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EXECUTIVE SUMMARY 

 

 

Background 

The 2nd Islamic Conference of Health Ministers (ICHM) held in Tehran, Islamic republic of Iran, 

on 1-4 March 2009 mandated the OIC Steering Committee for Health, in collaboration with 

member countries, to develop a draft OIC Strategic Health Program of Action (OIC-SHPA) to be 

submitted and adopted at the 3rd Session of the ICHM.  

In its 3rd meeting, which was held at the OIC Headquarters in Jeddah on 22-23 January 2011, the 

OIC Steering Committee for Health formulated Terms of Reference (ToR) for the preparation of 

the OIC-SHPA. The Committee further decided that the initial draft could be prepared by a 

group of consultants, to be delegated by the OIC General Secretariat, and submitted to the 

Steering Committee. 

The 3rd Session of the ICHM, held in Astana, Republic of Kazakhstan from 29 September to 01 

October 2011, requested the Steering Committee to expedite the preparation and finalization of 

the OIC-SHPA. Following the decision of the 3rd ICHM, the OIC General Secretariat took 

necessary measures in collaboration with Chair of the Steering Committee and IDB to speed up 

the process and finalize the technical formalities as soon as possible. During the course of the 

time, several members of the Steering Committee expressed their opinions about the formalities 

of the preparation of the SHPA and emphasized that relevant OIC institutions must play a 

leading role in the preparation of this important document. 

The 5th meeting of the OIC Steering Committee for Health, which was held at the OIC 

Headquarters in Jeddah from 31 January to 01 February 2012, accepted the offer made by SESRIC 

to lead the preparation of the draft OIC-SHPA 2014-2023. The Committee directed SESRIC to 

coordinate with IDB in line with the approved ToR for the preparation of the document. In this 

regard the meeting also underlined the need for close collaboration with the OIC General 

Secretariat, the Steering Committee for Health and relevant international agencies and 

organizations. 

SESRIC prepared this document in collaboration with member countries, the OIC General 

Secretariat, the Islamic Development Bank and other relevant OIC institutions and international 

health organizations. During the preparation process, SESRIC organized a Brainstorming 

Workshop to discuss the structure and outline of the document and latter hosted an Expert 

Advisory Group Meeting to review the first draft of the OIC-SHPA. These two events were 

attended by the health experts from member countries, international health organizations and 

some leading international universities.  
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OIC-SHPA  

The OIC-SHPA 2014-2023 is comprised of six sections. First three sections are mainly based on 

literature review and data based analytical research on the current situation of health in OIC 

member countries. These sections provide a base for understanding the recent performance of 

the OIC member countries in the domain of health. The last three sections are the most important 

part of the document. These sections provide insights into proposed thematic areas of 

cooperation; recommend special programmes of action under each thematic area and propose a 

mechanism for the implementation and monitoring of OIC-SHPA. 

A brief description of each section is as follow: 

Section I: OIC Vision, Policy and Strategy in the Health Sector outlines the key features of OIC health 

vision and recommendations of OIC Ten-Year Programme of Action (TYPOA) regarding mother 

and child health care and fighting diseases and pandemics.  

Section II: Health Situation in OIC Countries describes the current status of health in member 

countries by providing a detailed account of the efforts made by OIC member countries and 

institutions in the domain of health, progress towards achieving the targets of the MDGs related 

to health and social determinants of health. 

Section III: Challenges, Obstacles and Problems discuses in length the challenges and major gaps, 

obstacles and problems facing the member countries in the domain of health. 

Section IV: Thematic Areas of Cooperation presents six proposed thematic areas of cooperation in 

the domain of health: (1) Health System Strengthening; (2) Disease Prevention and Control; (3) 

Maternal New-born and Child Health and Nutrition; (4) Medicines, Vaccines and Medical 

Technologies; (5) Emergency Health Response and Interventions and (6) Information, Research, 

Education and Advocacy.  

Section V:  Programmes of Action proposes a set of programmes of action and activities under each 

thematic area which are to be undertaken collectively by the member countries in collaboration 

with relevant OIC institutions and international organizations both at national and intra-OIC 

cooperation level.  

Section VI: Implementation Mechanism and Monitoring proposes a mechanism for the 

implementation and monitoring along with identification of some avenues for securing the 

financial resources for the OIC-SHPA. 

Annex: Implementation Plan of the OIC-SHPA describes proposed actions and activities with: a) 

timeline for their implementation (short term, medium term and long term), b) Key Performance 

Indicators (KPIs) to monitor the implementation and c) implementing partners (both national 

and international institutions). 
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I. OIC Vision, Policy and 

Strategy in the Health 

Sector 
 

 

 

 

The domain of health is one of the various areas of cooperation identified by the Organization of 

Islamic Cooperation (OIC) for joint Islamic action. This was in recognition of the central role of 

health in overall human development and poverty alleviation in the member countries. The OIC 

health vision aims to: 

 Eliminate disease and ensure best health for the people in the OIC member states 

enabling them to pursue their well-being and achieve their socio-economic development 

objectives. 

 Promote equitable access to essential health care and improvements in social 

determinants of health.  

 Work for the development of robust public health systems capable of supporting world 

class health standards in the OIC member states. 

 Work for effective prevention and treatment of diseases and pandemics, promoting 

mother and child healthcare and achieving self-reliance in terms of meeting the local 

health requirements, including those for pharmaceuticals and vaccines. 

 Engage religious and cultural leaders for advocacy and assistance in the health related 

activities. 

The OIC Ten-Year Programme of Action (TYPOA) adopted by the Third Extraordinary Islamic 

Summit held in Makkah Al-Mukarramah in 2005 places special emphasis on mother and child 

health care and fighting diseases and pandemics. The TYPOA has recommended the following 

actions pertaining to these issues: 

 Mandate the Islamic Development Bank (IDB) to coordinate with the OIC General 

Secretariat in order to make the necessary contacts with the World Health Organization 

(WHO) and other relevant institutions to draw up a programme for combating diseases 

and epidemics, to be financed through the special fund that will be created within the 

IDB. 

 Strengthen laws aimed at preserving the rights of children, enjoying the highest possible 

health levels, taking effective measures in order to eradicate poliomyelitis and protect 

them from all forms of violence and exploitation.  
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Subsequent Islamic Conferences of Health Ministers (ICHMs), Islamic Summit Conferences and 

sessions of the Council of Foreign Ministers (CFM) have adopted several decisions in the domain 

of health that cover issues such as preventing and combating diseases, improving mother and 

child health, achieving self-reliance in vaccine production and supply, establishing a Health 

Implementation Unit, strengthening health cooperation among OIC member countries and 

promoting health equity in the Islamic Ummah. 
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II. Health Situation in OIC 

Member Countries 

 

 

 

A. Overview 

The 57 OIC member countries are dispersed over a large geographical region, spread out on four 

continents, extending from Albania (Europe) in the North to Mozambique (Africa) in the South, 

and from Guyana (Latin America) in the West to Indonesia (Asia) in the East. As a group, they 

account for one sixth of the world land area and more than one fifth of the total world 

population. The OIC member countries constitute a substantial part of the developing countries, 

and, being at different levels of economic development, they do not make up a homogenous 

economic group. The mixed nature of the group of the OIC countries reflects high levels of 

heterogeneity and divergence in the economic structure and performance of these countries. The 

degree of heterogeneity in the macroeconomic and developmental profiles of OIC member 

countries also reflects in their performance in health sector. 

Between 1960 and 2010, the OIC member countries have, on average, recorded a 17.4 years 

increase in life expectancy. Although, average life expectancy at birth in OIC member countries is 

recorded at above 64 years in 2010, this average is still below 55 years in some countries 

especially in Sub Saharan Africa. Despite significant reduction in maternal mortality rates during 

the last decade, reaching the target of Millennium Development Goal (MDG 5) of three-quarters 

reduction by 2015 seems to be difficult in many OIC member countries.  A similar observation 

could be made also for the under-five mortality rates as the reduction achieved so far has not 

been satisfactory, especially in countries with high under-five mortality rates, where one out of 

each 12 children still die before reaching the age of five years. Under nutrition has also remained 

quite prevalent among the children in OIC member countries with 36% children under the age of 

five recorded as stunted and 22% recorded as underweight during 2010-2011(WHO, 2012a).  

OIC member countries are still suffering from the double burden of communicable and non-

communicable diseases. Currently, it is estimated that over 46.3% of mortality burden in the OIC 

member countries is due to non-communicable diseases, mainly: cardiovascular disease, 

diabetes, cancer and chronic lung disease; whereas 45.6% of deaths are caused by communicable 

diseases.  Overall, the prevalence of three key risk factors of non-communicable disease – tobacco 

use, unhealthy diet, lack of physical activity is high in most OIC member countries. The 

prevalence of smoking among adult men is reported to be as high as 30% in some countries, 

whereas prevalence of tobacco use among 13-15 years old is more than 20%. On average, one-
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third (33.7%) of the adults aged over 20 years are overweight whereas one out of every ten adults 

aged over 20 is facing obesity (11.8%). In line with the global trends, female obesity is 

significantly higher than the male obesity in majority of OIC member countries.  

OIC member countries allocate only 2.6% of their GDPs for health whereas health expenditures 

account only 8.9% of their total government expenditures. Out-of-pocket health spending 

remained the most widely used method for health financing. It accounted for 36% of OIC total 

health spending in 2010 compared to only 17% at global level. At the individual country level, 

out-of-pocket health expenditures account for more than 50 percent of total health spending in 22 

member countries.  On the other hand, only 28 member countries meet the critical threshold of 23 

health personnel (doctors, nurses and midwives) per 10,000 population, generally considered 

necessary to deliver essential health services (SESRIC, 2011). 

B. Progress made under the OIC Ten-Year Programme of Action  

Over the years, OIC member countries and relevant OIC institutions have been carrying out 

programs and activities in the domain of health cooperation which are directly related to the 

implementation of the TYPOA and the decisions of the ICHMs and those of other related OIC 

fora. These actions and activities are as follows: 

Preventing and Combating Communicable Diseases 

At the national level, OIC member countries have reported the implementation actions within 

the context of national health programmes and strategies as well as their partnerships at the 

international level. With regard to communicable diseases, the efforts of the member countries 

focus on Polio, Tuberculosis, Malaria, HIV/AIDS and Hepatitis C. In general, member countries 

have been involved in activities like: 

 Implementing national immunization programmes, 

 Implementing multi-faceted prevention, screening, care and treatment strategies and 

programmes and emergency preparedness and response plan, 

 Strengthening their disease observatory systems and means of diagnosis, related policies 

and procedures, 

 Launching special programmes for scientific research to assist in the quick detection and 

treatment of prevalent diseases, 

 Conducting training activities for the health personnel on action plan for the screening, 

diagnosis, follow up and treatment of diseases, and 

 Maintaining databases for information on infectious diseases to facilitate analysis, 

identification and early detection of epidemics. 

At the OIC Institution level, the OIC General Secretariat (GS) and relevant OIC institutions, in 

collaboration with international health and development organizations, have been involved in 

the following activities: 

 OIC GS established close contact with the Global Polio Eradication Initiative (GPEI) 

Secretariat in Geneva and finalized a work programme to enhance collaboration on 

polio eradication in affected member countries. The OIC Secretary General has 

personally pursued the funding of GPEI programmes with the leadership of the 

potential donor countries and has been addressing the Heads of the OIC member 
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countries, non-OIC member 

countries and philanthropic 

organizations. The OIC GS secured 

religious injunction from the 

Islamic Fiqh Academy (IFA) which 

issued a fatwa to encourage the 

Muslims to participate and support 

the national polio vaccination 

campaigns.  

 IDB has disbursed US$ 500 000 to 

the United Nations Children's Fund 

(UNICEF) to procure polio vaccines 

on behalf of the Government of 

Afghanistan. The IDB would consider disbursement of additional funds on receiving 

notification of the successful utilization of the first disbursement of the payment.    

 A Memorandum of Understanding (MoU) has been signed between the OIC GS and the 

Global Fund to Fight HIV/AIDS, Tuberculosis and Malaria.  Pursuant to the MoU, the 

GS has been working with the OIC member countries and other partners, including the 

IDB, to advocate action against HIV/AIDS, Malaria and Tuberculosis and to raise 

awareness about the Global Fund’s vision, mission and work. Saudi Arabia, Kuwait, 

Malaysia, Brunei and Nigeria, are among the OIC member countries which have 

contributed to the Global Fund. 

 OIC GS contacted with the Stop TB Partnership in order to establish a framework for 

cooperation. In this regard, a delegation of Stop TB Partnership visited the OIC 

Headquarters in Jeddah and mutually discussed the possible elements of a joint work 

plan which will be finalized soon. 

 Under the Quickwin Malaria initiative, the IDB, approved US$ 8.4 million for 

implementing a project on Sterile Insect Technique (SIT) for Malaria vector control in 

Sudan. In addition to the primary objective of eliminating Malaria from the project area, 

the SIT project will make it possible to save over US$ 3.2 million that was spent annually 

for vector control and malaria prevention and treatment in Sudan. Whereas, in a similar 

project more than 4 million inhabitants of Cameroon, mostly children and pregnant 

women, are protected from malaria. 

 The OIC GS, IDB and the International Atomic Energy Agency (IAEA) are pursuing 

joint projects for the establishment and strengthening of cancer radiotherapy facilities in 

interested OIC member countries in Africa.  

 The Statistical, Economic and Social Research and Training Centre for Islamic Countries 

(SESRIC) has initiated IbnSina Programme of OIC Health Capacity Building under 

which the Centre conducts short term training courses and workshops to provide 

technical assistance through matching needs and capacities of relevant national health 

institutions in OIC countries according to the results of the surveys conducted regularly. 

The Programme seeks to improve public health, and promote collective self-reliance in 

vaccine production and supply. 
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Mother and Child Health 

At the national level, OIC member countries have reported specific national measures for 

mother and child health. These measures include:  

 Mother and child health strategic action plans, 

 Development of pre-natal care, safe and clean delivery, antenatal care, emergency 

obstetric care and infant and child monitoring clinical protocols and guidelines as well as 

related training activities, 

 Establishment of networks of reproductive health training centres, 

 Mandatory requirements for pre-marital screening of couples through 

Haemoglobinopathy Control Programmes, 

 New-born scanning programmes in relation to certain diseases and disabilities, 

 Strengthening of family planning consultancy services, and their free of charge provision 

to the public, 

 Breastfeeding promotion and micro-nutrients supplement programmes, 

 45 member countries have pledged to redouble efforts to save every woman and child 

from dying of preventable causes under the recently launched global initiative “A Promise 

Renewed”1.  

At the OIC Institution level: Pursuant to the TYPOA and the resolution of ICHM on mother and 

child health, OIC GS and relevant OIC institutions, in collaboration with international health and 

development organizations, have taken following actions: 

 OIC GS with the assistance of the US Centre of Disease Control and Prevention (CDC) 

prepared a project entitled “Reaching Every Mother and Baby in the OIC Emergency 

Care”. The OIC and the US Government signed a Cooperation Framework on 1 

December 2008 to implement the project. 

 OIC-US- Mali partnership to reduce mortality rate of mother during delivery and infant 

for first 4 weeks, was launched on 4 November 2010. The implementation of the project 

involves religious and community leaders, women groups, civil societies and a number 

of international partners. A delegation of Fiqh Academy visited Mali in July 2011 to 

                                                           
1 This initiative aims at creating global solidarity and commitment towards assisting countries across the world in 

accelerating their efforts towards achieving MDG 4 and MDG 5 by 2015 and to sustain their progress well into the future 

(UNICEF, 2013). 

OIC member countries allocate only 2.6% of their GDPs for health whereas health expenditures 

account only 8.9% of their total government expenditures. Out-of-pocket health spending 

remained the most widely used method for health financing. It accounted for 36% of OIC total 

health spending in 2010 compared to only 17% at global level. At the individual country level, out-

of-pocket health expenditures account for more than 50 percent of total health spending in 22 

member countries.  On the other hand, only 28 member countries meet the critical threshold of 23 

health personnel (doctors, nurses and midwives) per 10,000 population, generally considered 

necessary to deliver essential health services. 
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assess the nature and scope of efforts required in terms of advocacy involving religious 

and community leaders.  

 OIC-IDB-US- Bangladesh partnership: Under this initiative a joint field mission to 

Dhaka was conducted on 6 – 10 February 2011. The purpose of the mission was to meet 

with representatives of the government of Bangladesh and discuss the proposed 

partnership between the OIC-IDB-USA on the pilot project on maternal and neonatal 

health care.  

Self-Reliance in Vaccine and Drugs  

At the national level, OIC member countries are implementing national plans for strengthening 

their capacities in pharmaceutical industry and are also forging international partnerships for 

this purpose.  

However manufacturing capacities in the pharmaceutical industry in many member countries 

continue to be inadequate. Local industry covers a tiny fraction of domestic pharmaceutical 

demand and member countries rely heavily on imports and medicinal aid. The current status of 

the pharmaceutical industry in the OIC countries is detailed in SESRIC report titled 

“Pharmaceutical Industry in OIC Member Countries: Production, Consumption and Trade“, 

which has been submitted to the 3rd ICHM, held in Astana, Kazakhstan, on 29 September – 1 

October 2011. 

At the OIC Institution level, OIC GS and relevant OIC institutions have been actively involved 

in various activities to promote self-reliance in vaccines and drugs in OIC member countries. 

These activities include: 

 Coordination with relevant international partners for the participation of experts from 

the OIC member countries in international capacity-building activities in the area of 

vaccine and drug production. 

 The workshop on public-private partnership in vaccine production pre-qualification 

hosted by Indonesia on 5 – 7 June 2012 in collaboration with the WHO and United States 

Agency for International Development (USAID). Indonesia offered to share expertise 

with other OIC member countries in the production of medicines. 

 The meeting of technical experts on development and harmonization of standards on 

pharmaceuticals and vaccines 

hosted by Malaysia on 01-02 

September 2012. The meeting 

deliberated on the proposed 

structure of the Technical 

Committee for the Development 

and Harmonization of Standards 

on Pharmaceuticals and Vaccines 

(OIC-DHSVP). Malaysia and 

Indonesia expressed their readiness 

to provide technical assistances and 

guidance on the area of good 

manufacturing practices (GMP) to 
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other OIC member countries.  

 IDB’s capacity-building assistance to producers and regulators from OIC member 

countries to enable them to meet WHO pre-qualifications for vaccine production. Under 

this program, IDB has spent US $ 3.11 million for capacity building operations and 

projects in OIC member countries.  

 IDB in collaboration with WHO has developed a comprehensive training programme on 

pre-qualification, validation and certification procedures for vaccine producers in OIC 

member countries.  

C. Progress towards Achieving Health-related MDGs Targets 

Health and well-being of people is at the heart of Millennium Development Goals (MDGs). Six 

out of the eight MDGs are identified as direct or indirect health-related MDGs. Progress towards 

the achievement of these goals varies across the OIC member countries presenting a mix picture 

in terms of achievements and gaps (see 

Table A).  

The situation is particularly critical in 

some member countries from Sub-Saharan 

Africa and South Asia region. In fact many 

of these member countries are suffering 

continuously from natural calamities, 

conflict, political instability, massive 

migration and internal displacement. 

Furthermore, due to the lack of 

institutional capabilities, some of them could not also collect necessary data to track the progress 

towards achieving the MDGs targets. The status of the progress towards achieving the MDGs 

targets in the domain of health in OIC member countries can be summarized as follows: 

MDG 1: Eradicate extreme poverty and hunger 

Only 8 countries out of the 57 OIC member countries, for which the relevant information are 

available, have already achieved the MDG1 targets, while 12 are on track to meet the targets by 

2015. Most of these countries are located in Middle East and North Africa (MENA) and Europe & 

Central Asian (ECA) regions. Two member countries from Asia are in early achiever category 

and two from Sub-Saharan Africa (SSA) are on track to reach the target in time. 

On the other hand, 15 member countries are unlikely to meet the targets and hence need to make 

changes in their current approach; whereas six member countries are completely off track and 

will miss the MDG1 targets. The majority of these countries are located in SSA and South Asia 

(SA) regions. Overall, 16 OIC member countries do not have sufficient information to assess their 

progress towards achieving MDG1 targets. Among these countries, 16 are from SSA (8) and 

MENA (8) regions. 

MDG 4: Reduce child mortality 

Only 5 OIC member countries are early achievers to reach the MDG4 targets by 2015; while 20 

are on track. The majority of on track countries are located in MENA (12) and ECA (4) regions; 

whereas two from South Asia and two from EAP are on track to meet the targets in time. 
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On the other hand, while 5 OIC member countries need to make changes in their current 

approach to meet the MDG4 targets, 27 are completely off track and will miss the MDG4 targets. 

Among the off track countries, 21 are located in SSA region.  

MDG5: Improve maternal health 

So far, 5 OIC member countries have already achieved the MDG5 targets while 14 are on track to 

meet the targets by 2015. The majority of these countries are located in MENA (10) region 

whereas; two from SSA and South Asia each are also on track to reach the target in time. 

On the other hand, 22 OIC member countries need to make changes in their current approach to 

meet the targets and 16 are completely off track to achieve the MDG5. The majority of off track 

countries are located in SSA (7) and ECA (5) region.  

MDG6: Combat HIV/AIDS, Malaria and other diseases 

Currently, 2 OIC member countries already achieved the MDG6 targets whereas 21 member 

countries are on track to reach the targets. Most of these on track countries are located in MENA 

(12) whereas; three from ECA and three from SSA are also falling into this category. 

On the other hand, 16 OIC member countries need to make changes in their current approach to 

meet the targets and 11 are completely off track to achieve the MDG6. Majority of off track 

countries are from SSA (10). Overall, 7 countries do not have sufficient information to assess their 

progress towards achieving MDG6 targets. More than half of these countries are from MENA 

region. 

