma Ata (5) stated that “the
existing gross inequality in health
status of the people particularly
between developed and developing
countries as well as within countries

is politically, socially, and economi-
cally unacceptable and is, therefore,
of common interest to all countries™.
Obviously, not all health differen-
tials can be closed. Whitehead (2)
has stressed the important concep-
tual difference between inequality
and inequity. While the first refers
to any difference in health status
that cannot be changed, inequity
“has a moral and ethical dimension.
It refers to the differences that are
unnecessary and avoidable but, in
addition, are also considered unfair
and unjust.”

WHO has published guidelines
with regard to differences in health
that can be defined as unjust. Health
inequalities which are due to “natu-
ral or biological variation, freely cho-
sen health damaging behavior, or the
transient health advantage of one
group over another” are not deline-
ated as health inequities. (2) On the
other hand, those which are deter-
mined by “health damaging behavior
due to limited lifestyle choices, ex-
posure to unhealthy, stressful living
and working conditions, and inade-
quate access to basic health services”
are regarded as inequities. For exam-
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ple, natural, genetic variations are at
present not considered to be poten-
tially avoidable and are not usually
seen as unacceptable. However, with
the mapping of the human genome,
availability of genetic screening, and
the advent of genetic engineering,
even genetic characteristics will po-
tentially provide the basis for ineg-
uity if they are associated with a dif-
ferential availability to groups within
the population. (6) Restricted access
to health care and exposure to exces-
sive health risks in the physical and
social environment are potentially
avoidable and therefore constitute
the basis for inequity.

The Role of Policy in
Correcting Inequity

Equity does not mean that every-
one in the population should have
the same level of health as differ-
ences in health status will always be
found. “The aim of policy for Equity
and Health is not to eliminate all

health differences so that everyone
has the same level and quality of
health, but rather to reduce or elimi-
nate those which result from factors
which are considered to be both
avoidable and unfair”. (2)

The role of policy is to provide a
systematic, powerful, and sustain-
able effort to challenge inequities (7)
and to clearly identify the actions
that are available, desirable and pos-

sible to initiate. A policy reflects the
values that a society has and the
manner in which the values relate
to an issue, in this instance that of
health inequity. Policies that are de-
veloped will perforce be in conflict
with injustices that are at the base of
health inequities manifest in a coun-
try. If such health equity policies are
defined, their aims will reflect the
degree to which a country is com-
mitted to this issue, and does not
accept that the underprivileged will
always be at a health disadvantage.
The international community has
over the years made commitments
to the reduction of health inequity.
These have included, among oth-
ers, the United Nations Declaration
of Human Rights in 1948 and WHO
Health for All Policy in 1977 and re-
affirmed in the Alma Ata Declara-

tion in 1978. In more recent years
this has been restated at the Inter-
national Conference on Population
and Development in Cairo in 1994

2000 and 2010” in the United States.
(10) However, the process of equity
policy development is not a one-time
or one-step process and as such it is
incorrect to assume that it either ex-
ists or does not. The commitment
to health equity is long-term and
requires planning, resources and
evaluation.

A Tool to Rank a Country

Whitehead constructed an action
spectrum (Figure 1) on the basis
of which many countries in Europe
have been assessed. (2,11) It is a tool
that defines the place of a country
in relation to inequity policy devel-
opment, and as such the degree to
which it has recognized the exist-
ence of inequity, a readiness for
change and a decision to act, and
finally the achievement of a compre-
hensive coordinated policy.

Figure 1: Action Spectrum
on Inequalities in Health

Measurement
Recognition

Awareness Raising

e

Concern

/ N\

Mental  Will to take action
Block

Denial/Indifference

Isolated initiatives

More structured
developments

Comprehensive
coordinated policy

and the Fourth World Conference
on Women in Beijing in 1995. These
commitments have begun to reso-
nate in some national policies and
targets thereby setting health equity
as a priority. At national levels this
has occurred in the United King-
dom’s “Tackling Health Inequali-
ties: a Program for Action” (8), in
Sweden’s “National Goals for Pub-
lic Health” (9), and “Healthy People

Source: Whitehead M. 1990. The concepts and
principles of equity and health. Copenhagen:
World Health Organization

While there are many countries
that lie outside the spectrum and
have not yet acknowledged the pres-
ence or importance of inequalities
in health in their populations, there
are nations that are developing na-
tional strategies toward compre-
hensive, coordinated policies. The
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importance of the action spectrum
model is in the basis that it provides
for seeing health equity policy as a
process and a country’s position in
relation to others.

It should be clear that the devel-
opment of policy in this regard is
not only dependent on a country’s
health but is also related to the exist-
ence of political will to contend both
at the policy level nationally and re-
gionally, as well as in relation to any
action that will require the allocation
of probably scarce resources. While
there are obvious health benefits to a
country and its population in the ac-
tivation of policies related to health

inequity, there are highly significant
economic implications. All countries |

face a potentially sizeable loss in pro-
duction when groups of people, due
to ill-health, are not at their fullest ca-
pacity to contribute to the country’s
economy and development. This is
reflected in the World Bank including
health inequalities as a central issue
in the preparation of the 2006 World
Development Report. (12)

Are there Interventions
to Undo Inequities?

While the literature abounds with
data on the existence of health in-
equality and inequity and indeed

on the possible processes leading to
these findings, it is in the area of in-
tervention to reduce the differences
that there is a relative dearth of in-
formation. Any intervention will be
directed at the hypothesized causes
of the inequality. These may be re-
lated to underlying socio-cultural
factors (education, income, employ-
ment) that determine the health of a
population; to specific risks to which
individuals are exposed (environ-
mental, behavioral, biological); and,
finally, to specific health problems or
outcomes differentially distributed
in sections of the population and re-
lated specifically to the functioning
of the health care system.

Tackling Determinants

This strategy aims at reducing in-
equalities at the societal level that are
related to the basic determinants of
health while addressing differences in
many health outcomes simultaneous-
ly. They address the fundamental root

causes of inequalities in health and
tend to be comprehensive in nature.
An example would be to implement
strategies that redistribute income, re-
ducing inequalities in the education
system, especially the education of
women, or focus on unemployment.
All of these societal inequalities have
been shown repeatedly and in many
countries to be related to health ine-
quality and inequity. While it is clear
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that reducing inequality in these fac-
tors would impact considerably on
health, this requires far-reaching de-
cisions at the highest political levels,
substantial resources, and the will to
handle problems that require inter-
sectoral collaboration and the com-
bined will to accept the priority of the

is not only the role of the health care
system. It requires the collaboration
of, among others, the media, indus-
try (especially food, tobacco), and
urban planning to facilitate suitable
areas for physical activity. Health
education within the overall frame-
work of health promotion policies is

However, it is well-known that mor-
tality, life expectancy, and especially
infant mortality have a clear socio-
economic gradient. In many of the
chronic diseases, e.g. diabetes, the
situation is similar. However, it is in
relation to health outcomes that the
health care system has a major re-

“Inequity refers to differences in health status that are unnecessary, avoidable, unfair and unjust.”

problem. This is especially problem-
atic where the funding of ministries is
vertical with little link between them,
and when funding is planned on an
annual basis since tackling inequality
is a long-term endeavor.

Not Everybody is
at Equal Risk

The differential class distribution of
the risk associated with personal be-
havior and healthy or unhealthy life-
styles is well-documented. This in-
cludes smoking, poor diet, sedentary
lifestyle, and alcohol consumption
that tend to be more common among
those with little education and low
income. and the unemployed. In de-
veloped countries, smoking is more
prevalent among the disadvantaged.
However, in developing countries,
smoking is more common among the
better off, as was the situation previ-
ously in the industrialized world. The
developed countries are at a more
advanced stage of the smoking epi-
demic than the developing countries
and thus present a strong relationship
between lower socioeconomic status
and smoking. The association of nu-
trition and health inequities is such
that disadvantaged groups generally
consume less of protein-rich foods,
fruits and vegetables and far more
carbohydrate rich foods. This linked
to differential involvement in leisure
time physical activity and is associat-
ed with higher prevalence of obesity
and being overweight among disad-
vantaged population groups. This as-
sociation between food consumption,
being overweight and a sedentary
lifestyle has as an important outcome
in the rising incidence of diabetes
worldwide.