MDG7: Ensure environmental sustainability 

The majority of OIC member countries are seriously lagging behind in achieving the MDG7 

targets and only two countries are early achievers while 11 members are on track to reach the 

targets by 2015. A large number of OIC member countries (21) are very likely to miss the targets 

if they did not make changes in their current approach. On the other hand, 10 OIC member 

countries are completely off track to achieve the MDG7 targets; whereas there is lack of sufficient 

information on 13 member countries to assess their progress towards achieving MDG7 targets.  

MDG8: Develop a global partnership for development 

The overall performance of the OIC member countries remained very poor in this area where 

only two member countries, namely Afghanistan and Indonesia, are on track to reach the targets; 

whereas four member countries (Azerbaijan, Senegal, Syria and Yemen) need to make changes in 

their current approach and one member (Gambia) is completely off track to meet the targets by 

2015. Overall, 50 countries do not have sufficient information to assess their progress towards 

achieving MDG8 targets. 
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Table A:  Progress towards Achieving Health-related MDGs Targets 

Source: UN MDG Monitor, Countdown to 2015: Building a Future for Women and Children, 2012 Report, Centre for Global Development: MDG 

Progress Index 2011, United Nations Inter-agency Group on Child Mortality Estimation, Report 2012 and Trends in Maternal Mortality: 1990 – 2010, 

WHO, UNICEF, UNFPA, The World Bank estimates, 2012. 

Note: Current ranking of countries is based on the latest data and information provided by the relevant international organizations.  Nevertheless, it’s 

very much likely that the status of a country has already been changed due to data revision and update at national level. 
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Oman,  Qatar, Saudi 
Arabia, Syria,  Tunisia 

Afghanistan, Benin, 
Burkina Faso, Comoros, 
Côte d'Ivoire, Gambia, 
Guinea, Indonesia,  
Kazakhstan, Libya, Mali,  
Mauritania,  Morocco,  
Mozambique, Niger, 
Nigeria, Pakistan, 
Palestine, Senegal, Togo, 
Uganda, Yemen 
 

Azerbaijan, Cameroon, 
Chad,  Djibouti, Gabon, 
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Malaysia,  Morocco,  
Oman, Pakistan,  
Qatar, Saudi Arabia, 
Syria ,  Tunisia, 
Uzbekistan 
 

Azerbaijan, Bangladesh, 
Benin, Burkina Faso, 
Cameroon, Côte d'Ivoire, 
Guinea, Guinea-Bissau, 
Indonesia, Jordan, 
Kyrgyzstan, Mali, Nigeria, 
Senegal, Suriname, 
Turkmenistan, Uganda  

Chad, Gambia, 
Mauritania,  Niger, 
Mozambique, Somalia,  
Sudan, Sierra Leone, 
Tajikistan, Togo  
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Malaysia,  United 
Arab Emirates 

Algeria, Bahrain,  
Brunei,  Gambia, 
Guyana,  Lebanon,  
Saudi, Arabia, Syria,  
Tajikistan, Tunisia, 
Turkey 

Afghanistan, Azerbaijan, 
Bangladesh, Burkina 
Faso, Côte d'Ivoire, 
Gabon, Guinea, Guinea-
Bissau, Indonesia, 
Jordan, Kazakhstan, 
Kuwait, Kyrgyzstan, 
Libya, Maldives,  
Morocco,  Niger, 
Pakistan, Senegal,   
Suriname,  Togo 
Turkmenistan, Uganda 
 

Albania, Mauritania, 
Mozambique, Palestine, 
Sierra Leone,  Sudan, 
Uzbekistan, Yemen 

Benin, Cameroon, 
Chad, Comoros, 
Djibouti, Egypt, Iran, 
Iraq, Mali, Nigeria, 
Oman, Qatar, Somalia 
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D. Social Determinants of Health 

Social determinants of health (SDH) are the economic and social conditions in which people 

born, grow, live, work and age including the health system itself (Commission on SDH, 2008). 

These circumstances are influenced by policy choices and shaped by the distribution of income, 

wealth, influence, power and resources at global, national and local levels. Recognition of the 

power of socioeconomic factors as determinants of health came initially from research on health 

inequalities. Hence, combating health inequities requires comprehensive and coordinated action 

to address the SDH by key factors including governments, civil society, health agencies and other 

developmental organizations, academic institutions, donors and private sector.  

Poverty 

Poverty is an important social determinant of health. It has a direct relationship with the state of 

poor health as it restricts strongly the access to some basic human needs like food, clean water, 

improved sanitation, housing and health care services and hence increases the risk of illness and 

mortality. 

Poverty is one of the most challenging problems facing the OIC member countries today. In spite 

of some improvement in the situation during the last two decades, about 27% of the total 

population of these countries is still living below the poverty line of 1.25 dollar per day. The 

situation remained particularly more alarming in most OIC member countries in SSA region, 

which recorded highest prevalence of poverty both in terms of absolute numbers (over 186 

million poor) and relative share in total population (44%). More than half of the OIC member 

countries’ poverty-stricken population is currently living in this region with incidence of poverty 

ranging from 50% to 70% in some member countries (World Bank, 2012). 

Education 

It is a well-established fact that better educated people are more likely to have better prospects of 

employability and earnings and hence better standards of living. Usually, educated people also 

enjoy various non-monetary benefits including better health, hygiene practices, family planning 

and less potential to engage in illegal acts. 

Over the last four decades, OIC member countries have witnessed an improvement in their 

performance in education sector and their average years of schooling have increased 

substantially. The number of OIC countries with average years of schooling more than 6 years 

was only 4 in 1970, but this number increased to 26 in 2010. Yet, average literacy rates in OIC 

countries are not impressive. In some member countries, literacy rates are still below 50%. With 

The prevalence of three key risk factors of non-communicable disease – tobacco use, unhealthy 

diet, lack of physical activity is high in most OIC member countries. The prevalence of smoking 

among adult men is reported to be as high as 30% in some countries, whereas prevalence of 

tobacco use among 13-15 years old is more than 20%. On average, one-third (33.7%) of the adults 

aged over 20 years are overweight whereas one out of every ten adults aged over 20 is facing 

obesity (11.8%). In line with the global trends, female obesity is significantly higher than the male 

obesity in majority of OIC member countries. 
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an average adult literacy rate of 71.7% in 2010, OIC countries, as a group, lag well behind the 

world and other developing countries performance over the years (SESRIC, 2012a). 

Employment 

Employment is strongly related with 

good health as it does not only 

provide necessary resources for basic 

necessities of life, but also helps to 

keep people away from becoming a 

victim of depression, anxiety and 

unhealthy behaviours like tobacco use, 

drinking and committing suicide. 

Availability of sufficient jobs and work 

opportunities remained a big 

challenge in OIC countries as majority 

of them are facing comparatively 

higher unemployment rates ranging between 10 to 25%. The figures on youth unemployment in 

OIC countries are even less promising with unemployment rate of over 25% in some member 

countries. The highest youth unemployment rate in OIC countries is recorded in Palestine where 

46.9% youth aged 15-24 were unemployed in 2009 (SESRIC, 2012b).The lowest youth 

unemployment rate was recorded in Qatar with unemployment rate of just 1.6% in 2007. 

According to the latest estimates, youth unemployment rate in member countries, namely, 

Palestine, Tunisia, Bahrain, Saudi Arabia, Albania and Jordan, reached to more than 25%, and 

was recorded at 15% in a significant number of OIC countries like Syria, Turkey, Morocco, 

Lebanon, Maldives, Indonesia, Iran and Egypt (SESRIC, 2012b).  

Occupational Safety  

Work conditions are an important social determinant of health because of the great amount of 

time spent in workplaces. People who are already most vulnerable to poor health outcomes due 

to their lower income and education are also the ones most likely to experience adverse working 

conditions. 

Workers and their families, other people in the community and the physical environment around 

the workplace can all be at risk due to poor working conditions and workplace hazards. Work-

related accidents and diseases are common in many OIC member countries and have several 

direct and indirect negative consequences for the health of workers and their families. Annually, 

more than 80 million occupational accidents causing more than 4 days of absence, about 86 

thousand fatal occupational accidents and more than 390 thousand fatal work-related diseases 

have been reported in the OIC member countries (P. Hämäläinen et al., 2009).  

Food Insecurity 

Food is one of the basic human needs and it is an important determinant of health and human 

dignity. People who experience food insecurity are unable to have an adequate diet in terms of 

its quality or quantity. 

Despite some progress, many OIC member countries are still suffering from comparatively 

higher prevalence of food insecurity and hunger with 18% of the total population of OIC 
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countries categorized as undernourished. The situation is particularly alarming in South Asia 

region which recorded highest prevalence of food insecurity both in terms of absolute numbers 

(over 84 million undernourished people) and relative share in total population (25%). According 

to the Food and Agriculture Organization (FAO, 2012), 31 OIC countries are classified as Low 

Income Food Deficit Countries (LIFDC). These countries are relying heavily on food aid and 

imports to meet their local food demand. 

Environment 

Adequate access to improved water sources and sanitation facilities is very crucial for human 

health. As lack of sanitation facilities, poor hygiene practices and contaminated drinking water 

lead to various acute and chronic diseases. 

In OIC countries, about 78% of total population has access to improved drinking water sources. 

Nevertheless, in line with global trend, access to clean water in rural areas remained quite lower 

compared to urban areas where only 69% of rural population in OIC countries use improved 

water sources compared to 90% in urban areas.  

Over the years, access to safe water has been improved across the OIC regional groups. 

Nevertheless, there are significant disparities within the OIC group and access to safe water 

sources ranges from a low of 60% in SSA, to a high of 94% in LAC. Meanwhile, improved water 

coverage remained 88% in MENA region and 82% in EAP region. Significant disparities exist in 

coverage of improved water resources and sanitation facilities between rural and urban areas as 

well, where; in general, coverage rates remained higher in urban areas.    

In OIC member countries, 55% of total population has access to improved sanitation facilities. 

The vast majority of those without access to improved sanitation are living in the rural areas 

where only 44% of people living in these areas are using improved sanitation facilities compared 

to 71% in urban areas.  

Access to improved sanitation facilities has been improved across the OIC regions. Nevertheless, 

there are significant disparities within these regions where improved sanitation coverage ranging 

from a low of 30% in SSA, to a high of 91% in ECA. Among the OIC regions, there are also 

disparities in rural and urban coverage of improved sanitation facilities.  
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III. Challenges, Obstacles 

and Problems 

 

 

 

A. Health Leadership and Governance 

According to WHO’s framework for assessing the health system governance (WHO/ EMRO, 

2012), the analytical framework is based around the following governance principles: strategic 

vision; participation and consensus orientation; rule of law; transparency; responsiveness; equity 

and inclusiveness; effectiveness and efficiency; accountability; information and intelligence; and 

ethics. In the case of most OIC countries, national policies and strategies are not regularly 

updated. Information and data for policy formulation and strategic planning are inadequate. 

Outdated legislation, lack of enforcement of public health regulations and a widely unregulated 

private sector leave consumers unprotected. Some member countries receive external assistance, 

yet donor coordination and aid effectiveness continue to be challenges, despite the fact that most 

have endorsed the Paris Declaration on Aid Effectiveness (WHO/ EMRO, 2012).  

Decentralization of health governance remained ineffective in many member countries (WHO/ 

EMRO, 2012). Among others, the reasons for this include: wavering political commitment, 

resistance from higher tiers to redistribute authority and responsibility; lack of clarity in the 

decision making space awarded to the peripheral level, lack of training and capacity building 

programmes; and absence of a federal/national level entity to coordinate essential functions, such 

as developing consensus on national policies, sector regulation and donor coordination.  

B. Primary Health Care 

Access to primary health care services is still a serious challenge in many OIC countries due to 

inadequate or lack of  health infrastructure, physical inaccessibility and insecurity accompanied 

by the high out-of-pocket spending and/or inadequate health workforce. Estimations show that 

access deficit in social health protection reaches as much as 90% of total population in some 

member countries- especially in Africa (ILO, 2008). These member countries are at different 

stages of implementing an essential package of health services. So far, they have not met optimal 

quality standards provided for in the treatment protocols and guidelines. Hospital bed to 

population ratio ranges from 3 to 12 per 10,000 population. Hospitals consume more than 50% of 

the total government health expenditures (WHO/ EMRO, 2012).  

 

III. 
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Financial affordability and low quality of health services are the main challenges in most OIC 

countries in which access deficit in social health protection is below 40% of total population 

(WHO/ EMRO, 2012) . The most important challenges in primary health care relate to quality, 

utilization and responsiveness to the changing disease burden and specific needs of ageing 

population. In some countries, many of the services are delivered through the private sector, 

largely unregulated. Hospital bed to population ratio is mostly higher than the OIC average of 12 

per 10,000 population, but lower than the world average of 29 per 10,000 population.  

In the area of hospital care, challenges affecting performance include limited coordination with 

other tiers of the health system, under-funding and increasing dependency on user fees, 

dysfunctional referral systems, and inadequate management of resources. Despite encouraging 

progress in some countries, many countries have not yet developed national accreditation 

programmes as a means of improving the quality of care delivered to patients (WHO/ EMRO, 

2012).  

C. Health Financing  

Health financing is a critical 

component of health care systems. 

Globally, health care is financed by a 

mixture of tax-based financing, social 

health insurance, private health 

insurance, out-of-pocket spending 

and external contributions (aid and 

donations etc.). The relative share of 

these sources in total health 

expenditures has many implications 

for access, equity and financial 

sustainability of health care services.  

In 2010, while accounting for 22.8% of 

world total population, total health expenditure of the OIC countries accounted only for 3.5% of 

total world health spending (US$ 227.2 billion). The average per capita health expenditure in OIC 

countries was US$ 147 in 2010, compared to US$ 5,276 in developed countries. Regarding 

government expenditure on health as percentage of general government budget, the OIC 

countries, as a group, earmark only 8.9% of their general budget for health, compared to 18.5% in 

developed countries and 16% in the world. In the OIC countries, 57% of total health expenditure 

comes from general government sources and 36% is out-of-pocket, compared to 65% and 14%, 

respectively in developed countries. Comparatively, out-of-pocket payments in the OIC 

countries, with regard to share in total health expenditure, doubled the world average in 2010. 

Low government health spending in OIC countries is not merely due to public financial 

constraints but is also an indicator on low priority given to health. General government 

expenditure in most countries of the OIC accounts for a relatively high share of their gross 

domestic product (GDP), indicating available fiscal space for increasing spending on health. 
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Universal health coverage is difficult to achieve if general government health spending as a 

percentage of GDP is below 4%. So far only five OIC member countries2 have reached this level 

of spending. Although donors play a significant role in financing the health sector in countries in 

complex emergencies3, external resources for health are often unpredictable and in many 

circumstances are ineffectively channelled to their final use.  

The main reasons of the inefficiency of health financing in most OIC countries include 

inappropriate skills mix, problems of procurement, and use of inappropriate technology in the 

delivery of health services. In some member countries, important sources of inefficiency relate to 

imbalances in health workforce production and utilization, in addition to disproportionate 

spending on curative and hospital care compared to preventive and primary care. Furthermore, 

the absence of strategic purchasing approaches and performance-linked provider payment 

mechanism has led to significant inefficiencies in the use of health resources (WHO, 2010a).  

D. Health Information Systems 

Reinforcing health information systems, including civil registration, risk factor and morbidity 

monitoring and health system performance is another challenge that has to be considered by the 

national health authorities in OIC countries. Health information systems are generally 

inadequate in terms of reporting quality and timeliness. There is duplication and fragmentation 

of data collection and lack of rigorous validation within different programmes. Not all member 

countries have credible registration of births and deaths, and most of them do not report 

complete and accurate causes of death. Information disaggregated by age, gender, location 

and/or socioeconomic status is not available in most countries due to scarcity of trained human 

resources in Epidemiology and health information systems (WHO, 2011a).  

In some member countries, mostly the least developed ones, there are gaps in the components of 

the health information system, which include resources, indicators, data sources, data 

management, information products and information use. In addition, the legislative and 

regulatory framework required to ensure a functioning health information system is sometimes 

lacking. Resources (such as personnel, finance, information and communication technology) are 

scarce and coordination is often inadequate, resulting in fragmented and weak data collection 

systems, both facility-and-population-based, that ultimately produce low quality information 

products related to health risks, morbidity, mortality and intervention coverage.  

Although some countries with health information system produce useful and relevant 

information products, major gaps still exist and quality is often a major concern. Evidence has 

shown that in countries having complete registration of births and deaths, the quality of cause-

of-death statistics produced by the current systems requires major improvement. Population 

surveys are conducted sporadically, some do not use standardize methodologies, thus not 

comparable, and some are conducted by multiple agencies with little joint planning and 

                                                           
2 Iraq (6.8%), Jordan (5.4%), Djibouti (4.7%), Guyana (4.6%), and Turkey (4.4%). 

3A complex emergency, as defined by the IASC, is “a humanitarian crisis in a country, region or society where there is 

total or considerable breakdown of authority resulting from internal or external conflict (WHO, Humanitarian Health 

Action; Definitions. Available online at http://www.who.int/hac/about/definitions/en/index.html) 

http://www.who.int/hac/about/definitions/en/index.html
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coordination leading to duplication and ineffective use of data for policy development and 

evaluation.  

E. Health Workforce 

Many OIC countries are still facing considerable challenges with respect to quantity, diversity 

and competency of the health workforce. Out of the 57 countries with a critical shortage of health 

workers in the world, 30 are OIC member countries. In these countries, the average health 

workforce density is around 10 per 10,000 population; a rate which is well below the benchmark 

of 23 per 10,000 population. Health workforce shortages are especially serious in member 

countries located in the regions of SA and SSA regions. Much of this is due to: insufficient 

measures at entry, in particular lack of preparation of the workforce through strategic investment 

in education and effective recruitment practices; inadequate workforce performance due to poor 

management practices in the public and private sectors; and problems at exit, in particular lack of 

policies for managing migration and attrition to reduce wasteful loss of human resources. 

Underpinning these are serious challenges relating to governance, stakeholders coordination, 

and information and evidence for decision-making, all of which need strengthening.  

The limited access to an 

adequately trained health 

workforce, particularly in rural 

and underserved urban areas, 

is the single most important 

factor in the inability to ensure 

access to essential health 

services and achieve the 

Millennium Development 

Goals. Health workforce 

development is facing serious 

challenges in the domains of 

planning, production, 

deployment/retention and governance. Effective use of the limited pool of locally produced 

human resources for health requires strengthening of workforce management, supportive work 

environment, training and capacity building, better productivity and effective approaches to 

retain staff. The quality of educational programmes is questionable due to declining support to 

the higher education institutions. The inability to prioritize investment in the production of a 

suitable workforce mix, including community level health workers, which meets population 

health needs and is sustainable, is an important challenge for workforce development in these 

countries.  

Only 15 OIC countries have relatively higher health workforce density ratios, ranging from 23 to 

59 per 10,000 population. Although many of these countries have higher workforce density ratios 

compared to the world average, several challenges are still exist. The most important challenge is 

the inability of the system to coordinate and optimize production, deployment and productivity. 

While the production capacity is adequate in many countries, the health system, in some 

countries, has limited capacity to absorb the workforce it produces. Concerns about the quality 



 OIC STRATEGIC HEALTH PROGRAMME OF ACTION 2014-2023 (OIC-SHPA) 

21 

and consistency of standards and social accountability of higher education institutions 

necessitate efforts to establish national accreditation programmes in most of these countries.  

F. Organization of Health Service Delivery 

According to WHO, health services are the most visible part of any health system both to users 

and to the general public. Health services may be delivered in the home, the community, the 

workplace, or in health facilities. According to WHO’s classification, to evaluate the quality of 

health service delivery, there are three main indicators: (i) antenatal care coverage; (ii) the third 

dose of diphtheria, pertussis and tetanus coverage rate; (iii) the tuberculosis treatment success 

rate.  

Antenatal Care Coverage 

The availability of antenatal care coverage (ANCC) data is still a major concern in many OIC 

countries as well as in the rest of the world even though a lot of progress has been made during 

the last decade. According to the latest available data during 2000-2010, around 80% of total 

pregnant women worldwide received antenatal checks up from a qualified health professional at 

least once during their pregnancy. Comparatively, ANCC rates in OIC countries remained lower 

than the world average. Around 77% of total pregnant women in the OIC member countries 

benefitted from antenatal care services at least once during their pregnancy (WHO, 2012a). 

At the OIC sub-regional level, member countries in ECA and MENA, except Yemen, registered 

ANCC rates that are higher than the OIC averages whereas the averages of SSA region remained 

below the OIC average. For the SA region, the data is even not available. 

Antenatal care and counselling is the entry point to the formal health care system and provides a 

solid base to monitor and improve the mother-baby health by identifying and 

preventing/controlling antenatal complications at the earliest stage. It also ensures a normal 

pregnancy with delivery from a physiologically and psychologically healthy mother. 

DTP3 

The third dose of combined Diphtheria-Tetanus-Pertussis (DTP3) immunization coverage has 

increased substantially in OIC countries during the last decade. The coverage rate increased to 

83% in 2010 from 67% in 2000. However, despite this significant improvement, DTP3 

immunization coverage in OIC countries remained slightly below the world average of 85% and 

well below the average of the developed countries of 95%. Coverage of DTP3 vaccination in the 

first year of life has been improved across the OIC regions where DTP3 coverage rates in LAC, 

In 2010, the average number of public and private health posts in OIC countries, for which the data 

are available, was 12.75 per 100,000 population; a level which is quite lower than the world average 

of 22.07 and the average of the developed countries of 46.59. Similarly, the average number of 

public and private health centres was 5.98 per 100,000 population; a level which was lower than the 

world average of 7.11 and the average of the other developing countries of 7.56. 
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ECA, MENA and EAP regions remained higher than the OIC average and the world average. In 

contrast, SSA is still seriously lagging behind coverage rate of 72.8% in 2010.   

DTP3 coverage data are used to reflect the proportion of children protected against diphtheria, 

pertussis and tetanus, and to indicate performance of immunization services and the health 

system in general. DTP3 is important in terms of vaccine preventable disease. The data shows 

that the higher DTP3 coverage rates the lower percentage of deaths from vaccine preventable 

disease among children. 

The Smear Positive  Treatment Success Rate 

In 2009, the smear positive 

tuberculosis treatment success rate in 

OIC countries was 86%; a rate which 

was higher than the world average 

of 85%. Yet, OIC countries in SSA 

region and some of the MENA 

countries registered rates which are 

lower than the world average.  

According to the United Nations 

(UN), the likelihood of treatment 

success rates can be affected by 

several reasons including the severity of disease (often related to the delay between onset of 

disease and the start of treatment), HIV infection, drug resistance, malnutrition and the support 

provided to the patient to ensure that he or she completes treatment. Even if the treatment 

quality is high, reported success rates will only be high when the routine information system is 

functioning properly. The treatment success rate will also be affected whether the outcome of 

treatment is recorded for all patients or not, including those who transfer from one treatment 

facility to another.  

There are several obstacles for OIC countries in terms of health service delivery. First of all, the 

availability of data is a problem itself. Institutional and international collaboration in health and 

information services are important for capacity building and data gathering. Database for health 

data and statistics could be established to have better monitoring and assessment on the progress 

of health indicators. 

Effective health service delivery also depends on having some key resources such as skilled 

labour, equipment, finance and information.  The ways services organized and managed is also a 

key factor. When we examine the OIC countries, even though they perform well in some cases as 

a group, the regional problems still occur. Particularly, actions should be taken across the SSA 

region. In this manner, global partnerships as well as funding mechanisms should be given 

priority since they are available to sustain routine financial support and therefore strengthen 

services.  

Finally, in low income countries, the management capacity/quality is another concern as was also 

proposed by the WHO. The managers attempting to scale up their services in unstable conditions 

are struggling with basic problems such as limited skills in basic accounting, managing drug 
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stocks and the management of basic personnel. It is therefore very important to prefer program 

specific or system-wide management systems within the health sector. 

G. Access to Essential Technologies and Medicines 

Median Availability of Selected Generic Medicines 

In the OIC countries, for which the relevant data are available, the median availability of selected 

generic medicines for public health sector ranged between 3.3% and 96.7% (with an overall 

average of 41.4%). Similarly, for the private health sector, the OIC countries represented a 

heterogeneous structure, with the median availability ranging from 13.6% to 98.2% (with an 

overall average of 66.5%). Among the OIC sub-regions, the median availability of generics is very 

low in some of the MENA and SSA countries as well as the EAP countries.  

Medicines are crucial ingredient for the safe and effective prevention and treatment of illness and 

diseases. It is, therefore, essential to have an easy and a timely access to them. Medicines must be 

accessible in acceptable quantities however, as mentioned above; this is not the case in most OIC 

countries.  

Around half of the increase in annual expenditure of ministries of health is consumed on health 

technologies yet a high percentage of population lacks regular access to quality essential 

medicines and other products in countries like Afghanistan, Djibouti, Pakistan, Somalia and 

Yemen (WHO/EMRO, 2012). Another major challenge for these countries is the lack of regulation 

of vaccines and other biological products, particularly those used in the private sector. Health 

technology management is affected by system‐wide weaknesses, such as limited financial 

resources and lack of production. Moreover, medicines procured as branded medicines are, on 

average, 2.9 times higher in price than the generic equivalent.  

Efficient systems for quality assurance and surveillance do not exist in many OIC countries and 

sale of counterfeit medicines is a major problem. Over 90% of medical products in OIC countries 

are imported, and irrational use is widespread. In the absence of government policies or capacity 

to regulate, markets are mainly supply‐driven, which partially explains why major investments 

made in procurement are wasted on inappropriate medical products. 

The availability of essential medicines in the public sector is limited due to insufficient resources 

and inefficient distribution and procurement. Therefore, private sector becomes the main 

provider of the medicine for the patient. However, they charge more. During the period 2003-

2009, and due to higher manufacturers’ prices, high mark-ups, taxes and tariffs, the median 

consumer price ratio of selected generic medicines in private sector was three times more than 

the price ratio in public sector in the OIC countries. According to the 2011 WHO Millennium 

Development Goal (MDG) report, promoting the use of generic medicines may be a solution for 

this problem because originator brand medicines generally cost much more than their generic 

equivalent.   

Health Infrastructure 

Health infrastructures are the formal and enduring structures which protect and enhance health. 

Their main goal is to control the communicable and non-communicable disease as well as 

protecting the health of mothers and children. For this purpose, the number of health posts as 
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well as the number of health centres per person is very informative when evaluating the 

countries’ health infrastructure.  

WHO defines health posts as either community centres or health environments with a very 

limited number of beds and limited curative and preventive care resources normally assisted by 

health workers. In 2010, the average number of public and private health posts in OIC countries, 

for which the data are available, was 12.75 per 100,000 population; a level which is quite lower 

than the world average of 22.07 and the average of the developed countries of 46.59. Similarly, 

the average number of public and private health centres was 5.98 per 100,000 population; a level 

which was lower than the world average of 7.11 and the average of the other developing 

countries of 7.56 (WHO, 2012a). 

The main obstacle is the availability of adequate and efficient public health systems. Even the 

lowest priced generic products and health services may not be afforded by the poorest portion of 

the population. It is, therefore, very crucial to ensure the availability of essential medicines and 

health infrastructure at no cost to provide access for all.  

Health Technology Policy 

Having a national health technology (medical device) policy can help in guaranteeing the best 

use of resources according to the unique needs of the population. Around 58.5% of the OIC 

countries (24 out of 41 countries), for which the data are available in 2010, did not have a national 

health technology (medical device) policy. Such a ratio is quite high compared to the developed 

countries average of 44.8% and the world average of 52%. However, 84.4% of these OIC countries 

had responsible units in their Ministries of Health for the management of medical devices. Such a 

rate was well above the world average of 72.8% in 2010. This situation indicates that although 

many OIC countries had units responsible for the management of medical devices, they do not 

have national medical device policy which simply implies that these units in the Ministry of 

Health are not efficient. In other words, concepts such as health technology assessment and 

management have yet to be recognized by the national health planners in many OIC countries. 

With regards to health technology policy, the productivity, itself, is an important problem. The 

units in the Ministries of Health need to be trained to provide national medical device policy. 

Organization and classification are other obstacles. In 2010, 63.6% of the OIC countries (28 out of 

44 countries for which the data are available) did not have a list of medical devices required for 

clinical procedures, high burden disease management or public health emergencies. Misuse and 

medical errors associated with health technologies are other major concerns.  

Many OIC countries are still facing considerable challenges with respect to quantity, diversity and 

competency of the health workforce. Out of the 57 countries with a critical shortage of health 

workers in the world, 30 are OIC member countries. In these countries, the average health 

workforce density is around 10 per 10,000 population; a rate which is well below the benchmark of 

23 per 10,000 population. 
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H. Equity, Transparency and Accountability 

According to the WHO definition, equity is the absence of avoidable or remediable differences 

among groups of people, whether those groups are defined socially, economically, 

demographically, or geographically. Health inequities therefore involve more than inequality 

with respect to health determinants, access to the resources needed to improve and maintain 

health or health outcomes. They also entail a failure to avoid or overcome inequalities that 

infringe on fairness and human rights norms.  

In most OIC member countries with high out-of-pocket spending on health services and/or 

inadequate health workforce, access to local health services is a great challenge. Protection of 

population groups that are vulnerable or have specific needs is one of the strategic directions 

highlighted in the WHO Country Cooperative Strategy (CCS 2008-2013) document. A special 

attention should be given to improve equity in access to care and targeting of particularly 

vulnerable segments of the population, such as pregnant women and new-born infants, or 

groups of population with specific needs: people with physical disabilities, older people, 

children, young people and adolescents.  In the absence of adequate social protection, financing 

of health care relies heavily on out-of-pocket spending and is thus a significant source of 

catastrophic health spending and impoverishment which will lead to inequity among different 

groups in the society. This has been one of the major obstacles to provide health services to the 

low income poor groups of the society in OIC countries.  

While evidence to support decision-making is more abundant, clear policies are often deficient 

and the capacity to develop norms and standards and monitor progress needs considerable 

strengthening. A stronger culture of accountability, transparency and inclusiveness needs to be 

developed in decisions related to resource allocation and distribution. 

Ministries of health in member countries such as Egypt, Iran, Iraq, Jordan, Lebanon, Libya, 

Morocco, Palestine, Syria, and Tunisia that face resource constraints did not succeed in 

developing effective regulations for the expanding for-profit private health sector (WHO/ EMRO, 

2012). In many of these countries, relevant legislation either does not exist or is obsolete and 

standards have not been updated. Many ministries of health are increasingly engaging with the 

non-state sector through formal contractual arrangements. There are opportunities for 

improvement by ensuring that contracting is competitive, transparent, well monitored and 

achieves the desired results. 

In countries such as Bahrain, Kuwait, Oman, Qatar, Saudi Arabia and United Arab Emirates 

where socio-economic development has progressed considerably over the past decades, 

supported by high income, the public sector is prominent and caters to most health care needs of 

the population. Strategic plans for health are available in these countries. However, the focus of 

these plans is usually on infrastructure development and they lack a multi-sectoral approach to 

addressing priority health problems, such as non-communicable diseases. National plans are 

biased towards curative care with less attention given to promotion and prevention. A significant 

challenge is the lack of responsiveness of the national health system to the needs of the large 

expatriate population in these countries. 
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I. Health Security and International Health Regulations (IHR) 

Many OIC countries face complex emergencies and most health systems are not well-prepared to 

respond to these situations. Shortcomings exist in collaboration, coordination and planning; 

communications and information exchange; education and training; legislation and regulation; 

and health system surge capacity (WHO/ EMRO, 2012). 

WHO has a portal for core capacity4 development to monitor the countries’ progress in IHR. 

Overall, in 2010 and 2011, the data show human resources, chemical events5 and points of entry6 

as the main areas of weakness in the reporting OIC countries that were having capacity scores 

below 50%.  Reports also highlight the delay in the development of national plans for 

implementation of the Regulations, the lack of national frameworks that cover the wide scope of 

the Regulations and the prevailing political instability in many of the OIC member countries. 

MENA countries, in particular, need specific guidance and policy documents on all core 

capacities in relation to international health regulations (IHR) especially those related to the local 

potential hazards. In terms of preparedness, countries lack national preparedness plans based on 

an all-hazards approach. Along with the need for a national central public health laboratory, 

many of the national veterinary and food services lack the necessary trained staff and equipment 

to confirm national priority diseases. Many countries also lack clear policy or guidance on the 

role of the private laboratory sector in reporting to the national surveillance system. Because of 

the many overlaps in the functions of surveillance, response and preparedness for relevant 

hazards across line ministries, along with the lack of coherent strategy; coordination is 

inadequate; lacking uniform surveillance and response mechanisms. 

Other major challenges faced since entry into force of the Regulations are: 

 A lack of commitment in some countries to implementing activities related to the Regulations; 

 The inability of some countries to maintain the considerable level of transparency required 

when assessing and verifying events that might be of national, regional and international 

concern;  

 The lack of appropriate mechanisms to empower the role of national focal points (at least in 

low and some of the middle income countries); 

 A lack of strong coordination among the various partners at regional and national levels, 

especially for zoonotic diseases and other potential hazards, such as food safety events, 

chemical events and radiation emergencies; 

 The lack of quality management systems in laboratories in most countries with regard to the 

importance of such systems on the part of national authorities, and of tools and procedures to 

implement quality management systems at country level; 

 The need to maintain strong surveillance and response systems and points of entry capacities; 

 The insufficiency of human and financial resources related to laboratories and points of entry. 

                                                           
4 WHO identifies the following core capacities for the purpose of monitoring the progress in IHR implementation: 

surveillance, response, preparedness, appropriate communication of risks, human resources, adequate laboratory 

services, national legislation, policy and financing. 
5 IHR requires reporting of all public health risks including zoonotic, food safety, radiological and chemical events that 

could pose a health risk and/or be of international concern. 
6 WHO defines a point of entry as "a passage for international entry or exit of travelers, baggage, cargo, containers, 

conveyances, goods and postal parcels, as well as agencies and areas providing services to them on entry or exit". There 

are three types of points of entry: international airports, ports and ground crossings. 
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The OIC-SHPA presents six thematic areas of cooperation among the OIC member countries, 

relevant OIC institutions and international organizations in the domain of health.  

These thematic areas of cooperation were identified and approved by the Brainstorming 

Workshop on the preparation of the OIC Strategic Health Programme of Action 2014-2023 which 

was held on 11-12 June 2012 in Ankara, Turkey, to discuss and finalize the structure of the OIC-

SHPA document. This workshop was attended by the members of the OIC Steering Committee 

for Health and health experts from some leading international universities.  

A. Health System Strengthening 

According to the WHO (2010b), a health system consists of all the organizations, institutions, 

resources and people whose primary purpose is to improve health. There are six building blocks 

of a health system: (i) leadership/governance (ii) service delivery, (iii) health workforce, (iv) 

health information system, (v) access to essential medicines, and (vi) financing. Therefore, in 

general, health system strengthening encompasses all those actions, activities and measures 

which aim to improve the situation regarding aforementioned building blocks of health system 

in a country/region. 

In most of the OIC countries, governments are lacking in exercising their stewardship functions 

that make health system performance more effective and efficient as well as lacking in protecting 

the beneficiaries mostly because of outdated legislation and lack of enforcement of public health 

regulations. Information and data for policy formulation and strategic planning are inadequate 

and also have many deficiencies which lead to inefficient implementation of the existing national 

policies and strategies.  

Access to primary health care in the OIC member countries is a problem all on its own. In some 

member countries, most of the population, reaching to as much as 90% in some member 

countries-especially in Africa, stay out of the social health protection (ILO, 2008). Lagging behind 

in implementing an essential package of health services and relatively low rate in universal 

coverage make especially low-income side of the society more vulnerable. To ensure health 

system strengthening, the existing health inequities, therefore, need to be eliminated which can 

be achieved by an efficient social protection. In the absence of adequate social protection, 
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financing of health care depends heavily on out-of-pocket spending. Out-of-pocket spending 

accounts for 36% of total health spending in OIC member countries (WHO, 2012b) and is a 

significant source of catastrophic health spending and impoverishment that will lead to inequity 

among different groups in the society. This has been the main obstacle in OIC countries for not 

being able to provide health services to the low-income groups of the society.  

The insufficiency of health financing is another concern in OIC member countries. The average 

per capita health expenditure in OIC member countries, as a group, is only US$ 147; compared to 

the world average of US$ 947. This amount stands quite low reflecting inadequate spending to 

achieve appropriate access to quality health services. Average government expenditure on health 

as a percentage of general government budget amounts to 8.9% in OIC member countries 

compared to 16% in the world. On average, OIC member countries as a group spend only 2.6% of 

their GDP on health compared to 10.4% in the world. In most of the OIC countries, general 

government health spending as percentage of GDP lags far behind the level which ensures 

achieving the universal health coverage (WHO, 2012b).  

Health workforce in terms of quantity, diversity and competency is still considerable challenge 

for many OIC countries. The average workforce density in the OIC countries is 24 per 10,000 

population-quite lower than that of developed countries (62 per 10,000 population).  The limited 

access to adequately trained health workforce is the main reason behind the low accessibility to 

health services particularly in rural and underserved urban areas. Health workforce 

development is experiencing serious challenges in terms of planning, production, 

deployment/retention and governance. The quality of educational programmes is another 

concern; especially in the area of medical and nursing education-majority of schools still follow 

traditional programmes.   

In low income OIC countries, the capacity and quality of health management system is another 

concern. The managers attempting to scale up their services in unstable conditions are struggling 

with basic problems such as limited skills in basic accounting, managing drug stocks and the 

management of basic personnel. It is therefore very important to prefer program specific or 

system-wide management systems within the health sector to strengthen overall health system.  

 Antenatal care is one of the main entry points in health care system. It does not only monitor the 

mother-baby health during pregnancy but can improve long term outcomes for both mother and 

child. According to the WHO, 77% of total pregnant women in the OIC countries, in general, 

benefitted from antenatal care services. Yet, the performance of OIC member countries, in terms 

of ANC rates, remained lower than the world average of 80% with great variability at the sub-

national level in many countries. In most of the OIC countries, particularly in the SA region, the 

statistical data is not even available. Similarly, DTP3 immunization coverage in OIC countries, 

which is used as a proxy to indicate performance of immunization services and the health system 

in general, is still lagging behind the world average despite increasing substantially to 83%. It 

should be noted that the vaccines are playing very important role to prevent epidemics, and a 

strong health system therefore requires the delivery of regular vaccination. 

Access to essential medicines is important for the effective health care delivery system. 

Availability of essential medicines is one of the most important elements of quality of health care 

services in a country. However, WHO data shows that even the median availability of generics 

(41.4% in public and 66.5% in private health sectors) is very low in OIC sub-regions particularly 
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in some of the MENA, EAP and SSA countries. Problems in access to essential medicines are 

often related to capacity to regulate, supply-driven markets and poor distribution. Due to 

insufficient sources, the availability of medicines in the public sector is limited, and as a result, 

private sector becomes the main provider of the medicine for the patient. However, price of 

selected medicines in private sector is three times more than the price ratio in public sector 

(WHO, 2012a).  

Health technology policy is another concern. Recent WHO data indicates that although many 

OIC countries have units responsible in their ministries of health for the management of medical 

devices, they do not have national health technology policy. Such a condition simply implies that 

concepts like health technology assessment and management have yet to be recognized by the 

national health planners in many OIC countries. 

This state of affairs necessitates more 

commitment and efforts by the 

governments of OIC member countries to 

put health system strengthening higher at 

their national health agendas. Member 

countries must strive hard for enhancing 

cooperation and collaboration both at 

regional and international level to garner 

technical and financial support to 

strengthen their health systems to meet the 

current and future demands for health care 

services of their rapidly increasing 

populations. 

B. Disease Prevention and Control 

Prevention and control of diseases and pandemics is one of the most significant areas to be 

addressed in the domain of health. Cooperation in this area is a common interest of international 

community and all OIC member countries. 

In this context, the OIC member countries have been taking various actions against diseases and 

pandemics in the context of both their national health programs/strategies and their partnerships 

at the international level. They have been striving to develop multifaceted prevention, care and 

treatment strategies and programs and emergency preparedness plans. However, much more 

efforts are still needed to strengthen health infrastructures, capacity building of health 

professionals and improving access to essential medicine, including vaccines, especially in those 

member countries which lack the necessary resources to do so. This underlines the pressing need 

for closer collaboration at the regional and global levels with the involvement of relevant 

international institutions and initiatives in the area of health, such as the WHO and the Global 

Fund. 

A cursory look at the general trends in the cause-specific morbidity and mortality (i.e. prevalence 

of and deaths due to communicable and non-communicable diseases, as well as injuries) is quite 

revealing. The average crude death rate is around 809 per 100,000 population in OIC countries 
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(2011 or latest year’s figure, World Bank WDI). Although this is not significantly different from 

other developing and developed countries, the composition of underlying causes matters a lot. 

Over 90% of the 55.9 million deaths worldwide in 2008 was due to the pair of communicable and 

non-communicable diseases (27.8% and 63.3%, respectively), and the rest from injuries. 

Communicable diseases still constitute a substantially larger portion of the total deaths (45.6%) in 

the OIC member countries than they do in other developing countries (26.4%). In developed 

countries, communicable diseases account for even less than one-tenth (6.8%) of total deaths. As 

far as the non-communicable diseases are considered, on average, almost 46.3% of the deaths in 

OIC countries are caused by non-communicable diseases, whereas this ratio is around 63.8% in 

other developing countries and as high as 87.2% in developed countries. Apparently, there is a 

positive (negative) relationship between the level of development and the share of non-

communicable (communicable) diseases in total mortality. That is, when the countries develop 

the necessary capacity and skills to combat communicable diseases and longevity increases, non-

communicable diseases rapidly becomes more prevalent, so does the mortality due to them. 

Overall, this shifts the causality from one side to another (from communicable to non-

communicable diseases, or vice versa) – with overall death rates remaining relatively unchanged. 

In view of the above, the rest of this section aims to give a quick overview of the current trends in 

the OIC countries pertaining to the prevalence, control and prevention of major communicable 

and non-communicable diseases and their risk factors. In doing so, the section aims to offer some 

recommendations for policy-making. 

Communicable diseases 

Prevention and control of communicable diseases is a global challenge and joint responsibility in 

today’s interconnected world – with OIC countries being no exception. Communicable diseases 

threaten populations across national boundaries and regional divides, and any outbreak in one 

part of the world could rapidly spread to other regions within no time and lead to significant loss 

of lives while having a negative impact on the economies of the countries. Particularly in OIC 

countries, where there is not adequate infrastructure, human capacity and awareness of 

prevention in place, any late action can be big with consequences. 

Human immunodeficiency virus infection / acquired immunodeficiency syndrome (HIV/AIDS), 

tuberculosis and malaria are the top three 

single agents/diseases that claim most 

lives globally. According to the UNAIDS, 

in 2009, there were an estimated 32 

million people in the world living with 

HIV/AIDS. With 9 million people living 

with HIV/AIDS, 43 OIC countries, for 

which the AIDS data are available, 

represented a 28% share in world total.  