It should be recognized that any
targeted “attack” on differential risk
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an important element in the attempt
to reduce risk overall in the popula-
tion and especially among those in
the lower socio-economic strata.

Health Problems
Differentially Distributed
Tudor-Hart’s Inverse Care Law
states that health care provision is
usually inversely associated with the
need for health care. (13) This mani-
fests both in availability and access
to care, as well as in the quality of
care provided. The identification of
this situation and its rectification is
a major responsibility for those in-
volved in health care at all levels.

On Tuesday, 23 November the National
Insurance Institute of Israel released

its annual report on poverty. The main
findings include:

* There were 1,427,000 people living
below the poverty line in Israel in 2003
- some 22.4 percent of the population.
The report also estimated that in 2004
a further deterioration in poverty
numbers would take place. People
below the poverty line in Israel are
defined as having an income of less
than 1,763 NIS (approximately 410
dollars) for a single person and 2,777
NIS (650 dollars) for a couple.

139,000 families in which the head

of the household is employed live

in poverty. In some 17,000 of these
families, there are two incomes.

The number of employed people
defined as poor has increased by 12,500,
a rise of about 10 percent. This is a
sharper rise compared to other groups
of individuals classed as poor.
Approximately 652,000 children in Israel
can be defined as poor, a total of 30.8
percent of the children in the country.
Almost 83,000 of the poor are elderly.
Among Arab households the poverty
rate reached in 2003 48.4 percent. 27.6
percent of single parent families are
below

sponsibility. In the recent publication
of the Institute of Medicine in Wash-
ington, D.C., entitled “Unequal Treat-
ment”, there is clear documentation
of differential outcomes of disease
management, in many conditions,
related to socio-cultural disparities.
(14) This has been documented in
other countries as well.

Inequity in Israel

It is possible to illustrate this dis-
cussion with data related to the exist-
ence of health inequality/inequity in
Israel. When considering the extent
of these differentials in health sta-
tus within the Israel population, it
is clear that they exist even though
there has been a National Health In-
surance Law in operation since 1995.
These inequalities manifest, among
others, in relation to overall mortal-
ity. The Central Bureau of Statistics
(CBS) has constructed a composite
measure of the socio-economic sta-
tus (SES) of the towns in Israel. Data
have shown that there is a relation-
ship between age, standardized mor-
tality and the CBS measure of SES.
(15). This relationship can be seen
in the individual characteristics that
make up the composite measure, e.g.
education, income, unemployment.
In a series of studies Manor and col-
leagues confirmed the relationship in
both men and women. (16,17).

Over the past decades infant mor-
tality has dropped in both the major
population groups in the country.
However, there are still substantial
differences between the districts of
the country, as well as towns in both
the Arab and Jewish sectors. (18 )

It is, however, not only in relation
to mortality that there are inequali-
ties. A recent study has shown sig-
nificant differences in the reported



prevalence of diabetes between Ar-
abs and Jews as well as in relation
to measures of obesity. (19) Diabe-
tes, hypertension and obesity can be
considered to be major public health
problems, especially in the lower so-
cio-economic groups in the popula-
tion. (20). Of late, the Ministry of
Health reported a significant rela-
tionship between educational level
and the prevalence of smoking. (21)

The above is just a small portion of
the reported data that indicates differ-
ences in mortality, morbidity, health-
related behavior and outcome of
treatment in Israel. In addition, there

is evidence that access to certain as-
pects of health care, e.g. related to the
existence of co-payments, will differ-
entially impact on people at different
SES levels in the population.

What can We Conclude?
Clearly, health inequity has
a multifactorial etiology in society.
This calls for a multifaceted policy
for intervention in order to make a
change. The overriding questions re-
late to the identification and assess-
ment of the problem, the recognition
of its importance to society, and the
need for the political and profession-

al will that will facilitate action to
reduce health inequities that are not
acceptable in modern society.

About Prof. Epstein:

Leon Epstein is on the staff of the Smokler
Center for Health Policy Research, Myers
-JDC - Brookdale Institute and Hebrew
University-Hadassah School of Public Health
& Community Medicine, Jerusalem, Israel.

Bibliography

1. Farr W. Letter to the Registrar General. In
First Annual Report of the Registrar General.
London: General Register Office, 1839.

2. Whitehead M,. The concepts and principles
of equity and health. Copenhagen, World
Health Organization, 1990.

3. Dahlgren G, Whitehead M. Policies and
strategies to promote equity in health.
Copenhagen: World Health Organization; 1992.
4. World Development Report 1993: Investing
in Health. World Bank, (1993). Oxford. Oxford
University Press..

5. World Health Organization. Alma Ata,
Primary Health Care (Health for All Series No.
1). Geneva: World Health Organization, 1978.
6. Ethical Dimensions of Health Policy, edited
by Danis M, Clancy C, Churchill LR. Oxford
University Press, 2002.

7. Mackenbach J, Bakker M, editors. Reducing
inequalities in health: a European perspective.
London (UK): Routledge; 2002.

8. Tackling Health Inequalities: A Programme
for Action. Dept. of Health Publications,
London, 2003.

(www.doh.gov.uk/health inequalities/
programmeforaction)

9. Health on Equal Terms - National Goals
for Public Health. Final report by the Swedish
National Committee for Public Health.
Scandinavian J Public Health, Supplement 57,
2001.

10. U.S. Department of Health and Human
Services. Healthy People 2010: Understanding
and Improving Health. 2nd ed. Washington,
DC: U.S. Government Printing Office,
November 2000.

11. Whitehead M. Diffusion of Ideas on Social
Inequalities in Health: A European Perspective.
The Milbank Quarterly, 76:469-492,1998.

12. World Development Report 2006: Equity
and Development.

(www.worldbank.org/wdr)

13. Tudor Hart J. The inverse care law. Lancet
i: 405-412 ,1971

14. Unequal Treatment: Confronting Racial
and Ethnic Disparities in Health Care, edited
by Smedley BD, Stith AY, Nelson AR. National
Academies Press, Washington DC, 2003.

15. Shemesh A, Elkana Y. Standardised
mortality rates and social characteristics

of communities. Israel Ministry of Health,
Jerusalem, 2002.

16. Manor O, Eisenbach Z, Peritz E, Friedlander
Y. Mortality differentials among Israeli men.
Amer J Publ Health 89:1807-1813,1999.

17. Manor O, Eisenbach Z, Israeli A, Friedlander
Y. Mortality differences among women: The
Israel Longitudinal Mortality Study.

Soc Sci Med 51:1175-1188,2000.

18. Infant Mortality in Israel 2003.
www.health.gov.il

19. MABAT - First Israeli National Health and
Nutrition Survey 1999-2001, Part 1 - General
Findings. Israel Center for Disease Control,
Publication No. 225, November 2003.

20. Nitzan Kaluski D. Impact of Government
in Nutrition Epidemiology for Nutrition and
Health Policy, presented at ESPEN Conference
Cannes 2003.
www.espen.org/presup/presfile/Data-Health-
Policy-Nitzankaluski.pdf

21. The Report of the Minister of Health on
Smoking in Israel 2003-2004. www.health.gov.il

December 2004 - January 2005 _




‘Tell success stories and give voice
to the voiceless,’ says Dr. Richard
Horton, Editor of The Lancet, in
an interview that considers how a
journal can be a bridge to peace

by Oriella Ben-2vi

14 December 2004 - January 2005

Viole

hat role can

medical jour-

nals play in pro-

moting health

as a bridge to

peace, either on the international

level, through prestigious journals

such as The Lancet, or locally,
through efforts such as Bridges?