In the same year, an estimated number of 

1.7 million deaths in the world were 

AIDS-related. The same 43 OIC member 

countries accounted for 32% of these 

deaths – which is disproportionately high 
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considering their share in the world population. In responding to the HIV/AIDS challenge, OIC 

countries, despite having a comparable population-standardized number of facilities for 

treatment, lag behind other developing countries in the number of adult population who receive 

HIV/AIDS testing and counselling (i.e. lower number of population serviced per facility). On 

average, 2,025 adults per 100,000 adult population in 42 reporting OIC countries received 

HIV/AIDS testing and counselling in 2010. This is less than half of the average for other 65 

reporting developing countries (4,558 adults). In the same year, the estimated proportion of the 

people receiving antiretroviral therapy (ART) within the total estimated number of people living 

with HIV/AIDS in 41 reporting OIC countries was on average only 14% - as compared to 24% in 

other 68 developing countries and 59% in 13 developed countries with reported data. As of 2010, 

there was an estimated number of 3.7 million people in the OIC countries needing ART based on 

WHO 2010 guidelines – representing a 27% share in total number of people in the world 

classified as such.  

According to the WHO’s World Malaria Report for 2011, out of the 106 malaria-endemic 

countries worldwide, 43 (41%) are OIC countries. In 2010, the average number of malaria-caused 

deaths reported in these 43 malaria-endemic OIC countries was around 5.5 per 100,000 

population, which is twice the average of other 62 developing countries.  

Despite a decrease by one-third over the last decade, the prevalence of tuberculosis is still highest 

in the OIC countries, as compared to other developing countries as well as the world as a whole. 

In 2000, 333 per 100,000 population in the OIC countries were suffering from tuberculosis. 

Although this number decreased to 214 in 2011, it was still above the world average of 171 and 

the average of other developing countries of 190. Among the HIV-negative people in the member 

countries in 2011, a total of 320,191 lives were claimed by tuberculosis, representing 33.0% of the 

total tuberculosis deaths worldwide. In terms of the diagnosis of tuberculosis, developing 

countries lag far behind developed countries in their built-in capacity, with OIC countries again 

being no exception. According to the most recent data available from WHO, as of 2011, the 

average number of laboratories in OIC countries providing drug susceptibility testing (DST) for 

tuberculosis was only 0.64 per 5 million people– as compared to 1.00 in other developing 

countries and the world average of 2.29. In developed countries, however, this rate is as high as 

12.62. In a similar vein, the number of tuberculosis diagnostic laboratories using culture is on 

average 2.11 for each 5 million people in OIC countries – as compared to 3.85 in other developing 

countries and the world average of 5.35. In developed countries, this rate is 20.01.7,8 Although a 

more optimistic picture is the case for the number of tuberculosis diagnostic laboratories using 

sputum smear microscopy – the cornerstone of tuberculosis diagnosis in developing countries – 

the latter is considerably insensitive and able to detect roughly 50% of all the active cases. 

Sensitivity can be as low as 20% in children and HIV-infected people. Furthermore, smear 

microscopy cannot detect resistance to drugs (WHO, 2008). The lack of a robust network of 

tuberculosis laboratories with modern methods for diagnosis manifests itself in low tuberculosis 

detection rates. Over the last 5-year period, the OIC member countries has made little progress in 

phasing in more precise and sensitive detection methods and accordingly the proportion of 

                                                           
7 A major shortcoming of conventional microscopy is its relatively low sensitivity compared with culture, especially in 

patients co-infected with HIV. 
8 Culture and DST methods are suitable for direct application on smear-positive specimens only 
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estimated new and relapse tuberculosis cases detected remained at low levels – 61% in 2011 vis-

à-vis 72% in other developing countries and 88% in developed countries.  

Immunization is a proven tool for controlling and eliminating life-threatening infectious diseases 

and is estimated to avert between 2 and 3 million deaths each year (WHO, 2011b). It is one of the 

most cost-effective health investments, with proven strategies that make it accessible to even the 

most hard-to-reach and vulnerable populations. According to the WHO data, in 2010, some 80-

85% of the infants in OIC countries were able to be administered immunization agents against a 

number of infectious diseases, namely measles, diphtheria tetanus toxoid and pertussis, hepatitis 

B, haemophilusinfluenzae type B (Hib), tuberculosis (BacilleCalmette–Guérin or BCG vaccine), 

and polio. Although this coverage ratio is comparable to, and in some cases even higher than, 

that of other developing countries, much has to be done to reach the average coverage levels of 

around 90-95% which are observed in developed countries. 

The substantial increase in resources dedicated to health through development assistance and 

other sources in the last ten years is changing the trajectory of life-threatening infectious diseases. 

In this regard, the Global Fund, soon after its inception in 2002, became one of the main 

multilateral funders in global health by channelling almost 82% of all international financing for 

tuberculosis, 50% for malaria, and 21% of the international financing against HIV/AIDS. 

According to the data obtained from the Fund, as of mid-2012, the Fund had approved a total of 

US$ 7.0 billion for grants in OIC member states – of which US$ 4.4 billion had already been 

disbursed. The total lifetime budget of the Fund for OIC member countries is US$ 10.4 billion. 

Since the creation of the Fund until mid-2012, 52 OIC member states have benefited in the form 

of US$ 3.0 billion allocated for fighting HIV/AIDS (42.5% of the total approved amount), US$ 1.4 

billion for tuberculosis (20.0%) and US$ 2.6 billion for malaria (37.7%). With the help of the 

Global Fund investments, OIC member states have been able to scale up a range of prevention, 

treatment and care services for HIV/AIDS, tuberculosis and malaria in recent years.  

On the other hand, in 2012, only three countries worldwide, namely Afghanistan, Nigeria and 

Pakistan, remain polio-endemic (from 125 in 1988) – representing, by end-2011, the two-thirds 

and half of the reported cases in OIC countries (a total of 546 cases) and the world (a total of 673 

cases), respectively. Polio cases worldwide have reached these levels after a decrease by over 

99% from an estimated 350,000 cases in year 1988, marking the establishment of the Global Polio 

Eradication Initiative (GPEI). Between 2000 and 2010, polio immunization among one-year old 

infants in 56 OIC member countries for which data are available has increased substantially from 

Globally, an estimated 287 000 maternal deaths occurred in 2010 – a decline of 47% from levels in 

1990. OIC member countries witnessed some improvement in maternal health conditions and 

maternal mortality rate (MMR) declined to 330 deaths (per 100,000 live births) in 2010. However, it is 

well above the world average (211) and average of non-OIC developing countries (178). In 2010, 

almost 28% of all maternal deaths in OIC countries were only in Nigeria. A total of 20 OIC countries 

had high MMR (defined as MMR ≥300 maternal deaths per 100,000 live births) in 2010. Of these 

countries, Chad and Somalia had extremely high MMRs (≥1000 maternal deaths per 100,000 live 

births) at 1100 and 1000, respectively.  
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68% to 85%. The GPEI’s strategic plan for 2013–2018 put in place the target of ceasing and 

validating the cessation by end-2018. Previously under the GPEI’s strategic plan for 2010–2012, 

the three remaining polio-endemic OIC countries reported launching of national polio 

emergency action plans, overseen in each case by the respective head of state, and the partner 

agencies of the GPEI also moved their operations to an emergency footing, working under the 

auspices of the Global Emergency Action Plan (EAP) 2012-2013. It is need of the hour that 

member countries in collaboration with OIC GS should stimulate and coordinate Muslim 

Community solidarity and support to the three remaining OIC member countries that have not 

yet interrupted polio transmission (Afghanistan, Nigeria and Pakistan) to also achieve polio 

eradication.  

All in all, over the last few decades, OIC countries have made significant progress in the 

prevention and control of many infectious diseases which manifested itself through a significant 

increase in average life expectancy in the member countries and, in turn, the elevated risks of 

non-communicable diseases.  

Non-communicable diseases 

The 2012 World Health Statistics Report 

of the WHO highlights non-

communicable diseases, also known as 

chronic or non-infectious diseases, as “a 

major health challenge of the 21st 

century”.  The analysis in this section is 

indeed supportive of this argument, 

especially for the case of OIC countries. 

Of the estimated 55.9 million global 

deaths in 2008, 35.4 million (63.3%) 

were due to non-communicable 

diseases. Population growth and 

increased longevity are leading to a 

rapid increase in the total number of 

middle-aged and older adults, with a corresponding increase in the number of deaths caused by 

non-communicable diseases. With the increasing upside risks, particularly with regard to the 

cardiovascular diseases and cancers, the total number of annual non-communicable disease 

deaths is projected by the WHO to reach 55 million by 2030 – largely offset by a decline in the 

annual infectious disease deaths over the next 20 years. 

In 57 members of the OIC, an important health transition has taken place over the last half-

century. Between 1960 and 2010, there has been on average a 17.4 years increase in life 

expectancy in OIC countries. As people in the OIC countries live longer, there has been a rapid 

rise of non-communicable diseases. This increase was mainly due to changing causality structure 

– i.e. increased resilience against infectious diseases through effective prevention and, in turn, 

higher prevalence of non-communicable diseases which basically prevail at later ages. In 2008, 

with 6.1 million cases, OIC countries accounted for 17% of the global deaths due to non-

communicable diseases – with 35.3% of deaths occurring before the age of 60 as compared to 

26.7% in other developing countries and 12.3% in developed countries.  
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The four leading causes of deaths due to non-communicable diseases are cardiovascular diseases, 

cancers, diabetes and chronic lung (respiratory) diseases, including asthma and chronic 

obstructive pulmonary disease. These four groups of diseases account for around 80% of the total 

deaths due to non-communicable diseases all around the world. More importantly, they all have 

four common risk factors: tobacco use, physical inactivity, the harmful use of alcohol, and 

unhealthy diets. Moreover, the burden of non-communicable diseases is rising 

disproportionately among the developing countries in general and OIC countries in particular.  

Behavioural risk factors, including tobacco use, physical inactivity, unhealthy diet and the 

harmful use of alcohol, are estimated to be responsible for about 80% of coronary heart diseases 

and cerebrovascular diseases. Behavioural risk factors are associated with four key metabolic 

and/or physiological changes – raised blood pressure, increased weight leading to obesity, high 

blood glucose (hyperglycemia) and high cholesterol levels (hypercholesterolemia). These changes 

can have multiple effects. For example, in addition to its direct role in diabetes, raised fasting 

blood glucose also increases the risk of cardiovascular deaths, and was estimated to cause 22% of 

coronary heart disease deaths and 16% of stroke deaths (WHO, 2012b). In terms of attributable 

deaths, the leading behavioural and 

physiological risk factors globally are 

raised blood pressure, followed by tobacco 

use, raised blood glucose, physical 

inactivity and being overweight or obese. It 

has been estimated by the WHO that that 

raised blood pressure causes 51% of stroke 

deaths and 45% of coronary heart disease 

deaths (WHO, 2009). While the average age-

standardized blood pressure9 for both males 

and females has been decreasing in 

developed countries since the last three 

decades, it has been stable or increasing in 

OIC countries. The upward trend in blood 

glucose over the last three decades also endangers the control and prevention of non-

communicable diseases in OIC member countries. Moreover, the increase in mean fasting blood 

glucose levels in OIC countries has been more significant for females than for males. In terms of 

physical inactivity, based on 2008 data by WHO on a sample of 122 countries, the proportion of 

the 15+ aged adults in 31 OIC members with available data who were found to be physically 

inactive was 32.1%. Although this compares favourably to 46.3% average of 27 developed 

countries in the sample, it is considerably higher than the 26% average of other 64 developing 

countries with available data. This indicates that insufficient physical activity is another 

important risk factor that necessitates the health policy-makers to pay utmost care. Moreover, in 

all country groups, including the OIC, physical inactivity among females is much more prevalent 

than among males.  

                                                           
9 Refers to the sytolicsystolicsytolic blood pressure (SBP). 
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On the other hand, the most recent available data indicate that the prevalence of tobacco use, 

especially among males, is considerably high in the member countries. Data extracted from the 

WHO shows that in 20 OIC countries out of 37 with available data, the prevalence of tobacco use 

among male adults was over 30%. As for prevalence among youth, Global Youth Tobacco Survey 

of the WHO reveals that in half of the 52 OIC countries with available survey data, in 2010, the 

prevalence of tobacco use among 13-15-year-olds was more than 20%. Notwithstanding this fact, 

most of the OIC countries have already ratified (51) or signed (45) the WHO Framework 

Convention on Tobacco Control. Over the years, member countries strived very hard to contain 

this epidemic by taking some measures like controlling tobacco production, banning 

advertisement in media and discouraging consumption by levying high taxes on tobacco 

products. However, despite all these noble efforts, tobacco epidemic is on rise and it is 

recognized as one of the leading causes of premature preventable deaths across the OIC member 

countries. 

Worldwide, 2.8 million people die each year as a result of being overweight or obese.9Being 

overweight or obese can lead to adverse metabolic effects on blood pressure, cholesterol and 

triglyceride levels, and can result in diabetes. Being overweight or obese thus increases the risks 

of coronary heart disease, ischaemic stroke, type 2 diabetes mellitus, and a number of common 

cancers. According to the 2008 data by WHO, one-third (33.7%) of the adults aged over 20 in OIC 

countries were overweight (indicated by a body mass index (BMI) value greater than or equal to 

25) as compared to 28.3% in other developing countries. Prevalence of being overweight in 

females is significantly higher than in males all around the world except for the developed 

countries where the situation is exactly the opposite. On the other hand, one out of every ten 

adults aged 20+ in OIC countries is facing obesity (11.8%) – indicated by a BMI value greater than 

or equal to 30. This is higher than the 8.9% average observed in other developing countries. On 

average, female obesity is again significantly higher than the male obesity in developing 

countries and almost twice as prevalent as the male obesity in OIC member countries. It is 

particularly worth noting in this respect that obesity and being overweight are especially critical 

health issues for the OIC member countries in the MENA region. The lifestyle changes associated 

with the increase in wealth and rapid urbanization which have been accompanied by new 

technologies that promote sedentary lifestyles are some of the major contributing factors. In 

MENA region, 57.4% of the population is overweight – which is higher than the developed 

countries average of 55.9%. As far as the females are considered this level is even higher: 61.9%. 

As for obesity, 24.5% of the MENA population is classified as such and women in the region are 

significantly more likely to be obese than men: 31.8% vs. 17.6%.  

Yet, health system response and capacity in OIC countries to prevent, combat and control non-

communicable diseases are not at desired levels. According to the WHO 2010 Non-

Communicable Disease Country Capacity Survey, more than half (in some cases around two-

thirds) of the member countries lack operational policies, strategies and action plans for 

controlling cardiovascular diseases, chronic respiratory diseases and diabetes, as well as for 

addressing major underlying risk factors – such as alcohol use, unhealthy diet, 

overweight/obesity, and insufficient physical activity.  

In terms of non-communicable-disease-related partnerships in the area of health as well as the 

promotion of health-related behaviour change, the same survey indicates that, almost one-fourth 
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of the member countries have no partnerships or collaborations for implementing key activities 

related to non-communicable diseases, whereas one-third do not even implement fiscal 

interventions to influence behaviour change. Around 95% of the 31 developed countries with 

available data reported the existence of both partnerships/collaborations and fiscal interventions. 

As far as the infrastructure for health system response and capacity is considered, almost one-

fifth of the 54 reporting OIC countries indicated that they have no units (or departments) in their 

ministries of health which are responsible for non-communicable diseases. 95% out of other 99 

developing countries with available data, however, indicated the existence of such units.  

C. Maternal, New-born and Child Health and Nutrition 

With estimated maternal mortality rates 

exceeding 1000 deaths per 100,000 live births, 

infant mortality rates exceeding 100 deaths per 

1000 live births and under-5 mortality rates 

exceeding 150 deaths per 1000 live births in 

2010, the rates of maternal, new-born and child 

mortality in some OIC member countries are 

amongst the highest in the world. Improving 

the health of mothers, new-borns and children 

and reducing the number of preventable deaths 

are, therefore, identified as among the top 

priorities for collective actions. In this respect, 

special efforts are needed to improve the quality 

and availability of health services including 

antenatal and postnatal care, safer deliveries, care for new-borns and infants, better nutrition, 

and routine immunization against preventable diseases. There are also huge opportunities for 

accelerating progress in the member countries. There is evidence on implementing country-

tailored cost effective interventions for reproductive, maternal, new-born and child health, and 

on impact of the interventions on maternal and child health. 

There are important country success stories within the OIC countries in implementing these 

interventions and delivery strategies. For example, Egypt has achieved universal coverage with the 

integrated management of childhood illnesses and high coverage of maternal health interventions 

(WHO/ EMRO, 2012). Iran has scaled up primary care for maternal, new-born and child health 

building on the success of community health workers. The progress made in OIC countries in 

maternal and child survival over time reflect the successful interventions across a range of social 

determinants of health, such as female education, empowerment, poverty alleviation, investments 

in health systems and good governance. Yet in some countries, especially those with high mortality 

rates, implementation strategies remain limited and ineffective due, in part, to inadequate political 

support and leadership, restricted and unequal access to care, weak health systems, low workforce 

capacities and inadequate ability to monitor progress and track results and resources. The 

challenge now facing the high-burden OIC countries is how to achieve universal coverage of 

effective interventions while optimizing investments and enhancing accountability to improve the 

health of women and children.  
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In what follows, different aspects of maternal, new-born and child health have been investigated 

to identify potential remedies and areas of cooperation.  

Antenatal, Delivery and Postnatal Care 

Antenatal Care Coverage 

According to the latest data available during the period 2000-2010, around 77% of total pregnant 

women in the OIC member countries benefited from antenatal care services at least once during 

the pregnancy, whereas only 38% of total pregnant women benefited from recommended four 

antenatal check-ups (WHO, 2012a). In both cases, the OIC average remained below the world 

average and average of the developing countries. 18 member countries registered antenatal care 

coverage rate of less than 50%. In 7 out of these 18 members, antenatal care coverage remained 

less than 20%. Along the continuum of care, antenatal care coverage has similar challenges with 

other components that are influenced by supply and demand: general health system weaknesses 

and social, economic, and cultural barriers. Human resources are also a major challenge. 

Deployment of staff to rural areas can be a real difficulty, particularly where there are no 

economic or career incentives to deploy and retain staff in less favourable conditions. 

Births Attended by Skilled Health Personnel 

OIC member countries registered an increase in the proportion of total births attended by skilled 

personnel from 45% in 1990-1999 to 56% in 2000-2010 (WHO, 2012a). However, despite this 

positive trend, OIC averages remained well below the averages of the world, developed, and 

developing countries during the period 2000-2010. In 14 member countries, less than 50% of total 

pregnant women received skilled health care during birth in the same period. In planning a 

strategy for the provision of skilled attendants for all pregnant women and their new-borns, the 

following five factors are especially important: the geographical diversity; the types of health 

care professionals currently fulfilling the role of the skilled attendant; the structure of the health 

system; the special needs of women with underlying health conditions, and monitoring of the 

existing situation. 

Maternal Mortality 

Globally, an estimated 287 000 maternal deaths occurred in 2010 – a decline of 47% from levels in 

1990. OIC member countries witnessed some improvement in maternal health conditions and 

maternal mortality rate (MMR) declined to 330 deaths (per 100,000 live births) in 2010 (WHO, 

2012a). However, it is well above the world average (211) and average of non-OIC developing 

countries (178). Disparity exists within and across countries and regions. In 2010, almost 28% of 

all maternal deaths in OIC countries were only in Nigeria with more than 39,000 deaths. A total 

of 20 OIC countries had high MMR (defined as MMR ≥300 maternal deaths per 100,000 live 

births) in 2010. Of these countries, Chad and Somalia had extremely high MMRs (≥1000 maternal 

deaths per 100,000 live births) at 1100 and 1000, respectively. The other five highest MMR 

countries were: Sierra Leone (890), Guinea-Bissau (790), Sudan (730), Cameroon (690) and 

Nigeria (630).  

Most maternal deaths could be prevented if women had access to professional health care 

services before and during pregnancy, childbirth and the postpartum period. This implies 

strengthening health systems. 
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Vaccination 

Vaccination coverage trends in the world and OIC member countries continue to be positive. In 

2010, 82% of infants in OIC member countries were immunized against measles, 83% against 

combined Diphtheria-Tetanus-Pertussis (DTP3), 84% against Haemophilus Influenza Type B 

(Hib), 89% against BCG and 85% against Polio (Pol3). Similarly, coverage of hepatitis B (HepB) 

vaccination has reached to 82% in 2010 

(WHO, 2012a). However, except for HepB 

and Pol3, immunization coverage among 

one year olds in OIC member countries 

remained below the world average and the 

average of other developing countries. 

Insufficient social mobilization for adequate 

community demand for vaccination, poor 

management and logistics systems, 

inadequate funding for immunization 

activities in low income countries and new 

vaccines introduction in middle income 

countries as well as emergency and security 

situation in conflict areas are among the 

major challenges. 

Nutrition 

Low Birth-weight New-borns 

The prevalence of low birth-weight (LBW) new-borns in OIC member countries remained higher 

than the world and developed countries averages. According to the latest data available during 

the period 2000-2010, about 14.3% of total births in member countries were registered as low 

birth weight. During this period, OIC member countries accounted for around 29% of world and 

31% of developing countries total births whereas around 31% of world and 32% of developing 

countries total underweight babies were born in the OIC member countries (WHO, 2012a). The 

highest prevalence of LBW new-borns was recorded in Mauritania (34%), followed by Pakistan 

(32%), and Niger (27%). Recent research has shown that an infant whose mother was a LBW baby 

is four times more likely to have a LBW baby; the likelihood is six times greater in the case of an 

LBW father. Therefore, preventing LBW new-borns becomes important for future generations as 

well. LBW births constitute a major health problem for the infants, their families, and the society. 

The associated costs include not only the initial hospital costs for mother and infant, but also the 

long-term costs associated with neuro-developmental impairments, learning disabilities, and the 

lifespan curtailing medical disorders. 

Risk factors associated with LBW include socio-economic disadvantage, poor health and 

nutrition of women during pregnancy, smoking while pregnant, consumption of drugs and 

alcohol while pregnant and experiencing abuse while pregnant. It has been demonstrated that 

maternal smoking is one of the most modifiable risk factors to prevent LBW babies.  
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Infants Exclusively Breastfed 

In OIC member countries, 30% of new-borns were exclusively breastfed for the first six months of 

their life during 2000-2010, while worldwide slightly more than one third (36%) of new-borns 

were breastfed. At the individual country level, prevalence of breastfeeding ranged from a low of 

1% in Djibouti to a high of 60% in Uganda (WHO, 2012a). Prevalence of breastfeeding remained 

less than 15% in 15 member countries. Studies have shown that breastfed children have at least 

six times greater chance of survival in the early months than non-breastfed children.  

In this regard, national infant and young child feeding policies and strategy frameworks should 

be developed and implemented. Programme plans should also be developed and implemented 

to operationalize these strategies. 

Stunted, Underweight and Overweight Children 

Prevalence of stunting, underweight and overweight in children under the age of five are very 

important indicators for measuring long term nutritional imbalances and malnutrition in a 

population. The prevalence of stunting, underweight and overweight in OIC countries was 36%, 

22% and 8% in 2000-2011, respectively. In non-OIC developing countries, these shares were 31%, 

22%, and 5% during the same period, respectively. Among the OIC countries, more than 50% 

children under the age of five were stunted in Afghanistan (59%), Yemen (58%) and Niger (55%). 

Underweight prevalence also remained highest in Yemen (43%) and Bangladesh (41%). 

Overweight prevalence was highest in Albania (23%) and Libya (22%). While the ratio of 

underweight children is above the world average of 21% in 15 OIC countries, the ratio of stunted 

children is above the world average of 32% in 22 OIC countries. On the other hand, in 30 OIC 

countries the ratio of overweight children is above the world average of 6% (WHO, 2012a). 

Children who are stunted are at a greater risk of having difficulty learning, playing, engaging in 

normal childhood activities and being productive members of society later in life. 

Undernourished children are also more susceptible to frequent and repeated disease and illness 

due to a weakened immune response, as well as at a greater risk of becoming overweight or 

obese later in life. Undernutrition from micronutrient deficiencies, or ‘hidden hunger’, also 

affects over 2 billion people globally and can lead to reduced growth and cognitive development, 

birth defects, blindness, and overall poor health. Vitamin A deficiency, iron deficiency anaemia 

and iodine deficiency disorders are among the most common forms of micronutrient 

malnutrition. 

Infant and Child Mortality 

Infant Mortality 

In 2010, one in every 18 children died before their first birthday in OIC countries compared to 

one in 23 children in developing countries, one in 25 children in world and one in 211 children in 

developed countries. The average infant mortality rate in OIC countries has declined from 84 

deaths per 1000 live births in 1990 to 56 in 2010. In 2010, infant mortality rate ranged between 63 

and 92 deaths per 1000 live births in 15 member countries (SESRIC, 2011). 

Since more than one third of all child deaths occur within the first month of life, providing 

skilled care to mothers during pregnancy, as well as during and after birth, greatly contributes to 

child survival.  
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Under-5 Child Mortality 

In OIC member countries, under-5 child mortality rate has fallen from 126 deaths per 1000 live 

births in 1990 to 82 in 2010. Despite this improvement, one in 12 children in OIC member 

countries die before their fifth birthday compared to one in 16 children in developing countries 

and  one in 18 children in the  world (SESRIC, 2011). In 2010, three OIC member countries were 

the top three countries with highest under-5 child mortality rate in the world. Somalia was first, 

followed by Mali and Burkina Faso.  

It is shown that more than 60% of all under-five child deaths can be avoided with proven, low-

cost preventive care and treatment. Preventive care includes continuous breast-feeding, 

vaccination, and adequate nutrition. It is essential to improve capabilities in identifying 

adjustable risk factors and determining the best strategies for prevention. There is need for more 

investment and better trained and equipped health workers to reach the majority of children 

who today do not have access to basic health care. Training families and communities in how 

best to bring up their children healthily and deal with sickness when it occurs carry also 

importance in reducing child mortality. 

D. Medicines, Vaccines and Medical Technologies 

Medicine: Information on access 

to medicines is not readily 

available. As a proxy of access, 

WHO surveys showed that: a) 

availability of core medicines 

varied considerably among 

countries, and b) availability of 

medicines was generally lower in 

the public sector than in the 

private sector (WHO, 2012a). Both 

of these outcomes are vital. The 

former outcome indicates the 

heterogeneity in terms of 

availability of the medicines across the OIC countries while the latter implies the hegemony of 

the private sector as being the main provider of the medicine for the patient. However, it should 

be noted that, between 2003 and 2009, across the OIC countries, the median consumer price ratio 

of selected generic medicines in private sector is three times more than the price ratio in public 

sector as a result of higher manufacturers’ prices, high mark-ups, taxes and tariffs.  

Pharmacovigilance10 is weak in detecting, investigating and reporting adverse events following 

medication and immunization. Efficient systems for quality assurance and surveillance do not 

exist in many countries and sale of counterfeit medicines is, therefore, a major problem. Over 

90% of medical products are imported, and irrational use is widespread.  

                                                           
10 Pharmacovigilance is defined as the science and activities relating to the detection, assessment, understanding and 

prevention of adverse effects or any other drug-related problem. 
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Vaccine: OIC countries display heterogeneous structure in terms of being able to uptake new 

vaccines. Low income countries through Global Alliance Vaccines and Information (GAVI) -

which was launched in 2000 with the sole purpose of improving child health by increasing access 

to immunization in the world’s poorest countries- and high income countries such as Gulf 

countries have been successful in the uptake of new vaccines. On the contrary, middle income 

countries (MICs) have been experiencing financial and operational difficulties with the 

introduction of new vaccines (WHO/EMRO 2012). Lack of sufficient funds and the prevailing 

high prices of the new vaccines constitute two main obstacles, among other factors. Suppliers 

offer relatively high prices for the new vaccines compared to traditional EPI vaccines.  Despite 

the disease burden and aspiration of the decision makers, the attempts to equally introduce and 

sustain the new vaccines to every child have not been successful in the MICs.  

Supply and Distribution 

Medicine: Improper distribution and over-supply of the procured products leads to escalation of 

delivery costs and inequitable access among the population (WHO/EMRO, 2012). Therefore, a 

well-functioning medicines supply management system is vital in assuring an uninterrupted 

supply of essential medicines that are efficacious and of good quality, physically and financially 

accessible and used rationally. Carrying out an in-depth assessment of the system provides 

information for targeted interventions in strengthening the system. The member countries, in 

general, facing with many challenges with regard to supply chain and procurement of medicines 

(PSM), amongst are erratic medicines supply especially in low income countries (LICs), lack of 

data for proper quantification of needs in emergency and crisis situations, large number of steps 

from Active Pharmaceutical Ingredients (API) manufacturer until consumer representing bottle 

necks which add further cost on the medicine price and consequently reduce access.  

Local production and consumption data is largely unavailable for pharmaceutical industry in 

OIC countries. For the countries with available data, local production is not satisfying a tiny 

share of demand. License is another issue in OIC countries. Overall, the number of licensed 

manufacturer is not enough so the medicines do not meet the international quality standards. 

Vaccine: The purchase of vaccines is complex and requires a specialized knowledge and a 

precise approach. Due to the fact that vaccines are complex biological products, heat sensitive 

and are different from drugs, their purchase cannot follow the same procedure as medicines. 

There are many companies producing 

vaccines but only a few meet 

internationally-recognized standards of 

safety and efficacy (WHO/EMRO, 2012). 

Due to the specificities of the vaccines, 

quality, safety and efficacy should be the 

first considerations to be taken into account. 

Cold chain conditions should be respected 

during shipment and cold room capacity 

should be available at the time of the receipt 

of the vaccines. The distribution of vaccines 

is ensured mainly by the ministries of 

health (MoH) if vaccine is for national 
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immunization programme or either by the procurement institution or by the private vaccine 

suppliers if the vaccine is dedicated to the private sector. When vaccines are distributed by MoH, 

the cold chain during transport is fairly respected while the vaccine management including cold 

chain conditions is rarely controlled in private sector (WHO/EMRO, 2012). 

The successful delivery of immunization programmes requires efficient supply of vaccines to 

providers. There are two different systems in place: national programme on immunization in the 

public sector which focuses mainly on Expanded Program on Immunization (EPI) vaccines and 

direct purchasing from drug stores in the private sector. OIC countries are classified in two 

groups according to the source of the vaccines that are used in their expanded programme on 

immunization: countries sourcing their vaccines through UNICEF11 and countries procuring the 

vaccines directly from manufacturers12. 

E. Emergency Health Response and Interventions  

While some OIC member countries are frequently exposed to natural disasters, some others face 

conflicts and other instabilities disordering the public life and disturbing the socio-economic 

development. In such circumstances, whole system for public services may be broken down and 

essential services required by the affected people may not be effectively provided. Particularly, 

insufficient provision of the health services can further exacerbate the emergency situation with 

disease outbreaks and other long-term health problems. In order to be able to manage such 

complex situations, carefully designed and coordinated actions should be taken to minimize the 

loss of lives and prevent pandemics. 

Most important challenge in health emergencies is the ability to ensure that the actions of all 

health actors are coordinated and, in particular, the actions of external health actors are well 

coordinated with those of the national and local health authorities and actors. While an existing 

health strategy plan for planning health response throughout the affected area(s), including the 

allocation of resources among areas, could significantly ease the coordination, an operational 

strategy is usually not available in crisis-affected countries. 

Another important challenge whenever an emergency occurs is to identify gaps in the 

availability of health services for the crisis-affected population and the coverage of essential 

services and quickly address them. Similarly, the ability of a health service to expand beyond 

normal capacity to meet increased demand for health services is an important factor of 

emergency health support systems. In this regard, effective human resource management is 

essential to ensure adequate staff capacity and the continuity of operations during emergencies. 

For the mobilization and effective coordination of all social sectors, a common action plan should 

be developed together with relevant national and local actors and NGOs, to identify health 

priorities, particularly in the early recovery phase, and find the balance between urgent service 

delivery needs and re-building national systems in the longer term. 

                                                           
11 28 of these are GAVI eligible countries: Afghanistan, Bangladesh, Benin, Burkina Faso, Cameroon, Chad, Comoros, Cote d’Ivoire, 

Djibouti, Gambia, Guinea, Guinea-Bissau, Kyrgyzstan, Mali, Mauritania, Mozambique, Niger, Nigeria, Pakistan, Senegal, Sierra Leone, 

Somalia, Republic of Sudan, Tajikistan, Togo, Uganda, Uzbekistan and Yemen.  There are also 2 middle income countries: Lebanon, 

Morocco 
12 Bahrain, Kuwait, Iran, Iraq, Jordan,  Libya, Oman, Palestine, Qatar, Pakistan, Saudi Arabia,  Syria, Tunisia, United Arab Emirates. It 

should be mentioned that an important proportion of vaccines used in Gulf Cooperation Council (GCC) countries is actually procured 

through the GCC pooled vaccine procurement system. 
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In particular, protracted crises, or mainly 

complex emergencies, have a severe impact on 

health systems in the affected countries. While 

unreliable and incomplete information hinders 

sound decision making for effective response, 

rapidly evolving conditions increase 

uncertainty. Health professionals in conflict 

affected countries often have limited 

experience in analysing the major distortions 

of disrupted health systems and formulating 

measures to develop effective strategies and 

plans for health system revision. Special 

attention, therefore, should be paid to resolve 

such circumstances, particularly through 

regional and international cooperation. 

Common gaps in the humanitarian health sector response 

Although pre-crisis and post-crisis planning is important, immediate response of the health 

sectors is the most crucial one in saving lives. At this stage, focus should initially be given to 

ensuring the delivery of essential services. Whenever essential services have been assured and 

life-threatening humanitarian needs are met, the scope of services can be expanded. In most 

cases, resources are not sufficient to meet all needs, therefore effort and resources should be 

concentrated where they can make difference. Once essential emergency services are provided, 

services for any remaining humanitarian needs can be delivered while concurrently shifting the 

focus towards re-building national systems and capacities. However, there are significant gaps in 

humanitarian health response in OIC member countries. A report by Inter-Agency Standing 

Committee (IASC, 2007), identifies important gaps in the humanitarian health sector under three 

categories based on a review of 10 country-case studies, 7 of them are OIC countries.13 These gaps 

are, however, widespread in most disaster-hit / conflict-affected countries, particularly in low-

income countries. The gaps are identified under the categories of information management and 

analysis, strategic planning and coordination, and service delivery. 

Information management and analysis: Before taking any action, a good quality of information 

on the people affected and their needs are required. People living at the periphery are often 

neglected and needs assessments usually lacks gender- and age-based analysis. However, in 

many cases, countries lack the capacity to collect the relevant data and monitor and evaluate the 

whole process, leading to the following general gaps: 

- Lack of comprehensive, inclusive and timely assessment of health needs of the affected 

population 

- Ambiguity around population to be targeted and lack of clear definition and 

quantification of vulnerable groups 

- Lack of common key indicators and targets for the health sector response 

                                                           
13 These countries are Chad, Indonesia, Lebanon, Mozambique, Pakistan, Somalia and Uganda.  
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- Lack of data for monitoring and planning including malnutrition, mortality and 

morbidity 

- Inadequate level of monitoring and evaluation of quality and impacts of interventions 

Strategic planning and coordination: Perhaps the most crucial elements for effective health 

emergency response are strategic planning and coordination. Presence of a contingency plan and 

clear definition of roles and responsibilities prior to an emergency situation are strongly 

required. However, the following gaps are commonly observed: 

- Ineffective health sector and inter-sectoral coordination mechanism as well as poor 

coordination of plans and communication of activities 

- Considerable gaps in geographical coverage of health services, mostly due to 

inaccessibility and insecurity 

- Insufficient financial resources to implement essential actions to minimize preventable 

mortality and morbidity 

- Failure to link emergency services with existing capacities, e.g., setting up a tented clinic 

without support of the local health centre 

- Absence of contingency and implementation plans addressing the whole affected area 

- Lack of trained health staff and lack of financial incentives for local health workers 

Service delivery: Once affected people are prioritized according to their level of vulnerabilities 

and needs to health services and appropriate coordination mechanism is established, adequate 

services should be properly provided. Some challenges faced in service delivery are the 

followings: 

- Insufficient health care for malnourished and limited access to emergency obstetric care, 

resulting in high child and maternal mortality 

- Lack of real time analysis and standard reporting of disease outbreaks 

- Inadequate access to sufficient safe water resources and lack of prevention of water-

borne diseases 

- Lack of standardized prevention and treatment of communicable diseases appropriate to 

the epidemiological setting and phase of response  

- Lack of mental health and psycho-social support 

- Inadequate supply chain systems, including procurement, storage and distribution of 

drugs and medical supplies 

- Disorganized referral mechanisms with limited access to life-saving secondary or tertiary 

care 

- Inadequate laboratory capacity for diagnosis of diseases and confirmation of outbreaks 

F. Information, Research, Education and Advocacy  

There is a strong link between level of information, education and advocacy and health outcomes 

in a country. It has been established through research that most of the diseases can be prevented 

by imparting accurate and relevant information and education to patients and health care 

providers. According to the WHO, majority of heart diseases, strokes, Type 2 diabetes and cancer 

cases could be prevented just by educating and informing people about healthy diet, physical 

activity/exercise and not using tobacco. Over one million lives per year could be saved by 

promoting breast feeding until at least two years and a bulk of under-five deaths could be 
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avoided by educating parents about importance of nutrition and efficient use of their food 

money which they sometimes spend on sweets for their children to give them as treat.  

Globally, adverse drug reactions and irrational use of medicines are among the leading causes of 

death in many countries. It is estimated that half of all medicines are inappropriately prescribed, 

dispensed or sold, and that half of all patients fail to take their medicine properly. This problem 

is particularly serious in developing countries, including many OIC member countries, where 

less than 40% of patients in the public sector and 30% in the private sector are treated according 

to clinical guidelines (WHO, May 2010).The information needs of patients can be met by the 

pharmacist through participatory education to groups of patients about drug safety, and 

appropriate use; whereas health workers can be provided with professional training to update 

their information about diagnose and medication practices. 

Like their developing counterparts, many 

OIC member countries are suffering from the 

poor level of health information and 

education. The situation is particularly 

critical in low income countries of Asia and 

Sub-Saharan Africa region. Over the years, 

immunization campaigns in some member 

countries have not been effective mainly due 

to the controversies related with the safety 

and religious permissibility of the vaccines. 

Authorities in member countries like Nigeria 

and Pakistan have often reported the 

opposition of religious and political groups 

to carry out national polio vaccination 

campaigns. To overcome this problem, the 

OIC GS secured a religious injunction from the Islamic Fiqh Academy which issued a fatwa to 

encourage the Muslims to participate and support the national polio vaccination campaigns. 

Quoting extensively from the Qur’an, the fatwa lays out the duty to protect children when 

disease is preventable. Thus, the fatwa addresses the critical need to raise awareness in Muslim 

communities about the benefits of polio immunization campaigns. However, there is a strong 

need for similar fatwas to support all kinds of immunization campaigns in OIC member 

countries.  

In general, family planning related measures have also been less effective mainly due to the lack 

of information and education of health workers as well as the target groups. Based on the 

research conducted by various national and international health agencies, lack of knowledge, 

access problems and side-effect fears were the major limiting factors for the use of family 

planning measures in many OIC member countries. Not only a majority of population generally 

lacks the basic knowledge about these measures but also many have misleading information. For 

example, many people believe that use of contraceptives is not permissible in Islam, whereas 

others believe that it is unhealthy and can affect the fertility and hence those who are using 

contraceptives will not be able to bear children later on. The problems related with lack of 

knowledge and access could be addressed by increasing the community-wide awareness about 
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the family planning especially through the involvement of local religious leaders and ensuring 

the availability of contraceptives in a locality. The community awareness campaigns should 

particular focus on the contraceptive usage to help address negative perceptions about it. 

Another major challenge in OIC member countries is the information and education deficiencies 

of health workers. Like their counter parts in many other developing countries, health care 

providers in OIC member countries continued to lack basic, practical information and expertise 

to enable them to deliver safe and effective health care. This lack of knowledge about the basics 

on how to diagnose and manage common diseases, lead to ineffective and dangerous health care 

practices which are resulting into the failure of even the most modern medicines and causing 

many avoidable deaths. Irrespective of the level of economic development and progress, 

according to the findings of some investigative studies (Neil & Frederick, 2009), there is a 

considerable knowledge and awareness gap both among health care providers and patients in 

many OIC member countries.  

The challenges in the area of medical and nursing education are more or less common to all OIC 

member countries. Despite progress made in updating medical and nursing curricula in selected 

institutions, the majority of schools still follow traditional programmes which, by and large, have 

not evolved to become competency-based. Family medicine training programmes have been 

initiated in several countries, however their scope remains limited. Underlying factors in the lack 

of progress in this area include: the lack of effective coordination between service providers 

including ministries of health and higher education institutions, the limited institutional capacity 

to provide large-scale training for family physicians, as well as for converting the existing cadre 

general practitioners to family physicians through customized programmes; and the inability to 

establish family medicine as an attractive career path for fresh graduates.  

The key challenges to ensuring access to quality nursing education in the OIC countries pertain 

to inadequate investment and low priority given to nursing education; lack of capacity in nursing 

schools in terms of the availability of trainers as well as infrastructure; the need to further update 

nursing curricula in order to bridge the service-education gap; the limited institutional capacity 

to offer post-basic training programmes; and inadequate emphasis on continuous professional 

development programme. 
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Action 

 

 

 

 

The OIC Strategic Health Programme of Action 2014-2023 (OIC-SHPA) is a framework of 

cooperation among OIC member countries, relevant OIC institutions and international 

organizations in the field of health. The OIC-SHPA aims to strengthen health care delivery 

system and improve health situation in OIC member countries especially by facilitating and 

promoting intra-OIC transfer of knowledge and expertise in the domain of health.  

The OIC-SHPA proposes six thematic areas of cooperation and provides various programmes of 

action (P.A) and activities under each thematic area which are to be undertaken collectively by 

the member countries in collaboration with relevant OIC institutions and international 

organizations both at national and intra-OIC cooperation level.  

These programmes of actions are proposed by SESRIC and are not necessarily final. They are 

open for discussion and could be revised and amended before the finalisation of the OIC-SHPA 

draft document. 

Thematic Area 1: Health System Strengthening 

P.A.1.1: Moving towards Universal Health Care Coverage 

Actions at National Level 

i. Establish a high-level multisectoral health committee as well as local level intersectoral 

cooperation with representation from other public sector ministries, nongovernmental 

organizations, the private health sector and other stakeholders to prepare a roadmap for 

achieving universal health coverage; 

ii. Strengthen or establish the health economics unit in the Ministry of Health that would be 

responsible for undertaking regular national health accounts analysis, health utilization 

and expenditure studies; 

iii. Ensure free access to primary health care services to pave the way for universal health 

care coverage; 

iv. Develop effective guidelines with adequate checks and balances for the provision of 

health care by the formal private sector particularly involving registered private health 

 

V. 