Medical journals can provide sev-

eral different contributions to pro-

moting peace. First, we can provide

a space where detailed research find-

ings about health problems in con-

flict areas can be published. This is a
very important area of research that
is too often neglected.

If one takes the Iraq war, the entire
debate around the justification of a
preemptive strike was held around
different political and ideological
opinions. While that’s the tradition-
al, even natural, way to debate these
issues, it makes it hard to pin down
the details of the various arguments.
The strength of using research as
a means and way to process and
understand foreign policy is that it
forces people to come to grips with
numbers, details and empirical evi-
dence from which one can’t escape.
It forces people to confront these

healt

empirical findings and debate them.
And it forces accountability for what
can be politically difficult issues,
which sometimes doesn’t happen
when the arguments are only politi-
cal or ideological.

For example, there can be various
views of the number of casualties in
war or conflict areas. The answer
to this, rather than who is right or
wrong, becomes how can we get bet-
ter information and data about casu-
alty numbers - and this involves sci-
ence. This means we need to search
for better evidence. And that is tre-
mendously powerful.

Secondly, such journals provide
a neutral forum for discussion and
debate. Civilized differences can be
played out and individuals can be
held accountable for their point of
view.

Can you give an example?

The Lancet published an article
about the health burden facing Pal-

ce

estinians, which looked at aspects of
human rights abuses. In the article,
strong comments were made about
delays faced by the injured and sick
and issues of access to health serv-
ices. These comments were quite
blunt and there followed a storm of
response saying we, at The Lancet
were naive at best, or one-sided at
worst. Various people said we didn’t
understand that Red Crescent ambu-
lances had been in the past com-
mandeered by terrorists as a means
to cover their activities.

Because of this debate, I commis-
sioned an Israeli writer who served
in the IDF (Israel Defense Forces)
and understood the issues faced by



Palestinians related to health care,
to provide a counterview, which set
out the Israeli side. We were able to
lay out different points of view, let-
ting each side understand the point
of view of the other.

Are there “danger zones” for
a magazine dealing with health
issues in conflict areas?

I’d say there is one dangerous area,
which is advocacy - trying to advo-
cate for a particular point of view
that might side with one faction.

For example, I tried to write about
the death of an Israeli physician’s
daughter in a suicide bombing, and
I drew a parallel with the death of
a son of a Hamas leader, who was

also a physician, to show how
lives of physicians are intertwined.
I received some really angry letters
suggesting that there was no moral
equivalent between an Israeli phy-
sician and a Hamas physician. You
see, | was trying to be well-mean-
ing, but I may have done more harm
than good. I tried to step into the
middle of a situation that I haven’t
experienced, not as an Israeli or a
Palestinian; not having experienced
terror, not having experienced fear
- I stepped into the debate from a
point of comfort or even ignorance.
So while it’s important to advocate,
it needs to be handled carefully. The
challenge is how to better report the
voices of those in conflict to a wid-
er international readership in a way
that is right.

What are your thoughts on the
challenge of finding a balance
between the presentation of the

negative impact of the occupation
and the conflict on both sides and
the positive cooperative efforts that
are taking place?

I would say the main thing is that
it is important to tell success stories
and give voice to the voiceless in this
conflict.

At first the latter can seem nega-
tive, but one needs to have a balance
between the two. [ think such maga-
zines need to try to present a range
of opinions in as even-handed a way
as possible.

I certainly don’t want to criticize
any specific journal, but some have
very open discussion forums on the
internet and while I would be the
first to promote open discussion and
debate - with passion and commit-
ment, in fact - sometimes having
these forums with such negative
comments about others, labeling
others as racist, anti-Semitic or anti-
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Arab is very unhelpful. So the role of
publications should be to moderate
discussions, to ensure they are even-
tempered but passionate.

Sometimes debates can do more
harm then good because they focus
on insults which hurt bridge build-
ing. The job of an editor is to strive
for balance and get all shades of
opinion. And to give voice to the
voiceless, particularly children.

At the same time, you have to try
to make sure that old labels and
boundaries that tend to separate are
blurred or erased. You need to look
at difference in a new way and in
human terms rather than in preex-
isting cultural, social, or purely reli-
gious terms.

What health and medical journals
specifically can bring to this debate is
a fresh perspective. When all is said
and done, when you strip away his-

THELAS

tory, culture, religion and upbring-
ing, we are simply naked, vulnerable
human beings, and we need to ask
what we can do to throw a protec-
tive veil over individuals to help pro-
tect them from harm and violence,
irrespective of background.

Health, in the most basic way,
strips away those barriers that pre-
vent us from looking afresh at con-
ditions. Health is an incredible lev-
eler. It is unique among disciplines
in terms of what it can do to strip
away barriers.

You report on medical innova-
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tions. What types of innovations
have there been in the work or
study of health in conflict areas?

I would say that looking at vio-
lence as a cause of death and disa-
bility has brought a new and unique
concentration of attention on vio-
lence as a health issue that wasn’t
there before. We have to pay tribute
to the work of the WHO, which led
to the World Report on Violence and
Health. It was a landmark study. The
difficulty was that the report shied
away from political violence. For
any agency or scientist, it is hard to
interpose oneself in areas of political
violence. Criticism can be paralyzing
on the work of an organization. At
the same time, this focus on violence
has forced study of the epidemiology
of violence.

Look at Kosovo. Look at the con-
sequences of violence in Darfur;

-

Iraq - there is a real reorientation
of the health community to study
these issues. There has also been an
astonishing collaboration between
the Western world and local health
workers to bring about really brave
research and data collection in areas
of danger and constant threat. These
partnerships are new and must be
praised and supported. Medical jour-
nals can offer support by publishing
such research even if it is difficult
and controversial.

What words of advice would you
give to health professionals and

researchers in the Middle East in
thinking about their role in estab-
lishing health as a bridge to peace?

Too often I receive comments and
contributions from people about the
region who don’t even live there. I
would love to receive more contribu-
tions from local Israelis and Palestin-
ians. I'd love to get more descriptive
work from people there about all the
challenges they face in the public
health sphere.

Perhaps it’s the last thing on
researchers’ minds, but we need
descriptive work to be written and
shared. The voices of Israelis and
Palestinians are silenced outside of
the area. You don’t hear from indi-
viduals. You only hear when they
write or comment on others’ work,
and this is very reactive. I would
very much welcome contributions
from people involved in bridges,
individuals or groups, not as formal
research, but as pieces of descrip-
tive prose of what it is like to work
day-to-day in the region, just telling
their story, describing it in simple
and straightforward terms. This does
an enormous amount to open eyes,
to mobilize interest and support. I
would issue a call to individuals to
write and tell their stories and chal-
lenge medical journals to give space
to these descriptive works, which

we often don’t give space to.

We make mistakes all the time
in the way we try to report on
profound public health issues
in conflict areas, and we need
help from the people living in these
situations to make the outside world
understand what it is like to exist in
those conditions. It allows others
to do their job better, but we need
magazines like yours to speak out
on behalf of the people in the area. I
encourage you to think about that.

Dr. Richard Horton joined The Lancet as an
assistant editor and moved to New York as
North American editor in 1993. Two years
later he became Editor-in-Chief in London.
He encourages all interested parties to
submit their comments or work to him:
richard.horton@lancet.com



Astudent's
reflections on__

=

A call for the adoption of the
Water Poverty Index

by Mai Abu Moghli

“When the drums of war are beat-
ing, why grant a great deal of
attention to an apparently fruitless
effort?”

When I read this sentence I started
wondering, and had one question in
my mind: Why?

Why do we care about the envi-
ronment, sustainable development
and many other words and terms
while we cannot even satisfy our
basic needs during the dark days
of war, violent confrontations and
severe poverty? Why do we care
about hygiene and malnutrition
while we don’t know if we will be
alive in the coming seconds? I guess
the most important question is: Why
not? Why not think of a better future
and standard of living for the coming
generations, of the basic needs and
how to preserve the basic elements
of life-water!

Water is the ultimate element of
the environment, with unique physi-

cal properties, complex economic
characteristics, important cultural
features and an essential role in sup-
porting all life on earth - to distin-
guish it from every other natural
resource.

Fulfilling the water-related needs of
the poor is fundamental to the elimi-
nation of poverty, since water is vital
for human development. The issue
of water in our region is quite com-
plicated and needs a lot of attention
and serious effort. Lack of resources,
armed dispute, separation between
the areas, and the hard social, politi-
cal and economic situations create
severe water problems - scarcity,
poor quality and limited access.

The long-term costs of these prob-
lems are not taken into considera-
tion when governments plan and
legislate; they ignore the firm link
between water and development.
Better management and monitor-
ing of natural resources, especially

water, should be adopted by using
new tools such as the Water Poverty
index. The Water Poverty Index is a
powerful tool to determine priorities
and empower local communities by
allowing them to participate in the
process of their development.

The concept of the Water Poverty
Index is simple. It’s an interdiscipli-
nary tool, linking indicators of water
and human welfare, to stress the
impact of water scarcity. The main
focus of this index is the poor and
their limited access to water, in addi-
tion to the five indicators that the
index measures: resources, access,
capacity, use and environment.
The Water Poverty Index is directed
toward poor societies but it does not
overlook the issues of environmental
integrity and ecosystem water needs,
or the balancing needs for different
uses. It would be a great step for-
ward to use such an index or any
other, insuring human development
and social and economic well-being
even in the dark present.

Mai Abu Moghli is an MSc Student

(Environmental Economics)
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Highlights of the
report by the
Director-General
of WHO

ore than one thou-

sand million of

the world’s people

have been excluded

from the benefits of
economic development and the ad-
vances in human health that have
taken place during the twentieth
century. At the start of a new cen-
tury, WHO is committed to playing
its role, within the United Nations
Development Group and in partner-
ship with other members of the in-
ternational community, in mounting
a global response to the challenge of
reducing poverty.
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Poverty and

The basic facts are increasing-
ly well known. About 20% of the
world’s population, or 1300 million
people, live in absolute poverty with
an income of less than 1US$ per
day. Surviving on less than 2US$
per day is a reality for almost half
the people on the planet. Aggregate
figures for economic growth disguise
the fact that the number of people
in absolute poverty is still rising. Al-
though poverty cannot be defined by
income alone, the resulting inequali-
ties in health outcomes are stark. To
take some examples: those living in

absolute poverty are five times more
likely to die before reaching the age
of five, and two-and-half times more
likely to die between the ages of 15
and 59, than those in higher-income
groups.

Evidence now shows that better
health translates into greater, and
more equitably distributed, wealth
by building human and social capital
and increasing productivity. Healthy
children are better able to learn,
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while healthy adult breadwinners
are more able to work and provide
for their families. The significance of
these findings is clear: to move from
a vicious to a virtuous cycle, means
focusing resources on improving and
protecting the health of the poor.

Interventions which rely on the
health system for their delivery will
be inadequate if the poor do not
have access to organized services.
Moreover, even if universal access

to health services were possible, it is
unlikely that this in itself would be
sufficient. The reason is that many
of the determinants of ill-health,
and thus the means for bringing
about significant improvements in
the health of the poor, will depend
on developments beyond the health
sector. An approach is needed which
combines investment in health more
broadly with better focused invest-
ment in health systems.

A health strategy to reduce poverty
should include the components de-
scribed below.

Acting on the determinants of
health by influencing development
policy. Equitable distribution of the
benefits of economic growth is cen-
tral to reducing poverty. Success will
depend on strengthening the capaci-
ties of ministries of health to take the
lead in cross-sectoral initiatives, and
continuing to build on WHO’s wid-
ening network of relationships, at all
levels of the Organization, beyond
the traditional range of health sec-
tor partners.

Reducing risks through a broad-
er approach to public health. The
challenge facing governments is to
improve the access of the poor to ba-
sic public health services, including
safe and adequate food, clean water,
and sanitation.

Focusing on the health problems
of the poor. A small number of con-
ditions affect the health of the poor
disproportionately. WHO can sup-
port governments by providing the
tools and guidelines needed for im-
plementing an optimal set of cost-ef-
fective health service interventions
to tackle these specific problems.

Ensuring that health systems
serve the poor more effectively.
Beyond assuring the capacity to
deliver essential services, there are
several other characteristics of a pro-
poor health system. At a minimum,
it is one which ensures access irre-
spective of income, and treats clients
with dignity and respect. It protects
poor people from unsafe practices
and financial exploitation in both
public and private facilities. WHO
has a role in advising governments

on the reforms needed to achieve
these objectives.

To implement the strategy de-
scribed above, the support WHO
provides to countries will be guided
by certain principles.

e Ensuring nationally led and owned
policies, adapted to the local con-
text.

e Working in partnership with differ-
ent parts of government, with devel-
opment partners, nongovernmental
organizations and civil society.

¢ Drawing on the resources of “one”
WHO.

¢ Integrating gender and human
rights perspectives in strategies.

e Listening to the voice of the poor.
The poor have assets and capabili-
ties that can be built upon to sus-
tain their livelihoods, and opinions
on the most effective approaches
to development. WHO will encour-
age governments to use approaches
which foster greater participation of
the poor, or their representatives,
in the design of policies and pro-
grammes.

S
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How to...
Gauging Poverty

A review of how social scientists

define who is poor
by Joseph Katan

ost developed coun-

tries measure in

a systematic way

the rate of poverty

in their population
and publish an annual report that
presents data about the rate of pov-
erty and the number of poor people
in different regions and sectors.

The publication of this informa-
tion contributes to the achievement
of two main purposes: first, rais-
ing the public awareness about the
existence of poverty and increasing
the pressures on the government to
act in order to minimize the number
of poor people and, second, getting
feedback about the success or failure
of policies and programs designed to
cope with the problem of poverty.

The methods used in different
countries to measure poverty are not
identical; the most popular method,
used in Israel and in most Europe-
an countries, is the relative meas-
ure, which measures the distance
between the income of poor people
and the income of the general popu-
lation. A family (or an individual)
is considered poor if its income is
much lower than the income of most
of the people in the country. In Isra-
el, where this method has been used
since 1970, a family is considered
poor if its income is less than half
of the median income of the total
population.

The basic assumption underlying
the measure is that an individual or a
family having such a low income is
placed at the margins of society and

cannot maintain a proper standard
of living.

The family's income is adjusted
to its size. This measure is called
relative, because the poverty line
changes according to the changes
in the income level of the general
population.

Other countries, such as the Unit-
ed States, use a different method,
called an absolute measure. The
basic assumption underlying this
measure is that a family (or an indi-
vidual) is poor if it cannot afford to
acquire basic items such as food,
clothes, proper housing and medi-
cal equipment. The absolute meas-
ure used in the U.S. is based on the
cost of a basket of vital food items
recommended by experts. The cost
of this basket is multiplied by three
since a consumption survey con-
ducted in the U.S. in 1955 indicated
that an average American family
spends on food one-third of its total
expenditure. Thus a family is consid-
ered poor if its income (adjusted to
its size) falls below this figure (three
times the cost of the basket).