V. PROGRAMMES OF ACTION 

 

48 

care providers (medical doctors, dentists, pharmacists, midwives and nurses) in the 

provision of health services including in rural and remote areas on a free for service 

basis;  

v. Establish an arrangement of payment scheme (e.g., free access for primary health care, 

co-payment/cost-sharing for secondary and tertiary health care). 

Actions at OIC Level and International Cooperation 

i. Facilitate knowledge exchange and the co-production of new knowledge among member 

countries through the joint capacity building programmes, which brings together 

implementers and policymakers to jointly develop innovative approaches to accelerate 

progress towards implementing universal health care coverage; 

ii. Plan building capacities of the staff working in the national health economics units of the 

Ministries of Health to undertake national health accounts analysis and using the 

technical capacities of WHO, World Bank and other international agencies; 

iii. Develop a set of common, yet comparable, indicators of progress towards universal 

health coverage which are needed to enable countries undergoing reforms to assess 

outcomes and make midcourse corrections in policy and implementation; 

iv. Support member countries to design policies and programs for universal health coverage 

by providing policy analysis and advice to help countries develop options for purchasing 

effective services, pooling resources, and raising revenue; 

v. Facilitate exchanges of knowledge and best practices in the development of payment 

scheme for universal health care coverage. 

 

 

P.A.1.2: Improving Access to Integrated, Safe and Quality Health Care Services 

Actions at National Level 

i. Develop an essential package of health services at the primary health care level; 

ii. Improve delivery of quality health care services through an integrated network of 

primary health care facilities, community health workers, outsourcing to 

nongovernmental organizations, outreach team, volunteers or a combination of these; 

iii. Ensure physical accessibility to a range of services based on community needs, ensuring 

continuity of care, delivered with an integrated approach and delivery by a well-trained 

multidisciplinary team.  

iv. Involve individuals and community in needs assessment, priority setting, 

implementation, monitoring and evaluation of the public health care services to make 

health related interventions sustainable; 

v. Invest more on self- care capacity building: the focus of the system is on determining the 

social and environmental context within which health problems occur, identifying risk 

factors and seeking ways to overcome barriers to achieving health; 

vi. Encourage intersectoral cooperation for sustainable health development. The social 

determinants discourse clearly shows how most health inequities are not caused by a 

lack of access to health services, but by the influence of inequalities in other sectors such 

as housing, occupation, education or income;  
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vii. Cooperation with other sectors that impact on health such as education, labour, justice, 

social services has to be planned and integrated into the health system management;   

viii. Ensure hospital safety, quality and efficiency based on WHO patient safety guidelines 

and ensure that accreditation of health facilities is an integral part of the health system 

regulations;  

ix. Develop mechanisms for sustainable health financing in order to reduce inequities in 

accessing health care; 

x. Strengthening/streamlining a system of certification for private practitioners (medical 

doctors, dentists, pharmacists, midwives and nurses) to be participating in the provision 

of services;  

xi. Develop and promote guidelines for the control of antibiotic utilization program and 

rational use of drugs in healthcare facilities.  

Actions at OIC Level and International Cooperation 

i. Facilitate the exchange of knowledge and best practices among the member countries 

through capacity building programmes;  

ii. Promote health program evaluation in member countries and provide incentives for 

programs which demonstrate measurable improvement; 

iii. Contribute to the funding of health facilities; 

iv. Provide technical assistance to member countries in the establishment and strengthening 

of national public health institutes and schools of public health; 

v. Lead the establishment of standards to define capacity development in improving access 

to health care services; 

vi. Facilitate intra-OIC cooperation in specialized field of healthcare (medical, 

pharmaceutical and nursing branches) to improve access to integrated quality health care 

services in member countries.  

 

 

P.A.1.3: Strengthening Health Information Systems including Collection and Analysis of 

Disaggregated Data and its Usage for Policy Development 

Actions at National Level 

i. Review and upgrade the current status of the national health information system and its 

key elements (monitoring health risks and morbidity disaggregated at least in sex, age 

and place of residence, registering cause-specific disaggregated mortality statistics and 

assessing health system capacity and performance);  

ii. Collaborate with key stakeholders such as the national statistical office, relevant 

ministries and organizations and develop a plan for addressing gaps in the national 

health information system; 

iii. Strengthen national capacities and actions in conducting equity analysis of disaggregated 

data collected through the national health information system, supplemented by data on 

social determinants of health, to unsure that within country population 

vulnerabilities/inequities in health are identified, monitored and addressed; 
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iv. Strengthen or develop an online national health information system to improve the 

efficiency and effectiveness of health care delivery; 

v. Allocate special funds to build IT infrastructure, and link all facilities and not only public 

hospitals with a system-wide integrated information network; 

vi. Develop a national health information technology network based on uniform standards 

to ensure inter-operability between all health care stakeholders; 

vii. Improve surveillance, health information system and use of strategic information for 

developing pertinent policies. 

Actions at OIC Level and International Cooperation 

i. Assist countries in establishing health information systems that contribute to improved 

disease surveillance, patient management, program monitoring, and public health 

planning; 

ii. Assist countries in developing capacity for conducting critical surveillance activities such 

as monitoring disease burden, tracking morbidity and mortality data, evaluating 

behavioural risk factors, and monitoring and evaluating the impact of health 

interventions; 

iii. Provide leadership in establishing consistent standards for global public health 

informatics;  

iv. Increase ability of ministries of health to successfully manage the process of transforming 

data into knowledge, knowledge into guidelines, and guidelines into improved, cost-

effective programs and public health practice. 

 

 

P.A.1.4: Promoting a Balanced and Well-managed Health Workforce with Special Focus on 

Remote and Disadvantaged Areas 

Actions at National Level 

i. Establish national advisory council for human resources in health to  facilitate training, 

recruitment and management of health workforce across the country; 

ii. Conduct a detailed review of the current status of the gender balanced health workforce 

and develop comprehensive plan that are aligned with the national health plans, 

covering production, training and retention of the health workforce, in collaboration 

with the Ministry of Higher Education, academic institutions and other partners;  

iii. Ensure access of the poor and underprivileged areas to primary health care services 

through training and deployment of community health workers familiar with the 

language and culture of the local people;  

iv. Collaborate with NGOs and international bodies to train and deploy health workers at 

community level to provide health services especially  in rural areas; 

v. Considering importance of the family practice approach for delivery of health care 

services it is essential to review current status, production and fare distribution of the 

family physicians and develop concrete short- and medium-term plans for addressing 

the gaps in quality and number of family medicine practitioners;   
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vi. Identify measures to improve the retention, motivation and performance of staff by 

developing performance-based incentive schemes such as partial compensation fee 

sharing and better work environment, in-service training programmes and career 

development opportunities to reduce the urban–rural imbalance and so-called “brain 

drain”;  

vii. Efforts must also be made for accreditation of the academic institutions in order to 

ensure high quality training programmes for all cadres of the health workforce;  

viii. A balance must be made between production of health manpower and their deployment 

and utilization by the health system (irrespective to public/ private sector) and needs of 

the community based on the epidemiological trends of diseases; 

ix.  Launch scholarship programs to attract more students in health professions; 

x. Take necessary measures to integrate teaching and learning with clinical practices; 

xi. In concert with health professional associations, develop standards of competencies for 

practitioners and pharmacists at different settings points of health services, e.g., hospital, 

community pharmacy, community health centers. 

Actions at OIC Level and International Cooperation 

i. Facilitate transfer of knowledge and exchange of experiences on training, recruitment 

and management of health workforce and also establish an intra-OIC network of centres 

of excellence in health teaching and training; 

ii. Raise commitment of the governments to plan and implement family practices and also 

assist in development of valid tools to help member countries making reliable future 

projections for different workforce cadres; 

iii. Establish OIC health service commission for facilitating intra-OIC training, recruitment 

and management of health workforce; 

iv. Promote principled methods for the hiring and protection of migrant health workers 

among the OIC countries. 

v. Facilitate the network between training institutions, health services and professional 

associations for joint planning to address the needs and profiles of health professionals; 

vi. Facilitate cooperation among health professional associations (Pharmacist Association, 

Medical Association, Dentist Association, Midwife Association, Nurse Association, etc.) 

in OIC member countries for exchange of knowledge and best practices 

vii. Enhance cooperation both at intra-OIC and international level, to increase investment in 

health education and training institutions;  

viii. Ensure mutual recognition of medical diplomas, certificates and degrees across the 

member countries. 

 

 

P.A.1.5: Ensuring Access to Essential Health Commodities and Technologies 

Actions at National Level 

i. Review national list of essential medicines and technologies by considering 

epidemiological trends and increasing prevalence of non-communicable diseases;  
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ii. Review the conditions of availability, affordability and storage of essential medicine to 

improve the national health policies;  

iii. Ensure availability of free essential medicines by increasing public spending on drug 

procurement; 

iv. Strengthen national regulatory authority with adequate resources and staff to ensure 

quality, safety and efficacy, and widen its scope to cover all health technologies 

including medicines, vaccines, medical devices and diagnostics; 

v. Establish a national agency/institution of health technology assessment responsible for 

the evaluation, assessment and screening of health technologies (including, inter alia, 

medical interventions and procedures, diagnostic and pharmacological drugs/medicines, 

medical devices) to produce list of services and products to be included in the benefit 

schemes of the universal coverage;   

vi. Support local manufacturers of essential medical products;   

vii. Ensure the  drug supply by establishing logistics corporations at national and provincial 

level; 

viii. Develop appropriate technology investment policies and facilitate joint ventures in 

pharmaceutical sector; 

ix. Develop and improve (the existing) policies to ensure strict compliance to quality 

standards by manufacturers and effective national medicine regulatory authorities; 

x. Ensure the rational use of drugs through legislative and other regulatory measures to 

promote and regulate irrational use of drugs. 

xi. Update/streamline the strategic plan on the use of medical devices and in vitro 

diagnostics in compliance with the global requirements, where appropriate. 

Actions at OIC Level and International Cooperation 

i. Provide capacity-building and technical assistance for local production of selected 

essential medical products; 

ii. Develop a knowledge sharing platform to facilitate the transfer of  knowledge and 

expertise regarding the operation of modern medical devices and diagnostics among the 

member countries; 

iii. Assist member countries to prioritize their plan on the basis of health technology 

assessment, which includes clinical effectiveness, as well as economic, social and ethical 

impacts of the use of medicines, vaccines and medical devices; 

iv. Facilitate intra-OIC trade in essential medicines, vaccines, medical devices and 

diagnostics; 

v. Encourage and promote intra-OIC investment in health commodities production and 

industries. 

vi. Collaborate with relevant health and development agencies to secure funding and 

resources for the procurement of the essential medicines, vaccines, medical devices and 

diagnostics especially in low income member countries. 
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P.A.1.6: Strengthening Health Financing System to Enable Wider Access to Quality Health 

Care Services 

Actions at National Level 

i. Reform health financing system to improve access to quality health services especially to 

the low income poor groups through continued  increasing investment and public 

spending on health, reducing out-of-pocket spending and increasing pre-payment and 

risk-pooling, which may include tax-based financing, compulsory social insurance and 

other types of health insurance; 

ii. Set up a mechanism for social protection of poor using available experiences in different 

OIC countries and other countries of the world. In this regards, Build structures, 

capacities and coordination mechanism and tools within ministry of health and relevant 

entities in using Zakat , Sadaqat and Awqaf as sources of funds to support social 

protection of poor including their access to quality health care services. 

iii. Increase the budgetary allocations for health sector and establish an accountability 

mechanism to ensure transparent and efficient use of these funds; 

iv. Start prepayment and risk pooling based health financing schemes like National Health 

Insurance Scheme in Sudan, Social Health Insurance Scheme in Mali, Seguro Popular in 

Mexico, and New Rural Cooperative Medical Scheme in China to overcome financial 

barriers to health care access especially in rural areas.  

Actions at OIC Level and International Cooperation 

i. Facilitate and promote intra-OIC investment in health sector; 

ii. Collaborate with international agencies like WHO, UNICEF, UNFPA and World Bank to 

benefit from their expertise and financial contribution to build health infrastructure in 

member countries; 

iii. Facilitate the development of initiatives to strengthen and reform  health financing 

systems in member countries; 

iv. Support the development and strengthening of international, regional, and national 

alliances, networks and partnerships in order to support member countries in mobilizing 

resources, building effective national health finance programmes and strengthening 

health systems. 

 

Thematic Area 2: Disease Prevention and Control  

P.A.2.1: Promoting Community Awareness and Participation in Preventing, Combatting and 

Controlling Communicable diseases 

Actions at National Level 

i. Promote and organize (or support existing) community awareness programmes about 

preventive measures and the treatment methods of communicable diseases and their 

benefits; 



V. PROGRAMMES OF ACTION 

 

54 

ii. Improve policy tools and awareness programmes to enhance public awareness about the 

critical benefits of immunization among infants and females at child bearing age; 

iii. Ensure reaching every child for immunization by increasing community demand 

through various educational activities, enhancing accessibility through improving 

geographical outreach of immunization facilities, increasing service hours and 

administrative barriers; 

iv. Assess and monitor the public-health burden imposed by communicable diseases, and 

their social determinants, with special reference to poor and marginalized populations; 

and, implement programmes that tackle these social determinants with particular 

reference to health in early childhood, the health of the urban poor, fair financing and 

equitable access to primary health care services; 

v. Incorporate the prevention and control of communicable diseases explicitly in poverty-

reduction strategies and in relevant social and economic policies; 

vi. Adopt approaches to policy development that involve all government departments with 

a view to ensuring an appropriate cross-sectoral response to public health issues in the 

prevention and control of communicable diseases, including health, finance, foreign 

affairs, education, agriculture, planning and others; 

vii. Encourage the implementation of cost-effective public health measures and interventions 

in communicable disease control, such as health education and campaigns, community 

volunteers, etc.; 

viii. Strengthen the capacity of individuals and populations to make healthier choices and 

follow lifestyle patterns that foster health preservation; 

ix. Enhance access to clean water, improved sanitation and hygiene services. 

Actions at OIC Level and International Cooperation 

i. Establish capacity building networks among the Communicable Disease Control and 

Prevention Centres/Institutions in the member countries, with a view to sharing, transfer 

and exchange of knowledge and expertise; 

ii. Reach out to communities to educate them on vaccines and work with local and religious 

leaders to assist with this idea; 

iii. Enhance cooperation among the member countries in the field of immunization 

programmes based on the recently adopted global health initiative of Global Vaccine 

Action Plan (GVAP); 

iv. Support the introduction of new vaccines in the member states, particularly in the low 

income countries that are lagging behind in this area, e.g., through organizing 

‘Synchronized Immunization Week’ for OIC countries in accordance with the already-

existing international initiatives; 

v. Enhance cross-border cooperation among the member countries in fighting infectious 

diseases through coordinated logistical and administrative efforts, long-term funding 

and targeting disease in infected populations; 

vi. Play an active role in collaboration with the Global Polio Eradication Partners and other 

Islamic institutions in designing new strategies to combat the misguided religious 

perceptions and misuse of polio eradication program; 
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vii. Raise the priority given to the prevention, control and treatment of communicable 

diseases on the agendas of relevant high-level forums and meetings of OIC member 

countries. 

 

 

P.A.2.2: Promoting Community Awareness and Participation in Preventing, Combatting and 

Controlling Non-communicable diseases 

Actions at National Level 

i. Improve the implementation of health warning policy on tobacco products; 

ii. Assess and monitor the public-health burden imposed by non-communicable diseases,  

including mental and substance use disorders and their social determinants, with special 

reference to poor and marginalized populations; and, implement programmes that tackle 

these social determinants with particular reference to health in early childhood, the 

health of the urban poor, fair financing and equitable access to primary health care 

services; 

iii. Adopt approaches to policy development that involve all government departments with 

a view to ensuring an appropriate cross-sectoral response to public health issues in the 

prevention , control and treatment of non-communicable diseases, including health, 

finance, foreign affairs, education, agriculture, planning and others; 

iv. Encourage the implementation of cost-effective public health measures and interventions 

in non-communicable disease control, such as health education and campaigns, 

community volunteers, etc.; 

v. Map the emerging epidemics of non-communicable diseases and analyse their social, 

economic, behavioural and political determinants as the basis for providing guidance on 

the policy, programmatic, legislative and financial measures that are needed to support 

and monitor the prevention and control of non-communicable diseases including mental 

health; 

vi. Reduce the level of exposure of individuals and populations to the common modifiable 

risk factors for non-communicable diseases - namely, use of tobacco and alcohol, 

unhealthy diet and physical inactivity - and their determinants; and, promote 

interventions to reduce the impact of these common modifiable risk factors; 

vii. Strengthen the partnership with food and beverage industries to increase the availability, 

accessibility and affordability of healthier food choices (with low/less fat, sugar and salt 

as well as higher fibre). 

Actions at OIC Level and International Cooperation 

i. Establish capacity building networks among the Non-communicable Disease Control 

and Prevention Centres/Institutions in the member countries, with a view to sharing, 

transfer and exchange of knowledge and expertise; 

ii. Launch (or support existing) national and OIC-wide awareness programmes for greater 

vigilance and control over tobacco products, including anti-tobacco mass media 

campaigns, and promote scale-ups; 
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iii. Promote physical activities and healthy eating habits, and avoidance of sedentary 

lifestyles in the member countries; 

iv. Enhance cooperation in the area of cancer control in the member countries through 

establishing networks among the relevant institutions engaged in functions such as 

cancer research, diagnosis, and treatment; 

v. Raise the priority given to the prevention and control of non-communicable diseases on 

the agendas of relevant high-level forums and meetings of OIC member countries.  

 

P.A.2.3: Building/Improving Health System Capacity and Increasing the Outreach of 

Prevention, Care and Treatment Programmes 

Actions at National Level 

i. Streamline operational policies, strategies and action plans for the prevention and control 

of cardiovascular diseases, chronic respiratory diseases, diabetes, and cancer as well as 

for addressing major underlying risk factors such as stress, substance abuse (including 

the harmful use of tobacco and alcohol), unhealthy diet, overweight/obesity, and 

insufficient physical activity; 

ii. Establish dedicated units (or departments) in the Ministries of Health which are 

responsible for non-communicable diseases and mental health and substance use 

disorders; 

iii. Take necessary measures to increase the servicing capacities of existing HIV/AIDS 

treatment facilities and establish new testing and counselling centres, services for the 

prevention of mother-to-child transmission, as well as anti-retroviral therapy (ART) 

facilities; 

iv. Improve the network of screening, diagnostic and treatment facilities for the most 

prevalent communicable and non-communicable diseases in terms of accessibility, 

affordability and quality; 

v. Improve radiation-based imaging infrastructure using X-rays, magnetic resonance or 

radioisotopes, which are essential for diagnosis and screening programmes (such as 

mammography for early breast cancer detection); 

vi. Enhance the outreach of immunization services and the availability of vaccines, 

particularly for polio, to achieve the developed countries immunization level of 95%; 

vii. Increase the proportion of new and relapse tuberculosis cases detected and treated by 

adopting more precise and sensitive detection methods such as culture-based diagnostic 

laboratories , increasing the number of drug susceptibility testing (DST) facilities and 

ensuring the availability of the multidrug-resistant tuberculosis treatment free of charge; 

viii. Strengthen national strategies for increasing long-term investment to enhance health 

workforce capacity by improving training of physicians, nurses and other health 

personnel; 

ix. Increase mental health promotion and mental illness prevention and streamline public 

health strategies for their integration with chronic disease prevention strategies; 
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x. Establish a continuing education programme at all levels of the health-care system, with 

a special focus on primary health care; 

xi. Strengthen and maintain routine immunization as part of the primary health care (PHC) 

services through an integrated network of PHC facilities, community health workers, 

outsourcing to nongovernmental organizations, or a combination of these. 

Actions at OIC Level and International Cooperation 

i. Increase intra-OIC technical cooperation with a view to increasing the outreach and 

availability of vaccines, diagnostics and medicines to support immunization programs; 

ii. Introduce comprehensive bans for tobacco use and dedicate funds for their enforcement; 

iii. Urge member countries to further their cooperation in making available adequate supply 

of vaccines, diagnostics and medicines to the member countries in need to support 

immunization and treatment programs in the spirit of Islamic solidarity and fraternity; 

iv. Enhance cooperation and networking among trained health care professionals in the 

member countries through establishing a regular forum for those professionals to be held 

on the side-lines of the Islamic Conference of Health Ministers (ICHM); 

v. Mobilize financial resources to support building, strengthening and maintaining the core 

capacities as required under the International Health Regulations (IHRs) and in 

accordance with national plans of action. 