These two methods offer differ-
ent approaches to the measurement
of poverty, but both view the indi-
vidual or family income as the item
that should be taken into account.
In recent years several experts have
raised doubts about the logic of view-
ing income as the basis for measur-
ing poverty and suggested to replace
it with the measurement of expendi-
ture. This approach is based on the
assumption that the level of expendi-

photb llya Melnikov

ture of individuals and families bet-
ter reflects their real standard of liv-
ing because it indicates the extent to
which they acquire vital items such as
food, clothing and housing. Accord-
ing to this measure, a family is poor
if its expenditure is below a certain
level; as in the case of the two income
measures, this measure in also adjust-
ed to the size of the family.

A totally different approach to the
measurement of poverty is suggest-
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ed by those who view the concrete
conditions of peoples' lives as the
real indicators of poverty. According
to this approach, individuals or fam-
ilies are poor if they are deprived of
basic social conditions and material
items such as food, clothing, shoes,
heating, vital medical equipment
and proper housing. This method
thus measures concrete indicators
of social exclusion and material dep-
rivation rather than the income or

expenditure level.

The conviction that both the finan-
cial situation of people and their real
life conditions are necessary for the
measurement of poverty has led to
the development of several com-
bined measures that include both
income or expenditure and various
indicators reflecting real life condi-
tions. According to these measures
poor people are those who suffer
from both: financial hardships and a

shortage of basic life conditions.

The measure of life conditions and
the combined measures have been
used in studies on poverty, but have
not been used by formal bodies such
as the National Insurance Institute in
Israel, which publishes the govern-
ment's annual poverty report.

Two other measures used by
researchers are the consensual
income measure and the Sen meas-
ure developed by Nobel Laureate
Amaryta K. Sen.

The consensual income measure is
based on the definition of the people
themselves rather than on a poverty
line determined by experts who say
that people with income below it are
poor.

The Sen measure combines three
items: the rate of poverty in the pop-
ulation, the gap between the incomes
of various populations and the ine-
quality within the poor population.

The measurements of poverty
described above are relevant to
developed countries. In developing
countries the income level that dif-
ferentiates between poor and non
poor people is income of $1 per day
(in some countries) and $2 else-
where. The living conditions used as
indicators of poverty include a severe
shortage of vital items such as food
and clean water and housing.

This review of the various meas-
ures shows that the task of meas-
uring poverty is complex, each
measure having its advantages and
disadvantages. The search continues
for an optimal measure that will pro-
vide a real picture on the rate of pov-
erty and its persistence.

About Prof. Katan:

Professor Yoseph Katan is an associate
professor at the Bob Shapell School of Social
Work at Tel Aviv University, and a coordinator
of the welfare team at the Taub Center for
Social Policy Studies in Israel. His main

areas of specialization are: poverty, social
policy, and human service organizations.

His most recent publications include: "The
welfare state on the eve of a new century"
(Jerusalem, The Szold Institute 2000). And
"The problem of poverty: causes, components
and coping strategies" (Jerusalem, The Szold
Institute 2002).
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Detecting Breast Cancer

is Good Business

As part of international Breast Can-
cer Awareness Month, the fashion
house chain Comme il Faut and the
One in Nine organization conduct-
ed a breast cancer self-examination
workshop in October for well-known
media figures and politicians. Com-
me il Faut also announced it would
donate NIS 300 for every ninth cus-
tomer during the month to the One
in Nine Organization.

“Studies prove that early detection
of the disease increases the chance
of recovery to 90%,” says Nurit Tu-
lani, the CEO of One in Nine. “Self-
examination is one of the central
ways to detect breast cancer early
and in time.”

The organization’s breast self-ex-
amination project has been running
dozens of workshops for a year and
reaches the disadvantaged (former
drug addicts and abused women)
and targets certain communities
(Bedouin women, immigrants from
the Commonwealth of Independent
States) to provide knowledge about
how to stay healthy. CEO Tulani says,
“We advise women to get familiar

Conference in Rome

with their breasts and to take respon-
sibility over their bodies and health,
in order to be better protected.”

The Comme il Faut - sponsored
workshop drew Yuli Tamir, Yael Day-
an, Einat Erlich, Meirav Michaeli,
Lihi Lapid, Bili Moskuna-Lerman,
Smadar Hirsh, Anat Mordechai, Sha-
char Segal, Roni Halpern, Tali Rozin,
Menuela Dviri, Tamara Yuvel Jones,
Ila Bar, and Yahaloma Levi.

According to Sibil Goldfinger,
Comme il Faut’s CEO, “We decided
to help raise awareness about the
importance of early detection of
breast cancer, targeting especially
disadvantaged women, as we be-
lieve every woman has the right to
know how to take a breast cancer
self-examination. Comme il Faut
supports women as part of its busi-
ness strategy.”

on Palestinian Health Care

The Palestinian health care system
needs to address both old and new
challenges in a highly volatile situa-
tion with constant difficulties in com-
munication, coordination, and, above
all, with poor financing of health
care. There is particular concern for
the vulnerable—children, the elderly,
women and the unemployed and oth-
ers who are low income.

The Health Sector Review (HSR) is
contributing to the understanding of
these issues from different angles. As

26 December 2004 - January 2005

part of this process, the conference
Health Care in the Palestinian Ter-
ritories: A Chart for the Future will
be held in Rome from December 14-
16, 2004. The main objective of the
conference is to provide a forum
for further dialogue and consensus
among stakeholders on what has
been achieved through the efforts of
the HSR.

The conference will offer an op-
portunity to assess the challenges
facing the health care system in Pal-

estine, its institutional environments
and donors’ contributions. It is being
organized by the Italian Cooperation
of Ttaly’s Foreign Ministry, with the
support of the Palestinian Ministry of
Health and other Palestinian minis-
tries, the World Health Organization,
the World Bank, the European Com-
mission and the Department for In-
ternational Development (DFID) of
the United Kingdom and the main
stakeholders in the Health Sector
Review.



Creating Dialogue: Physicians
for Human Rights - Israel

What should medical workers do
about the crisis in the occupied ter-
ritories? Can they contribute to the
Israeli discourse? Physicians for Hu-
man Rights-Israel, together with the
Gaza Community Mental Health Pro-
gram, invited the public to a debate
on the issue on October 13, 2004 in
the conference hall of the Ambassa-
dor Hotel in Jerusalem. There were
presentations on the situation by Dr.
Ambrogio Manenti, head of the of-
fice of the WHO in the West Bank
and Gaza, and by Dr. Mohammed
Skafi from the Union of Palestinian
Medical Relief Committees. A state-
ment from GCMHP was read, as
Dr. Iyyad al-Sarraj was not granted
a permit to exit Gaza. All presenta-
tions emphasized the devastating ef-
fects of Israel’s closure policy on the
lives of Palestinians in the occupied
territories and their right to health.

A WHO Initiative
on Eliminating
Health Inequities

Take any of a series of social deter-
minants such as wealth, education,
ethnicity, gender, upbringing or em-
ployment, and the story is the same.
People’s health prospects worsen as
they descend the social ladder. Ed-
win Chadwick’s 1842 report on the
sanitary conditions of working peo-
ple in London showed the disparity
in life spans between laborers and
gentry, and the United Kingdom’s
1980 Black Report noted that while
the first 35 years of the National
Health Service had improved health
across all classes, social status was
still strongly correlated with infant
mortality, life expectancy and use
of medical services. To quote the re-
port: "The three main social deter-
minants of health are income, social

Photo WHO

Following the screening of Detail,
a documentary short by Avi Mograbi
that depicts one incident at a tempo-
rary checkpoint, Mograbi described
his bitter experience when filming
in the West Bank. The arbitrariness
of it all - with no connection to se-
curity - was what struck him most,
he said.

A discussion followed in which Dr.
Dani Filc of Physicians for Human
Rights-Israel represented the organ-
ization's views. Those of the Israel

class and education."

The World Health Organization
(WHO) hopes to engender change
by setting up a new body called
the Commission on Social Determi-
nants of Health. The Commission is
planned to run for three to five years,
starting early in 2005, and will look
at the inequities within societies that

Defense Forces were represented by
Lt. Col. Mey-Tal from the Civil Ad-
ministration. He emphasized Israel's
security concerns and highlighted
the efforts made to balance these
with the humanitarian needs of the
Palestinians. It was a rare opportu-
nity to hear them both.

Israeli health professionals in the
audience spoke of their dissatisfac-
tion with the role of the Israel Medi-
cal Association, saying it should take
a more explicit stand in the name
of medical ethics and the right to
health. Dr. Filc expressed the con-
cern of PHR-Israel that its criticism
is not taken into consideration, and
that the claim of security is used to
explain any action being made by
the IDF. PHR-Israel believes it must
work with Palestinian colleagues for
freedom of movement for medical
workers and patients alike.

create inequalities in health. It also
hopes to draw attention to examples
of global, national and local policies
that have strengthened health equity
between and within countries.

From Bulletin of the World Health
Organization. The International Journal of
Public Health (Vol. 82, N10, October 2004)
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s many as two billion

people face threats to

health because they are

at risk of, or exposed

to, crisis conditions.
These are due to sudden natural
disasters, complex and continuing
emergencies, and slow-onset proc-
esses — the increasing prevalence of
fatal HIV infection or others. Con-
tinuing emergencies are due to more
than 100 violent conflicts, and their
associated displacement. The WHO
Health Action in Crisis department
aims to improve the management of
public health issues in crisis-affect-
ed communities.

WHO seeks to work with oth-
er health stakeholders to support
communities affected by crisis - to
strengthen the national authorities
so that suffering and death are mini-

of the response include ensuring
equitable access to safe water and
sanitation; to food and to shelter.
They also include the protection of
affected populations from ill-health
and violations. Responses should
concentrate as a priority on the most
vulnerable people: women, especial-
ly when pregnant, young children,
the elderly and persons who are dis-
abled or chronically ill.

3. recovery and rehabilitation - en-
suring that the local health system
is functioning with integrated risk-
reduction measures. From a health
perspective, crises can be considered
resolved when essential health sys-
tems have been repaired and rebuilt;
when the major health needs of the
most vulnerable populations receive
attention; and when health care en-
vironments are safe for both patients

capacity to implement best practices
with regards to the health aspects of
crises. It supports the assessment of
situations prior to or during crises,
with an emphasis on trends, vulner-
abilities and inequities. WHO sup-
ports the analysis of information and
anticipation of future events, the de-
velopment of strategies, implemen-
tation and the revision of crises in
relation to the health aspects. WHO
also supports the assessment of criti-
cal areas of the health system and
the identification of weaknesses af-
fecting the capacity to address crisis-
specific health needs that therefore
require immediate remedial action.
WHO supports the monitoring of
progress in responding to the crisis
together with other sectors.

2. WHO ensures technical back-up
and coordination for effective prepa-

WH

y

The UN agency plays a
multi-dimensional role
by David Nabarro

Health Action In

mized and systems are protected and
repaired. The focus of attention on
health aspects of crises will open the
way to better survival rates and im-
proved well-being in crisis-affected
communities. WHO support focuses
on three main aspects:

1. preparedness - strengthening
the overall capacity of countries to
manage all types of crises. For the
health sector, preparedness typi-
cally entails making health facilities
resilient when faced with extreme
conditions and ensuring availability
of priority hospital services (with a
focus on trauma, women’s health,
child care and chronic conditions);
the management and triage of mass
casualties; evacuation of the injured
and quarantine procedures; capac-
ity for search and rescue operations;
and the ability to establish disease
surveillance and control measures
rapidly.

2. response - essential elements

and health personnel. To achieve
this, WHO joins with national au-
thorities and international agencies
in developing and agreeing to a sec-
tor recovery plan, which frequently
forms the health element of the Con-
solidated Appeal (CAP) and Transi-
tion Planning processes.

WHO has developed an organiza-
tion-wide strategy for health action
in crises, through which WHO’s
country teams provide services in
ways that support national institu-
tions, within the overall response by
the international community.

The three critical elements to
WHO’s contribution are:
1. WHO has an operational role,
prior to, during and after crises to
ensure adequate local-level capacity
for specific functions. WHO ensures
that, within a crisis-prone and/or
crisis-affected location, there is the

ration, mitigation, response and re-
covery. It engages partners, accesses
necessary inputs, helps guarantee
that gaps are filled, anticipates the
possible health consequences of a
crisis, helps enable the resilience of
health infrastructures and systems;
optimizes and enhances local and na-
tional response to crises, so there is
readiness to call for and absorb exter-
nal assistance when needed; and en-
ables policy people and implementers
to access technical advice, systems
and wide support as needed.

3. WHO works effectively with, and
strengthens, the systems that influ-
ence health and are implemented via
local or national institutions. WHO
convenes different stakeholders, en-
couraging consensus on priorities
and best practices, sets standards
for health action, implements life-
saving interventions, and contrib-
utes to system repair and recovery
within central and local government
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Crises

as well as civil society; draws on les-
sons from the past, and using this
expertise, prepares for, mitigates and
improves responses to future crises;
contributes to the combined effort of
the international humanitarian com-
munity by implementing the above
measures, thus earning the right to
lead on health sector issues.

The value of preparedness, the
positive influence on health of
prompt and focused response and
the merit of coordinated recovery
efforts was shown in the Islamic
Republic of Iran immediately fol-
lowing the Bam earthquake in De-
cember 2003; in the Democratic Peo-
ple’s Republic of Korea following the
train accident in Ryongchon in April
2004, and in Djibouti following se-
vere floods in April 2004.

The need to ensure that the most
vulnerable population groups gain
access to functioning health services
without threats to their security has

been once more highlighted in 2004
during conflicts in Haiti, the Darfur
region of Sudan, refugee camps in
Chad and in parts of Iraq.

In the West Bank and the Gaza
Strip, the continuation of the Israe-
li-Palestinian conflict, coupled with
an increased depression of the so-
cioeconomic environment resulting
from closures and curfews, has had
a complex impact on the function-
ing of the health system and health
outcomes for the Palestinian popu-
lation. Detailed analysis shows that
the complex situation lasting now
for more than four years has im-
pacted the health of the Palestinian
population.

To address the challenges faced
by the Palestinian people and the
Palestinian health care system, the
WHO has developed a five-pronged
strategy for its ongoing work. The
strategy considers improving impact
of health interventions through ef-
ficient and effective coordination;
obtaining, collecting and interpret-
ing health information; maximizing

health through up-to-date technical
assistance; promoting and protect-
ing the right to health through an
advocacy/ rights-oriented approach;
and, promoting dialogue and collab-
oration between Palestinian and Is-
raeli health professionals, NGOs and
health institutions.

The promotion of dialogue is a
specific interest of WHO, following
the World Health Assembly Reso-
lution of 1981 which highlighted
“the role of physicians and other
health workers in the preservation
and promotion of peace as the most
significant factor for the attainment
of health for all”!. Field experience
shows that health-related goals may
be shared among conflicting parties,
giving them the needed basis for co-
operation. This may create an oppor-
tunity to build a negotiating frame-
work, and even to demonstrate the
possibility of ending the violence.

David Nabarro is the representative of the
WHO Director-General for Health Action
in Crises

1. WHA Resolution 34/38, 1981
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Bearing witnhess
to the human
cost of conflict
by Daniel Ben Simon

e had this dream since

he was a young boy

playing in the streets

of Jerusalem. When-

ever Issa Dawiyat saw
an ambulance or heard the sirens, he
felt an instinctive urge to help. The
sight of the ambulance or the sound
of the sirens signaled that somebody
was in trouble. More than once he
witnessed doctors and paramed-
ics rushing out of the ambulance
to save the lives of people in need
- the victims of car accidents, people
with health problems and those hurt
in terrorist attacks. Living in Jerusa-
lem, Issa learned from an early age,
meant that terrorist attacks were a
part of life’s daily routine.