 

 

P.A.2.4: Establishing a Sound Monitoring and Evaluation Framework for Disease Control 

Actions at National Level 

i. Promote scientific research and data collection and management including equity data 

with a view to raising the standard of communicable and non-communicable disease 

control and allowing for benchmarking the progress against other OIC as well as non-

OIC countries; 

ii. Take measures to reduce the risk of cross-border transmission of infectious diseases; 

iii. Develop and improve (existing) evidence-based norms, standards and guidelines for 

cost-effective interventions and by reorienting health systems to respond to the need for 

effective management of chronic diseases; 

iv. Adopt, implement and monitor the use of evidence-based guidelines and establish 

standards for primary health care services; 

v. Implement and monitor cost-effective approaches for the early detection of breast and 

cervical cancers, diabetes, hypertension and other cardiovascular risk factors; 

vi. Ensure recommended performance monitoring tools in polio eradication are put in place 

to: (i) track whether supplementary immunization activities are reaching the vaccination 

coverage thresholds required to interrupt transmission, (ii) ensure surveillance system is 

sensitive enough to detect any polio virus circulation and (iii) guide rapid corrective 

action; 

vii. Review and enact, as deemed necessary, relevant public health laws, legislation, 

regulations or administrative requirements, and other governmental instruments to 

facilitate full implementation of the IHR. 
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Actions at OIC Level and International Cooperation 

i. Facilitate cooperation among the member countries in building and disseminating 

information about the necessary evidence base and surveillance data in order to inform 

policy-makers, with special emphasis on the relationship between disease control, 

poverty and development; 

ii. Support the initiatives of the WHO, including the 2013-2020 Action Plan for 

Implementing the Global Strategy for the Prevention and Control of Non-Communicable 

Diseases, , in addition to Global Action Plan for Mental Health 2013-2020, to ensure the 

monitoring of non-communicable diseases and mental health at the national, regional 

and OIC levels; 

iii. Support and facilitate South-South collaboration and border meeting between 

neighbouring countries to control the spread of communicable diseases. 

 

 

P.A.2.5: Enhancing Health Diplomacy and Increasing Engagement with Regional and 

International Organizations with a view to Exchanging Knowledge, and Creating Synergies and 

New Funding Opportunities 

Actions at National Level 

i. Strengthen intersectoral collaboration and partnership with regional and international 

institutions for implementing key activities related to communicable and non-

communicable diseases; 

ii. Ensure effective investments of the funds disbursed by the Global Fund and other 

international donors through efficient coordination with local partners such as 

government agencies, community organizations, private sector companies, faith-based 

organizations, etc.; 

iii. Enact or strengthen, as appropriate according to national contexts, interventions to 

reduce risk factors for non-communicable diseases, including ratifying and 

implementing the WHO Framework Convention on Tobacco Control, implementing the 

recommendations of the Global Strategy on Diet, Physical Activity and Health, the 

Global Strategy for Infant and Young Child Feeding, and other relevant strategies 

through national strategies, policies and action plans; 

iv. Participate actively in regional and sub-regional networks for the prevention and control 

of diseases; and establish effective partnerships and strengthen collaborative networks, 

involving key stakeholders, as appropriate; 

v. Strengthen MoH leadership in promoting and engaging in multi-sectoral approach to 

addressing social determinants of health. 

Actions at OIC Level and International Cooperation 

i. Facilitate the exchange of know-how, technology and expertise between developed 

countries and member countries in the early diagnosis of diseases, including the new 

and relapse cases of tuberculosis; 
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ii. Follow up the issues pertaining to cooperation with international organizations and 

initiatives with the leadership of the OIC member states in order to ensure sustained 

high-level political commitment for the implementation of various campaigns and 

programmes; 

iii. Attract and secure new lines of funding for disease prevention and control from 

international donors such as the Islamic Development Bank (IDB), Global Fund, and Bill 

and Melinda Gates Foundation; 

iv. Participate in resource mobilization and partnership development to implement national 

emergency polio eradication plan in the remaining endemic and high risk OIC member 

countries; 

v. Support the implementation of intervention projects, exchange of experience among 

stakeholders, and capacity-building programmes of regional and international scale; 

vi. Call upon the OIC and IDB to support and facilitate the effective attendance and 

engagement of the member countries in the various activities and programs of the 

relevant regional and international organizations; 

vii. Collaborate with all relevant stakeholders in (i) advocacy in order to raise awareness of 

the increasing magnitude of the public health problems posed by communicable and 

non-communicable diseases and (ii) providing support to countries in detection, 

notification, assessment and response to public health emergencies of national and 

international concern. 

 

Thematic Area 3: Maternal, New-born and Child Health, and Nutrition 

P.A.3.1: Ensuring Access to Adequately Equipped Local Health Facilities for every Woman, 

New-born, and Child and Improving Quality and Efficiency of Service Delivery, especially at the 

Local Level 

Actions at National Level 

i. Reduce barriers to accessing health services to reach out to women and families not 

accessing them, including physical, cultural, and financial barriers; 

ii. Improve quality of MNCH services by training family health technicians (able to deliver 

a package of reproductive health including antenatal care, safe delivery, post natal care, 

growth monitoring, nutrition supplementation, immunization and birth-spacing 

counselling services) with the essential components and new competencies required and 

strengthening referral linkages; 

iii. Develop home-based maternal, new-born and child care programmes based on 

successful models of community health workers (e.g. Lady Health Workers in Pakistan, 

Behvarz in Iran, Posyandu in Indonesia) depending on the needs and realities of each 

country and empower families and local communities to close the gap of postnatal care , 

childhood illnesses, and nutrition through healthy home practices; 
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iv. Build up disaggregated health information systems at the national and local levels to 

monitor and improve the delivery of antenatal care services in a comprehensive and 

timely manner; 

v. Develop strategies to ensure that professional skills and competencies are identified and 

knowledge gaps within human resources management are adequately addressed for 

quality delivery of maternal, new-born and child health (MNCH) services; 

vi. Promote integrated primary health care services from state level down to grassroots and 

implement family practice program; 

vii. Ensure access and availability of life-saving commodities for women and children. 

Actions at OIC Level and International Cooperation 

i. Promote evidence-based, high-impact interventions to improve MNCH in OIC countries 

through facilitating the exchange of knowledge and sharing of experiences and best 

practices; 

ii. Cooperate technically in identifying and addressing gaps in coverage and quality of care 

along the continuum of care for maternal, new-born, and child health; 

iii. Develop and implement projects of technical cooperation in the area of MNCH among 

member countries; 

iv. Advocate for the joint project of OIC and US Government on “Reaching Every Mother 

and Baby in the OIC Emergency Care” and support and actively participate in the 

initiatives taken under this project.  

 

 

P.A.3.2: Implementing long-term Policies and Programmes to Develop Health Workforce and 

accordingly Increase the Attendance of Skilled Health Personnel during Childbirths 

Actions at National Level 

i. Resolve inequities in the distribution of health workers and ensure the availability of 

adequate numbers of skilled health workers at health centres and hospitals in every 

district; 

ii. Increase investment in human resources to offset the present momentum of emigration 

of qualified personnel from low income countries and improve the conditions of 

qualified personnel to prevent them emigrating; 

iii. In case of personnel shortage, train lower level care providers to provide facility based 

MNCH care under close supervision of authorized providers; 

iv. Develop strategies aiming at increasing the number of health facility based deliveries 

and the empowerment of paramedical and trained staff to provide appropriate obstetric 

interventions; 

v. Develop long term strategies for an effective human resource development plan, which 

can be operationalized for universal access to skilled attendance during childbirth. 
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Actions at OIC Level and International Cooperation 

i. Promote capacity building and disseminate best practices and lessons learned in the 

member countries in access to skilled health personnel attendance during childbirth; 

ii. Building on best practices and contributing to efforts of multilateral partners and global 

partnerships through joint assessment of national health programmes and capacities, 

identify and support policy and structural changes that improve health outcomes in 

MNCH services; 

iii. Support the movement of health workers between countries to facilitate meetings, 

exchange of knowledge and evidence-based best practices in the area of MNCH services. 

 

P.A.3.3: Developing Programmes and Policies to Prevent Low Birth-weight (LBW) New-borns, 

Reduce Undernutrition and Micronutrient Deficiencies in Children, and Promote Optimal Child 

Development 

Actions at National Level 

i. Develop and implement effective national approaches for promoting proper infant and 

young child feeding practices, most notably breastfeeding, and for addressing the causes 

of LBW; promote exclusively breastfeeding, child early stimulation practices; 

ii. Streamline policies addressing children at developmental risk and childhood disabilities 

; 

iii. Equip health care workers with the skills to provide counselling to parents on taking care 

of child development; 

iv. Develop programs and policies to prevent women from becoming smokers and 

encouraging those who do smoke to quit with a view to eliminating one of the main 

causes of LBW; 

v. Support sustained research on the causes of LBW by understanding of the impact of 

social and economic factors as well as paternal and environmental factors that influence 

birth-weight and address demographic, social, and environmental risk factors related to 

LBW; 

vi. Improve public health programs and services to provide education and resources to 

women of child bearing age to promote healthy nutrition prior to conception and during 

pregnancy, and also improve the health and nutrition status of adolescents; 

vii. Expand policies to reduce the prevalence of stunting, underweight and overweight in 

children under the age of five; 

iv. Support public-private partnerships to improve the availability of staple foods enriched 

with key micronutrients; 

v. Promote programs and policies to prevent young (early) marriages and adolescence 

pregnancies.  

Actions at OIC Level and International Cooperation 

i. Heighten OIC level campaigns that discourage smoking while pregnant to prevent low 

birth-weight new-borns; 
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ii. Advocate for more resources for effective nutrition programmes and help coordinate 

nutrition programmes with other health and development priorities; 

iii. Intensify collaboration between high income and low income OIC countries to reduce 

undernutrition and micronutrient deficiencies in children through programs offering 

nutritional support to low-income expectant mothers and infants; 

iv. Advocate for meeting international commitments and promoting child rights as 

stipulated in the UN Convention on the Rights of the Child (CRC). 

 

P.A.3.4: Reducing Burden of Diseases with Effective Vaccination Programmes for Infants and 

Eliminating Measles and Rubella 

Actions at National Level 

i. Increase community demand for vaccinations through various education activities as 

well as financial or other incentives; 

ii. Enhance access to vaccination services through, among others, reducing out-of-pocket 

costs, home-visiting and school-based interventions; 

iii. Increase the availability of vaccines in medical or public health clinical settings by 

reducing the distance from the setting to the population, increasing hours during which 

vaccination services are provided and reducing administrative barriers to obtaining 

vaccination services within clinics; 

v. Support the activities of the Measles & Rubella Initiative in its goal of reducing global 

measles mortality and eliminating measles and rubella; 

vi. Support the development of costed multi-year plans for comprehensive immunization, 

planning, budgeting and evaluation. 

Actions at OIC Level and International Cooperation 

i. Enhance cooperation in the field of immunization programme among the OIC member 

countries based on recently adopted global health initiative of Global Vaccine Action 

Plan (GVAP); 

ii. Collaborate in ensuring the availability of vaccines for measles and rubella among OIC 

member countries and in achieving measles and rubella elimination;  

iii. Support introduction of new vaccines in member countries, in particular the low income 

countries that are lagging behind in this area, e.g., through organizing ‘Synchronized 

Vaccination Week’ within the OIC countries; 

iv. Promote establishment of a Pooled Vaccine Procurement (PVP) mechanism at regional 

level, with the aim of securing timely supply and access to quality vaccines, particularly 

to new and underutilized vaccines, at competitive prices. 
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P.A.3.5: Reducing Maternal, New-born, and Child Mortality by Effective Programmes and 

Policies 

Actions at National Level 

i. Improve quality of antenatal care for the mother, obstetric care and birth attendant's 

ability to resuscitate new-borns at birth; 

ii. Address issue of maternal infections during pregnancy, ensure clean birth and 

immediate, exclusive breast-feeding and ensure that antibiotics against infections are 

readily available locally; 

iii. Empower families and local communities with knowledge and skills to deliver care for 

child development, to recognize danger signs and to practice prompt care-seeking 

behaviour ; 

iv. Invest for more and better trained and equipped health workers to reach the majority of 

children who today do not have access to basic health care; 

v. Improve capabilities of professional and community health workers in identifying local 

and regional adjustable risk factors, which have impact on MNC mortality, and 

determining the best strategies for prevention; 

vi. Develop and implement approaches to reach constantly underserved children, including 

the urban poor and children in conflict and post-conflict settings; 

vii. Reduce health inequalities between rich and poor, urban and rural through actions and 

adverse effects of social determinants related to MNC health. 

Actions at OIC Level and International Cooperation 

i. Promote technical cooperation and exchange of knowledge between countries for the 

selection, formulation and implementation of measures aimed at reducing maternal, 

new-born and child mortality; 

ii. Collaborate in identifying effective prevention strategies and specific prevention actions 

by cause of death; 

iii. Enhance cooperation and exchange best practices on interventions in reducing maternal 

and infant mortality between countries with similar health profiles; 

iv. Support global and regional actions to reduce maternal and infant mortality and 

improve the health of mothers and children, particularly in low income countries. 

 

Thematic Area 4: Medicines, Vaccines and Medical Technologies  

P.A.4.1: Enhancing Monitoring and Evaluation Mechanisms 

Actions at National Level 

i. Monitor health statistics and drug utilization data and promote effective analysis of 

input data; 

ii. Strengthen health technology registration, including pharmacovigiliance with a view to: 
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o Improving patient care and safety in relation to the use of medicines, medical 

products  and all medical interventions; 

o Providing evidence-based policy to ensure pharmaceutical affordability, 

accessibility, distribution, storage, and logistic of medical products;  

o Contributing to the assessment of  benefit, harm, effectiveness and risk of health 

technologies and medicines and encouraging their effective use; 

o Promoting education and clinical training in regulatory issues including 

pharmacovigiliance and its effective communication to the public. 

iii. Develop systematic and efficient management system  for monitoring the quality, safety 

and efficacy of medical devices and in vitro diagnostic including the post market control 

measures; 

iv. Strengthen the cooperation with the development partners to ensure the procurement of 

vaccines particularly for polio and new vaccines (Pneumo, Rota and HPV). 

 

Actions at OIC Level and International Cooperation 

i. Facilitate training among member countries through sharing of knowledge and expertise 

for the development and strengthening of regulatory and pharmacovigilance systems; 

ii. Determine a set of indicators on health topics and establish database to follow-up and 

monitor the supply and use of medical products (drugs, vaccines and devices), and open 

up database to all OIC member countries once the data starts accumulating; 

iii. Promote awareness about the importance of drug information systems in all member 

countries and enhance intra-OIC technical cooperation in this area; 

iv. Strengthen the cooperation with the development partners to ensure the procurement of 

vaccines particularly for polio; 

v. Facilitate member countries in establishing adverse drug reaction as well as  adverse 

events following immunization (AEFI)  reporting system and database; 

vi. Facilitate cooperation among the member countries for medical devices and in vitro 

diagnostic vigilance systems and networks. 

 

 

P.A.4.2: Supporting Local Production of Medicines, Vaccines and Medical Devices 

Actions at National Level 

i. Provide direct government support to the local manufacturers of medical products i.e. 

policies that reduce the cost of manufacture such as grants, subsidies, land, tax and duty 

exemptions for imported inputs for local production; 

ii. Improve national capacity in producing raw material based on available local/natural 

resources, to initiate self-reliance of medicine; 

iii. Create incentives for exports and trade agreements for market access with other 

countries; 

iv. Improve investment climate by simplifying the requirements for doing business in 

pharmaceutical and other medical products industry without making any concessions to 

quality.  



 OIC STRATEGIC HEALTH PROGRAMME OF ACTION 2014-2023 (OIC-SHPA) 

65 

Actions at OIC Level and International Cooperation 

i. Facilitate relevant transfer of technology and knowledge for production in member states 

in close collaboration with other governments, international organizations, foreign 

companies and local enterprises;  

ii. Target bringing coherence of vision at the OIC level to support local production of 

medical products/vaccines under the OIC program on achieving Self Reliance in Vaccine 

Production (SRVP) in the Islamic world; 

iii. Establish an intersectoral intra-OIC committee of experts on local production; 

iv. Provide technical assistance to member countries regarding the production of raw 

material for  local production of drugs and vaccines; 

v. Promote policies at the OIC level to ensure strategic selection of medical 

products/vaccines. 

P.A.4.3: Promoting Research and Development (R&D) and Innovation in Health-related fields 

Actions at National Level 

i. Encourage and empower the education system to impart quality knowledge in academic 

disciplines like Chemistry, Biology and natural sciences; 

ii. Standardize the syllabi in the aforementioned academic disciplines in line with the 

international norms and standards ; 

iii. Strengthen innovation policies for development of formulations of products that are 

more suitable for local conditions; 

iv. Build and/or support the establishment of proper R&D facilities to develop innovative 

pharmaceutical industry and medical technologies; 

v. Facilitate national Diaspora and convert the brain drain of skilled labour into brain gain; 

vi. Provide sufficient and coordinated financing for R&D in health sector. 

Actions at OIC Level and International Cooperation 

i. Support funding programs to students from LDC’s to encourage them enroll in health 

technology and pharmaceutical related academic disciplines in member countries with 

substantial pharmaceutical base like Turkey, Malaysia and Egypt; 

ii. Provide sufficient and coordinated financing for R&D within and between countries; 

iii. Encourage and facilitate the cooperation among the member countries with a view to 

sharing; knowledge and expertise for the development of health technology and 

pharmaceutical industry; 

iv. Promote linkages and networks among member countries in R&D with the aim to 

promote learning and accumulation of technological capabilities.  
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P.A.4.4: Increasing the Availability of Essential Medicines, Vaccines and Medical Technologies 

Actions at National Level 

i. Target increasing the utilization of health technology assessment of medical device and 

in vitro diagnostics in order to achieve the cost efficiency and implement regulations to 

prevent high mark-ups; 

ii. Develop national guidelines and policies in accordance with international norms and 

standards  on the procurement and distribution of vaccines, medicines and medical 

devices  in order to ensure the safety, efficacy, and quality across the distribution 

channels; 

iii. Strengthen national regulatory authority to ensure the quality, safety and efficacy of all 

medical products including vaccines, medicines and devices; 

iv. Support funding programs in order to improve the efficiency in the procurement and 

supply of vaccines, medicines and medical devices; 

v. Prepare a national list of approved medical devices for procurement and reimbursement; 

vi. Enhance access to essential medicines and affordable technologies, building on the 

continuing WHO programmes promoting good-quality generic products; 

vii. Support study of approaches for improving access to, and availability of, essential 

medicines, essential medical technologies and other central elements of health care. 

Actions at OIC Level and International Cooperation 

i. Cooperate and collaborate with Global Alliance Vaccines and Information (GAVI); 

ii. Develop OIC level policy document with input from all member countries on access to 

essential medicines, vaccines and technologies in the context of existing level of 

development of the relevant manufacturing facilities in these countries;  

iii. Provide material and technical assistance to develop national guidelines related to 

distribution of medicines, vaccines and medical devices; 

iv. Facilitate development of regional pooled procurement mechanism which will enable 

local production to meet regional needs and allow for the mutual cooperation in 

increasing the availability of essential medicines , vaccines and medical devices;  

v. Develop regional strategies for cost containment, with an emphasis on pricing and 

regulations on protection of intellectual property rights; 

vi. Provide support to the regional mechanisms for joint purchase of medicines and medical 

products. 
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Thematic Area 5: Emergency Health Response and Interventions 

P.A.5.1: Improving Strategic Planning for Preparedness and Response and enhancing 

Coordination of Emergency Health Services 

Actions at National Level 

i. Develop all hazards national policies and programmes on risk reduction and emergency 

preparedness in the health sector and formulate emergency response regulations of 

public health emergencies based on real time risk assessment; 

ii. Set up a national multisectoral mechanism to coordinate and guide the work for medical 

relief, humanitarian supply logistics, and international cooperation as well as 

communication of activities; 

iii. Establish local medical relief staff teams to respond to unexpected emergencies as the 

major taskforces and provide financial incentives for local health workers; 

iv. Integrate humanitarian facilities with nearby local facilities; 

v. Ensure that standard operating procedures and contingency plans are available for 

addressing the affected areas in terms of health workers, drugs and medical supplies, 

and logistics; 

vi. Ensure that sufficient financial resources are allocated to implement essential actions to 

minimize preventable mortality and morbidity; 

vii. Coordinate actions with different relevant sectors to improve city resilience and 

response;  

viii. Encourage the synergy of Public-Private Partnership for community empowerment in 

the field of disaster management from policy to practice; 

ix. Streamline national policy and procedure for cross border collaboration for preparedness 

and response. 

 

Actions at OIC Level and International Cooperation 

i. Develop regional and OIC level evidence based strategic planning and coordination 

mechanisms for emergency health services based on WHO hazard atlas; 

ii. Support the initiative of UN-OCHA and WHO in their Health Sector Approach as a way 

of organizing coordination and cooperation among humanitarian actors to facilitate joint 

strategic planning; 

iii. Facilitate interregional partnerships and fund-raising for country-based capacity-

building in the field of emergency health preparedness and response by supporting 

regional solidarity funds for emergency response; 

iv. Conduct joint contingency planning for possible future events/set-backs in the areas of 

potential health emergencies; 

v. Improve knowledge and skills in risk reduction and emergency preparedness and 

response in the health sector through sharing experiences and best practices. 
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P.A.5.2: Controlling and Preventing Disease Outbreaks during Emergencies 

Actions at National Level 

i. Establish bodies/agencies in national-provincial-district level for the prevention and 

control of disease, early-warning and treatment of disease outbreaks, and conducting 

real time analysis and standard reporting of disease outbreaks; 

ii. Conduct early epidemiological assessment of the affected population for different age 

groups and gender; 

iii. Enhance laboratory capacity for diagnosis of diseases and confirmation of outbreaks; 

iv. Prepare contingency plans to respond to possible new health threats and to ensure the 

continuity of services to the target populations; 

v. Ensure that access to safe water, sanitation and hygiene meet minimum international 

standards. 

 

Actions at OIC Level and International Cooperation 

i. Facilitate intra-OIC technical cooperation to diagnose diseases and confirmation of 

outbreaks; 

ii. Establish regional early warning and response mechanisms to prevent cross-border 

disease outbreaks; 

iii. Achieve regional harmonization, alignment, and the most effective coordination of 

resources available for disease prevention and control in emergency situations; 

iv. Collaborate in assuring that affected countries have sufficient logistics for effective 

response to disease outbreaks. 