“I remember the ambulances of
Magen David Adom in action,” he
says of Israel’s ambulance service.
“I was just a kid but I remember the

paramedic. “I must tell you that in
some cases being a paramedic is like
being a doctor,” Issa asserts, “I have
all the means to treat people in case
of an emergency. I am equipped like
a doctor and in most cases, I arrive
before the doctors.”

For the last 20 years he has seen
and experienced almost everything.
But the last four years were an ex-
perience in itself. Shortly after the
Intifada erupted, Issa found himself
in personal turmoil. Jerusalem was
transformed into a battlefield. Not
a week passed without a suicide
bombing that rocked the city. The
sights were horrifying. Women and
children and elderly lying in agony.
Dead or injured.

“I think that I saw more than
20 suicide attacks in the last four
years,” he says. “I saw everything
you can imagine. Usually we treat

A Day in the Life

Angels in white

people dressed in white leaning on
the floor to treat the wounded from
a car accident. I was filled with awe.
I said to myself that one day, with
God’s help, I will also be part of
these angels in white.”

When he applied to be recruited
into the Israeli army, he was told
that as an Israeli Arab, he could
only volunteer to do national service
- military service without an army
uniform. Issa asked if he could serve
as a paramedic. The army said why
not start as an ambulance driver. Issa
agreed wholeheartedly.

After a year of doing national serv-
ice, he began to study to become a

people who are in danger of dying.
It takes a few seconds to know. Very
quickly you know who is dead and
who is still alive. When you see a
body without a head, you know that
it’s over for him or for her.

“My job is to treat the worst cases.
I must tell you that with time you
develop indifference but it’s only on
the outside. I come home and some-
times my wife and my kids don’t
understand why I am so depressed.
Go and tell them that you saw kids
totally burned. With their morning
sandwich on the floor. Once I saw a
woman sitting on the bus after a sui-
cide attack. I felt happy that she was
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alive. I saw her from behind and she
looked OK. When I tried to talk to
her, I saw that her face was missing
and her brain was open. Of course
she was dead. From what was left
of her, she must have been a very
beautiful woman. It shocked me for
days.”

Issa, born in Beit Safafa, an Arab
village on the southern edge of Je-
rusalem, knew in his heart that in
these abnormal times, being an Is-
raeli Arab, his Israeliness would be
tested. Conflicts tend to sharpen
split identities, and this new blood-
shed between Israelis and Palestin-
ians was no exception to the rule.

“You don’t see yourself as an Arab
or Jew when tragedies occur,” he ex-
plains. “The first thing you are trying
to do is to keep your sanity. Because
in these moments, when you see
kids bleeding to death, you are cry-
ing. Your heart is crying. Kids leave
you with a different feeling. Because

they are so helpless and they don’t
deserve to die. Also you know that
innocent people should be spared
in wars but, unfortunately, it didn’t
work this time.”

He treats Jews and Arabs as if
they were part of his own fam-
ily. He remembers that a few years
ago, when he rushed to the scene
of a burning bus, he saw a female
soldier on fire inside the bus. He
went in and took her out. Had he
not done so, she would have died.
The day after, he went to hospi-
tal to visit the wounded from bus
18, which blew up on Jaffa Road
in the beginning of 1996. Sixteen
people died in that suicide attack.
“I saw the female soldier surround-
ed by family members,” recalls Issa,
“I came close to her and said “hi”
and wished her a speedy recovery.
She said “thank you”. I didn’t tell
her that I was the one who took
her out of the burning bus and saved

her life. T thought that it was my
duty.”

Since he became a paramedic, no
one has ever raised doubts about his
readiness to treat Jews. His friends
at work never asked him about his
political views, and he never asked
them about their political views. “I
must say that we work together in
such harmony that we don’t need
politics to spoil our friendship,” he
says.

Issa, 51, the father of three, wishes
that the conflict would subside. He
wouldn’t mind it, he says, if his beep-
er stays quiet for a long, long time.

About Daniel Ben Simon:
Daniel Ben Simon writes for the Israeli
newspaper “Haaretz”.

His focus is Israeli society. He has written
three books about the linkage between
society and politics.

In 2004 he received the Sokolov Prize for
Journalism.
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An ambulance
driver in the Gaza
Strip talks about
his work

by Taghreed El Khodary

oeen Abu Al Eish,

39, is an ambu-

lance driver in

Jabalya, a Palestin-

ian refugee camp in
the northern Gaza Strip. He and his
wife have seven children, aged 4 to
15 years old. Last September Moeen
worked day and night during Isra-
el's intensive military operation in
the northern part of the Gaza Strip,
which lasted 17 days and led to 442
Palestinians being injured (among
them 177 children) and 103 Kkilled,
including 28 children and 41 Pales-
tinian fighters. After four days of the
operation Moeen moved his fam-
ily out of Jabalya, hoping to focus
his energies on saving lives, and to
avoid the haunting fear of having to
save his own family. In an interview
conducted at Al Awda Hospital in
the Jabalya camp, Moeen answers

him in the thigh while he was try-
ing to save someone’s life at the Erez
checkpoint. He came back to work
after two years and now we work
together.

What is your job?

To offer service to every person
who is injured or sick or in need.
I don't ask names or if they are
from the resistance. All [ care
about is saving someone’s life. I
once tried to save the life of an Is-
raeli businessman who was shot in
the head in Beit Lahiya during the
first intifada.

How was it to work in Jabalya
for 17 days straight?

It was difficult. For the first time
[srael used drones to strike civilians.
Many children and women were
killed or injured. The first bomb was
fired toward a large number of chil-
dren. Around 21 were injured in one
spot.

What were the most difficult mo-
ments?

I was shocked after an attack on
three fighters. [ started by collecting
the body parts. I held a body that
had lost its right leg, and placed the
body part next to the torso. When I
reached the hospital, the body that
[ had thought was dead straightened
up. [ started screaming 'God is great'

rifice their lives in front of drones
and tanks. It is the will of resistance
that enables them to forget about the
most powerful weapons. I see them
as heroes. They are planting these
primitive bombs under the most ad-
vanced tanks.

Is your job difficult? Have Israeli
soldiers fired at you?

It is humiliating. My colleagues
went to collect a body, and they
were asked to hold up their hands.
They are a medical team with a clear
medical symbol.

A year ago, a tank shell hit a house
in Beit Lahiya. We headed toward
the house. Many Israeli soldiers
were shooting. We were very sur-
prised when they started shooting
toward our vehicle. Two bullets were
aimed my chest. I was lucky that I
was driving and lying low to avoid
the bullets, but I still have shrapnel
in my head.

How do you feel2 Do you feel
satisfied with the work you've
done?

I did a lot. Thank God, we were
saved! We don't think of the mon-
ey. Once we hear an explosion, we
run toward it. We have saved many
lives. We did all we could. I moved
my family out so nothing personal
would keep me away from work,

in the Life

Under the

questions about his life as an ambu-
lance driver in a Palestinian refugee
camp.

Where were you trained?

I was trained in Israel by the
Magen David Adom ambulance serv-
ice during the first intifada. When
the Palestinian Authority was set up,
[ worked with the Palestinian Minis-
try of Health and the Palestinian Red
Crescent Society. I also started work-
ing as a volunteer at Al Awda Hos-
pital when my friend was injured in
December 2000. Israeli soldiers shot

he turned out to be alive! I often ask
about him. He is still alive.

Another difficult moment was
when I saw a group of fighters, still
alive, but I also saw Israeli tanks and
drones, and I said to myself, I'm go-
ing to collect their body parts. And
I did. That affected me deeply, and
made me sad. One of them was ly-
ing on the ground and his brain was
spilled out. He died about an hour
and half later. Another man's body
was on fire, and I had to put it out.
[ wonder why these young men sac-

and I go to my family all the time to
make sure they are fine.

Were any of your relatives in-
jured?

Four of my relatives were Killed,
and two were injured. Also during
the first intifada, my sister was hit
by six Israeli rubber bullets while
buying potatoes in the souk.Those
were the days when the Israelis used
to impose a curfew, then lift it for
two hours, so my sister went to the
market during these two hours. It
was my shift so the ambulance driv-
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fire of guns

er had to pass by so I could replace
him. When I was about to drive off,
[ heard my sister’s voice asking me
to take care of her nine kids. I was
so shaken when I realized who was
speaking, I couldn’t move, so my
colleague took over.

May I ask how much are you
paid?

I get NIS 1,800 [around $400] a
month for my work at the Red Cres-
cent society through the Ministry
of Health, and I also get NIS 1,000
[about $220] as an honorarium from

Al Awda Hospital for my work there.
From time to time there was also a
$150 bonus from our late President
Arafat. We were promised one be-
fore the incursion but we haven’t
received it yet.

Have you thought about chang-
ing jobs?

No, and I won’t. People need
me. [ feel as though I'm fighting
through this work. I consider myself
more than a fighter who is holding a
weapon. I'm used to it.

How many hours did you sleep

daily during the intense 17-day
military operation in the Gaza
Strip?

For three days I slept five hours
a day but the rest of the days, I
was sleeping one to two hours just
enough to be able to keep working.

What is needed to make your job
better?

An Intensive Care Unit vehicle.
There is not a single one in Northern
Gaza. Also we need new vehicles.
Those we are using are old. And,
then, I’'m dreaming about 10 days off
in a safe and secure place every six
months.

Taghreed El Khodary is an Al Hayat -
LBC correspondent and also works

as a stringer for The New York Times in
the Gaza Strip.
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Nurse in Training

‘I'm the youngest Palestinian nurse'

by Abdel Baset Khalaf

leven year old Fairuz

Mansour is not embar-

rassed to sing her own

praises as the young-

est Palestinian nurse. Of
course, she does not have nursing
school credentials. But she has been
working in a clinic for some time
now, helping her father, Dr. Man-
sour Yageen, a general practitioner
who did his practical training in sur-
gery. His clinic is in Biddu, a village
northwest of Jerusalem known for
its grapes.

From behind a desk in the humble
clinic, Fairuz gets up to wear what
she calls her "beautiful white nurse's
gown". She hurries around the clinic
fixing appointments, cleaning medi-
cal instruments, offering water to
thirsty patients and calming them
with soothing words.

What started as a love of the clinic
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many years ago, recently turned into
a practical necessity after her father
was hurt in a protest against Israeli
bulldozers near the Wall. Since then,
he has had two pins in his left leg
and has had to use crutches. His
daughter helps at whatever she can.
She learned how to use a thermom-
eter to take a patient's temperature
and record it. She learned to hand
her father needed implements, and
he taught her the differences be-
tween various bandages and the
components in anesthetics. She
has learned to spot the symptoms
of chicken pox and anemia and of
many other conditions.

She explains: “I no longer fear
blood, wounds and the implements
my father uses. And most of all, I no
longer feel disgusted with patients
throwing up or screaming from pain.
It all has become very normal to me.

I do not fear anything anymore and
it is not hard to watch my father in
surgery." She says that the hardest
situation she faced was assisting her
father with a patient in critical con-
dition.

Fairuz, who was born on February
14, 1993, began going to elementary
school a year before the customary
age, and by the time she was five,
she was carrying her bag of school
books on her own to the school in a
village next to hers. She has written
for her school's radio station about
health issues and has even watched
filmed surgery -- the sort of thing
that might evoke a cry of disgust
from someone else in her age group.
About school and about her dreams
for the future she says: “I love the
Arabic language, the English lan-
guage, science and national educa-
tion. I dream of being a pediatrician
one day when I grow up. To look af-
ter the wounded - it's the most hu-
man profession I know of."

Dr. Yageen, her father, is the son
of a farmer who worked his beloved
land until the day he died. Till this
day, Dr. Yaqueen ends every day
tending his family's vineyards - no
matter how hard he has worked
in the clinic. With the same preci-
sion he brings to suturing wounds
of patients, he trims the stems and
removes the leaves, straightens the
stone trimming that protects the soil
from drifting. And he has passed this
on to his daughter as well, explaining
that working the land is very impor-
tant for those practicing medicine.
It offers a release from the stress of
handling patients all day. It connects
one to something larger than the dai-
ly toils at the clinic. Fairuz takes this
lesson seriously. She participates in
each harvest and prays for the health
of the land as she does for the health
of patients. But the ever encroach-
ing Wall is one disease she does not
know how to treat.

Fairuz is the sixth child in the family of
Doctor Mansour Yaqeen. Her brother
Yageen studies dentistry in Al Qahira
University, the same one in which their
father studied.



current role in the larger frame-
work of the MECIDS foodborne
disease surveillance program.
Each ministry of health sent six
participants and two or three facilita-
tors to the course. Ministry officials
joined in at the end. Participants
included doctors, nurses, labora-
tory technicians and administrators.
The curriculum was supervised by
a volunteer from the European Pro-
gram for Intervention Epidemiology
Training (EPIET). Search for Com-
mon Ground provided training in
interpersonal communication and
cooperative problem solving, with
an emphasis on workplace skills and
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raeli. "To meet this group is amaz-

A field epidemiology course builds ing." Another Israeli from the Min-
ties and knowledge istry of Health said, "Personally I

knew professionals were the same
by Gayle Meyers everywhere, but it was important for

' ' [ think we as professionals | MECIDS has had the backing of the
can do more than politi- | Israeli, Palestinian and Jordanian
cians can. I hope the poli- | health ministries. It has advisers
ticians can learn from us," | from the World Health Organization
said an official from the | and European and American organi-
Jordanian Ministry of Health. The | zations. But there are significant ob-
comment came after 35 Palestinian, | stacles to a coordinated response to a
Jordanian and Israeli health pro- | health threat. The WHO places Isra-
fessionals spent five days together, | elin a separate administrative region
from September 5-10, 2004, learning | from its neighbors, and the past four
how to monitor and respond to dis- | years of Israeli-Palestinian violence
ease outbreaks. have stifled cooperation. me to see it with my own eyes."

"I don't think anyone in our coun- The September course in Istanbul A Palestinian Ministry of Health
try believed it could happen," said | was MECIDS' first project and fo- | officer from Gaza said, "There was
an Israeli. And a Palestinian lab di- | cused on establishing a surveillance | wonderful unexpected interaction
rector from Gaza said, "We didn't | system for foodborne disease out- | between the three peoples. We wish
just listen, but we also were heard.” | breaks. All the participants will playa | that peace were coming. We wish for

For many this course provided | role in maintaining this system. The | more collaboration to make life easi-
the first opportunity to work with | course’s objectives were to provide | er for all people.”

their counterparts from other coun- | each participant with the following: A Jordanian Ministry of Health
tries, says the sponsoring organiza- | ® An understanding of how to plan, | official summed up the experience:
tion, Search for Common Ground. It implement and evaluate a disease | "Epidemiology is the core of public
formed the Middle East Consortium surveillance system. health. The objective of training is
for Infectious Disease Surveillance | ® Knowledge of how to perform out- | to minimize bias, to speak the same
(MECIDS) to improve the ability break investigations. language."

of nations in the Middle East to re- | ® An understanding of the use of

spond to disease outbreaks - wheth- the principles of epidemiology and | Gayle Meyers is Director, Regional Security
er naturally or deliberately caused studies in outbreak investigations, | Projects, Search for Common Ground in the
- and to build trust. case control, and cohort studies. Middle East. For more information, contact

Since its formation two years ago, | ® A clear understanding of his or her | her at gmeyers@sfcg.org.
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