 

 

P.A.5.3: Ensuring Effective Delivery of Emergency Health Services 

Actions at National Level 

i. Develop standardized prevention and treatment of communicable diseases appropriate 

to the epidemiological setting and phase of response;  

ii. Improve ability to conduct immediate needs assessment with  proper representation of 

related health agencies; 

iii. Establish mechanisms to ensure that emergency health services are accessible by all 

affected people, particularly by people living at the periphery; 

iv. Set up emergency supply chain systems, including procurement, storage and 

distribution of drugs and medical supplies; 

v. Establish organized referral mechanisms with adequate access to life-saving secondary 

or tertiary care; 

vi. Identify as early as possible the cross-cutting issues with other sectors that have 

particular significance for the health sector and organize joint (or complementary) 

activities to address them appropriately; 
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vii. Train community health workers to deliver mental health and psychosocial support 

services (MHPSS). 

 

Actions at OIC Level and International Cooperation 

i. Enhance cross-border cooperation among the member countries in providing health 

services through coordinated logistical and administrative efforts, long-term funding 

and targeting disease in infected populations; 

ii. Establish a coordination mechanism for logistics support for health activities to prevent 

mortality and morbidity due to lack of medical supplies; 

iii. Cooperate on gender based violence prevention and response and mental health and 

psychosocial support activities; 

iv. Collaborate in identifying and addressing the gaps in the availability of health services 

for the population affected by the humanitarian crisis and the coverage of priority 

quality services; 

v. Promote adherence of standards and best practices in emergency health services. 

 

 

P.A.5.4: Improving Information Management and Analysis for Emergency Health Services 

Actions at National Level 

i. Establish a centralized health information system for timely reporting of deaths, diseases, 

emergency health logistics and other emergency health issues; 

ii. Ensure comprehensive, inclusive and timely assessment of health needs of the affected 

population; 

iii. Clearly define the people targeted by humanitarian assistance with a strategy for 

addressing unmet health-related needs of other people; 

iv. Define the types of information to be collected, stored and disseminated and ensure that 

health-related data from all sources are systematically compiled and reviewed for 

reliability and relevance; 

v. Conduct systematic analysis of compiled data to generate information for planning, 

organisation, evaluation, and advocacy purposes. 

Actions at OIC Level and International Cooperation 

i. Establish capacity building networks among the relevant institutions in the member 

countries with a view to sharing, transfer and exchange of knowledge and expertise; 

ii. Facilitate cooperation among the member countries in improving information 

management and data analysis related to emergency health relief evidence based and 

surveillance data; 

iii. Collaborate in identification of health problems, risks and gaps in services and 

prioritization of them on the basis of the health risks posed. 
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Thematic Area 6: Information, Research, Education and Advocacy 

P.A.6.1: Ensuring the Involvement and Commitment of all Stakeholders to initiate and 

implement Effective Community Health Information, Education and Advocacy Programmes 

Actions at National Level 

i. Establish a national committee for development, monitoring and evaluation of national 

health information, education and advocacy programmes/interventions; 

ii. Encourage strong coordination among health, education, labour and finance ministries to 

improve the socio-economic and political environment for the  implementation of 

effective health promotion interventions; 

iii. Collaborate with local media to advocate for healthy life style; 

iv. Create public-private partnership and involve civil society, NGOs and international 

organizations to address the issues related with financing and  outreach of national 

disease prevention and health promotion programmes; 

v. Establish a good health information system for the development of evidence-based 

health education and promotion programs and services; 

vi. Organize conventions of local health care providers, community leaders and local people 

to make community health information and promotion interventions more culturally 

relevant and responsive; 

vii. Strengthen capacities of ministry of health to lead and perform researches and evidence-

building on MNCH, disease control and health system development. 

Actions at OIC Level and International Cooperation 

i. Advocate for the increased commitment of regional/international health and 

development agencies in terms of technical and financial assistance to help member 

countries to develop and implement their national programmes; 

ii. Organize OIC health information, education and advocacy forums/conventions to 

encourage the interaction and dialogue among policy makers, health care providers, 

health educators and community/religious leaders; 

iii. Establish an online  database of existing programmes and best practices in the member 

countries; 

iv. Encourage member countries to harmonise their health information, education, and 

advocacy practices with the international standards by implementing the guidelines 

provided by international health agencies.  
 

P.A.6.2: Promoting Community Awareness about Disease Prevention and Healthy Life Style 

Actions at National Level 

i. Develop national strategy to promote disease prevention and healthy life style;  

ii. Launch education campaigns to raise public awareness about disease prevention and 

healthy life style through electronic and print media, seminars, road shows and public 

talks/lectures; 
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iii. Launch country wide school health program to promote awareness among youth 

especially about risk behaviours like inadequate physical activity, poor nutrition, 

hygiene and tobacco use etc.; 

iv. Involve popular national personalities (like actors, singers, writers, sportsmen etc.) to 

promote community awareness about disease prevention and healthy life style; 

v. Engage the local community leaders (political, religious) to develop community specific 

awareness campaigns considering the religious and cultural sensitivities of the 

community, to combat stigma and discrimination against people affected by 

communicable diseases; 

vi. Translate and distribute the fatwa of IFA in local languages to address the peoples’ 

religious concerns regarding the vaccination; 

vii. Encourage use of information technology especially mobile phones (via SMS, MMS) and 

internet (via social networking web sites) to educate and inform people about healthy life 

style;  

viii. Ensure preparation and dissemination of simple, understandable, consistent and 

appropriate health information and education messages and materials by: 

- developing guidelines for preparing health information and education messages 

and materials;  

- integrating these guidelines into the training of community based health care 

providers;  

- reviewing and assessing current health messages to ensure they are based on 

the best available evidence;  

- standardizing messages and materials across the country; 

ix. Employ sufficient number of community level health workers to educate, inform and 

involve the local people in health promotion activities like vaccination, awareness 

campaigns etc.; 

x. Organize conventions of local health care providers, community leaders and local people 

to make community health awareness campaigns more culturally relevant and 

responsive.  

Actions at OIC Level and International Cooperation 

i. Design OIC-wide disease specific awareness campaigns; 

ii. Launch a tailor made OIC community health awareness  program for the clerks (imams); 

iii.  Secure IFA fatwa for all types of immunizations in OIC member countries; 

iv. Organize OIC level conferences and conventions for health care providers and 

community leaders to facilitate the sharing of knowledge and best practices on 

community awareness; 

v. Launch an OIC-wide competition to encourage innovative ideas for community 

awareness on health improvement. 
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P.A.6.3: Meeting the Information and Education needs of Health Care Providers 

Actions at National Level 

i. Design new health education curricula to integrate health promotion and prevention into 

health providers’ training; 

ii. Establish a network of national health education institutions to develop quality 

assurance systems for health education and training;   

iii. Monitor and supervise the performance of health care providers by using quality 

improvement approaches and promote the practices that prove effective; 

iv. Support the maintenance and development of professional competencies through 

continuing education to ensure health professionals are equipped to provide the best 

care and information possible; 

v. Offer scholarships to health care providers to attend special courses on health 

information, education and communication; 

vi. Launch  health educator faculty exchange programs at national, regional and 

international level; 

vii. Organize study visits for the health care providers to learn new ideas and best practices;  

viii. Establish a well-functioning health information and education system for the health care 

providers and encourage on job learning via short training courses, workshops, online 

courses etc. 

ix. Educate health care providers on irrational use of medicines by: 

- Disseminating up to date and  unbiased information on the latest medicines and 

diagnostic techniques; 

- Providing proper training regarding prescription writing and communication 

techniques for dealing with patients;  

- Teaching efficient use of diagnostic facilities (machines, instruments etc.) to 

avoid faulty diagnosis and wrong drug prescription. 

Actions at OIC Level and International Cooperation 

i. Facilitate the intra-OIC transfer of knowledge and expertise by extending the coverage 

and implementation of SESRIC’s health capacity building programmes14.  

ii. Enhance cooperation in the field of health  education to train more nurses and other 

medical/health specialists; 

iii. Link health professionals OIC wide through virtual communities of practice so they can 

inform effective policies and promote successful practices; 

iv. Organize OIC health educators and providers forums to work out innovative health 

information and education approaches/strategies; 

v. Establish a network of OIC health centres of excellence to promote harmonisation of 

health care education and practices across the OIC member countries; 

vi. Advocate the implementation of WHO’s recommended key interventions to promote 

rational use of medicines in member countries. 

                                                           
14 IbnSina Programme for Health Capacity Building (IbnSina-HCaB), Tobacco Free OIC Initiative, Occupational Safety 

and Health Capacity Building (OSHCaB) Programme ,OIC Occupational Safety and Health Network (OIC-OSHNET) 
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VI. Implementation 

Mechanism and 

Monitoring 

 

 

 

Although the primary responsibility of implementation of the OIC Strategic Health Programme 

of Action 2014-2023 (OIC-SHPA) rests with OIC member countries, relevant OIC institutions and 

bodies will play a central role in promoting, monitoring and following up the implementation of 

the OIC-SHPA without compromising the sovereignty and responsibility of nation states.  

The following is a proposed mechanism for the implementation and monitoring of OIC-SHPA. 

Under this mechanism, six Working Groups (WGs) are to be established to facilitate the 

implementation and follow up of the actions and activities under each thematic area. Each WG 

will be comprised of interested OIC member countries and relevant OIC institutions. One 

member country in each group will assume the role of the Coordinator of the group. Each WG 

will provide technical help, and address specific barriers, seeking synergies wherever possible 

between different programmes of action. The Coordinator of each WG will be responsible to 

prepare a progress report and submit it to the Steering Committee. 

The OIC Steering Committee for Health will be assuming the central role in the implementation, 

monitoring and follow up of OIC-SHPA. The Committee will ensure the closer involvement of 

member countries and relevant OIC and international institutions in the implementation of 

various programmes of action proposed in the OIC -SHPA. Based on the progress reports of the 

WGs, the OIC Steering Committee will prepare comprehensive progress reports and submit 

them to the sessions of the Islamic Conference of Health Ministers (ICHM). 

As a fast-track implementation approach, twinning capacity building programmes based on 

matching the needs and capacities of the member countries are proposed to be developed under 

each thematic area of cooperation. These programmes will facilitate exchanging of knowledge, 

experience and best practices among the member countries in the concerned areas. In this 

connection, the IbnSina Health Capacity Building Programme, which has been designed by 

SESRIC, could be a good example. 

The identification and allocation of substantial amount of financial resources will be the other 

crucial dimension for the implementation of OIC-SHPA. This issue necessitates a detailed 

discussion to work out some innovative mechanisms for securing necessary funding. To initiate 
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the debate, the following avenues can be proposed to be considered for securing financial 

resources for the implementation of the OIC-SHPA:  

- OIC Development Funds: Allocation of financial resources from existing OIC 

development funds like Islamic Solidarity Fund for Development (ISFD) and Special 

Program for the Development of Africa (SPDA), etc.; 

- Member Countries: Calling upon OIC  member counties to pledge some financial 

resources for the implementation of various programs of actions under the OIC-SHPA;  

- Private Sector: Workout modalities to encourage the involvement of private sector to 

finance some programs of action of the OIC-SHPA; 

- International/Regional Financial, Development and Philanthropic Organizations: 

Garner funds from various multi‐lateral financial institutions, regional banks and 

development and philanthropic organizations. 

As an alternative innovative modality for securing additional financial resources, healthcare 

focused Sukuk can be issued in collaboration with some financial institutions for the purpose of 

funding the implementation of some long-term programs of actions under the OIC-SHPA. This 

kind of Sukuk could also attract and receive the support of some private corporations, NGOs, 

private charities and development institutions in the OIC community. All these long term 

supports may be put into a special purpose vehicle (SPV) which can then be structured to create 

healthcare Sukuks for the OIC member countries. Such an innovative financial modality has been 

recently practiced by some financial institutions under Corporate Social Responsibility (CSR) 

Sukuk scheme. 
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I. Thematic Area 1: Health System Strengthening 

 

Phase-wise Implementation Plan  
 

Lead Country: Kazakhstan 

Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 

Partners 

P.A.1.1: Moving towards Universal Health Care Coverage  

National Level 

 
1. Establish or strengthen a high level multisectoral health 

mechanism as well as local level intersectoral cooperation 
with representation from other public sector ministries, 
nongovernmental organizations, the private health sector 
and other stakeholders to prepare a roadmap for 
achieving universal health coverage (UHC) and social 
determinants of health (SDH); 
 
 

 

 

 

2014 – 2023 
(long-term) 

 

 

 

 

 

 

 

 

 
a. Number of multisectoral mechanisms  

established 
b. Road map for achieving universal health 

coverage 
c. Health care services financed by 

governmental budget 
d. Number and kind of health services 

provided  
e. Improvement of health indicators such 

as life expectancy, maternal and child 
mortality, mortality from trauma 

f. Improvement in social determinants of 
health 

 

 

Ministry of Health,  

Ministry of Finance, 
NGOs 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2. Strengthen or establish the health economics unit in the 
Ministry of Health that would be responsible for 
undertaking regular national health accounts analysis, 
health utilization and expenditure studies;  

 

 

 

 

2014 -2019 

(medium-term) 

 

 

 

a. Number of units developed on health 
expenditures analysis in all countries 
that have regular activity 

b. Number of countries implemented 
national health accounts  (NHA)  

c. Number of NHA reports discussed and 
approved at the higher governmental 
level 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 

Partners 

 

3. Enhance free access to primary health care services to 
pave the way for universal health care coverage;  

 

 

 

2017 – 2023 
(long-term) 

 

 

 

 

a. Percentage increase in government 
financing (allocation of budget) for 
primary health care services 

b. Percentage increase in access (physical 
and financial) to  primary health care 
facilities/ services 

 

Ministry of Health,  

Ministry of Finance, 
NGOs 

 

4. Develop effective guidelines with adequate checks and 
balances for the provision of health care by the formal 
private sector particularly involving registered private 
health care providers (medical doctors, dentists, 
pharmacists, midwives and nurses) in the provision of 
comprehensive health services including in rural and 
remote areas;   

 

2017 – 2023 

(long-term) 

 

 

 

 

 

 
a. Number of guidelines developed 

(recommendations) to define the  role of 
private sector 

b. Percentage increase in number and types 
of services delivered by the private 
sector and financially covered by the 
insurance companies or government 

c. Number of services provided through 
public-private-partnership  

5. Establish an arrangement of payment scheme (e.g., free 
access for primary health care, health insurance, co-
payment/cost-sharing for secondary and tertiary health 
care).  

 

2017 – 2023 

(long term) 

 

a. Established health system with clear 
payment scheme options that will aspire 
to universal health coverage (presented 
outcome of different models) 

b. Number of countries implementing 
effective and above 80% population 
coverage by any kind of the payment 
schemes 

c.  Number of countries with less than 30% 
out of pocket expenditure  
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 

Partners 

OIC and International Cooperation Level 

 
1. Facilitate knowledge exchange and the co-production of 

new knowledge among member countries through the 
joint capacity building programmes, which brings 
together implementers and policymakers to jointly 
develop innovative approaches to accelerate progress 
towards implementing universal health coverage; 

2. Plan building capacities of the staff working in the 
national health economics units of the Ministries of Health 
to undertake national health accounts analysis and using 
the technical capacities of WHO, World Bank and other 
international agencies;  

3. Develop a set of common, yet comparable, indicators of 
progress towards universal health coverage which are 
needed to enable countries undergoing reforms to assess 
outcomes and make midcourse corrections in policy and 
implementation;  

 

4. Support member countries to design policies and 
programs for universal health coverage by providing 
policy analysis and advice to help countries develop 
options for purchasing effective services, pooling 
resources, and raising revenue;  

5. Facilitate exchanges of knowledge and best practices in 
the development of payment scheme for universal health 
care coverage.  

 

 

2014 – 2016 

(short term) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

2017 – 2023 

(long-term) 

 
a. Working group established along with 

subgroups on defined areas 
 

b. Defined funding resources for capacity 
building meetings  
 

c. Developed road-map with timeline for 
each concrete actions defined in the 
strategic plan 
 

d. Twice in a year to report progress of the 
road-map 
 

e. Number of recommendations of working 
group implemented at national level  
 

f. Number of countries improved policy 
under the consultations and 
recommendations of working group 
 

g. Developed funding program  and 
identified organization (s) that would be 
responsible for capacity building 
 

h. Number of trainings provided effectively 
under the program 
 

i. Agreed on set of indicators on universal 
health coverage 
 

j. Number of documented good practices 
related to UHC based on countries 
experiences 

 

SESRIC, IDB, WHO, 
World Bank 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 

Partners 

P.A.1.2: Improving Access to Integrated Quality Health Care Services 
 

National Level 
 

1. Strengthen and develop an essential package of health 
services at all health care levels;  

2. Improve delivery of quality health care services through 
an integrated network of primary health care facilities, 
community health workers, outsourcing to 
nongovernmental organizations, outreach team, 
volunteers or a combination of these;  

3. Ensure physical accessibility to a range of services based 
on community needs, ensuring continuity of care, 
delivered with an integrated approach and delivery by a 
well-trained multidisciplinary team;   

4. Involve individuals and community in needs assessment, 
priority setting, implementation, monitoring and 
evaluation of the public health care services to make 
health related interventions sustainable;  

5. Invest more on self- care capacity building: the focus of 
the system is on determining the social and 
environmental context within which health problems 
occur, identifying risk factors and seeking ways to 
overcome barriers to achieving health;  

6. Encourage intersectoral cooperation for sustainable 
health development through strengthening cooperation 
between health, education, labour, justice,  and social 
services etc. and promote joint planning to reduce health 
inequities;  

7. Ensure hospital safety, quality and efficiency based on 
WHO patient safety guidelines and ensure that 
accreditation of health facilities is an integral part of the 
health system regulations;   

 

 

2014 – 2023 

(long-term) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
a. Number of developed and implemented 

national standards for health care 
provision – defined Essential Package of 
health services, catchment population for 
each health facility, improved quality of 
care (clinical practice guidelines, 
accreditation standards, etc.), improved 
health care infrastructure, clear financing 
mechanism, staffing pattern, in place 
referral system, formation of family health 
folders, in-service training plan, affordable 
access to essential medicine and 
appropriate health technology, improved 
health information system 

b. Integration of priority health care 
programmes in the health system 

c. Organized and improved infrastructure for 
health care monitoring and supervision 
needs assessment and methodological 
support for health care reforms  

d. Number of countries implemented 
monitoring and supervision system, and 
internationally accepted needs assessment 
methodology 

e. Number of countries developed and 
applied system for health care financing 
mechanism to allocate resources in line 
with health equity approach 

f. Number of discussed and approved 
decisions that improved situation with 
intersectoral health problems 

 

Ministry of Health, 
Education, Labour , 
and Finance, NGOs 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 

Partners 

8. Develop mechanisms for sustainable health financing in 
order to reduce inequities in accessing health care;  

9. Strengthen/streamline a system of certification for 
private practitioners (medical doctors, dentists, 
pharmacists, midwives and nurses).   

 

2017 – 2019 
(medium-term) 

g. Number of developed mechanisms for 
community participation in needs 
assessment, local planning, 
implementation, monitoring and follow 
up of health related activities 

h. Number of designed functional 
mechanisms in support of public private 
partnership  

i. Needs assessment on health workforce 
needed, strengthened medical and 
paramedical universities, improved 
strategy and policies related to human 
resource development and developed 
certification mechanisms and 
monitoring. Number of countries 
implementing modern philosophy of 
human resource development Number of 
countries implementing certification 
mechanism 

j. Number of countries developed and 
applied system of quality assurance of 
health care services, patient safety and 
accreditation processes 

 

Ministry of Health, 
Education, Labour , 
and Finance, NGOs 

 

OIC and International Cooperation Level 
 

1. Facilitate the exchange of knowledge and best practices 
among the member countries through capacity building 
programmes;   

2. Promote health program evaluation in member countries 
and provide incentives for programs which demonstrate 
measurable improvement;  

3. Contribute to the funding of health facilities;  

 

2014 -2023 

(long-term) 

 

 

 

 

 

 
a. Developed funded program (to define 

resources for funding) and organization 
that would be responsible for knowledge 
capacity building in member countries 

b.  Number of trainings provided effectively 
under the program 

c. Number of capacity building activities 
organized at the national level 
 

 

OIC-GS, SESRIC, IDB, 
WHO 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 

Partners 

4. Provide technical assistance to member countries in the 
establishment and strengthening of national public health 
institutes;  

5. Lead the establishment of standards to define capacity 
development in improving access to health care services;  

6. Facilitate intra-OIC cooperation in specialized field of 
healthcare (medical, pharmaceutical and nursing 
branches) to improve access to integrated quality health 
care services in member countries.   

 

 

 

 

 

 

 
 

d. Number of participants attended 
capacity building activities relevant to 
health care services quality improvement 

 

P.A.1.3: Strengthening Health Information Systems including Collection and Analysis of Disaggregated Data and its Usage for Policy Development 

National Level 

 
1. Review and upgrade the current status of the national 

health information system and its key elements 
(monitoring health risks and morbidity disaggregated at 
least in sex, age and place of residence, registering cause-
specific disaggregated mortality statistics and assessing 
health system capacity and performance);   

2. Collaborate with key stakeholders such as the national 
statistical office, relevant ministries and organizations 
and develop a plan for addressing gaps in the national 
health information system;  

3. Establish or strengthen an online national health 
information system to improve the efficiency and 
effectiveness of health care delivery;  

4. Allocate special funds to build IT infrastructure, and link 
all health facilities and not only public hospitals with a 
system-wide integrated information network;  

 

 

 

2014 – 2016 
(short-term) 

 

 

 

 

 

 

 

 

 

 

2017 – 2023 

(long-term) 

 

 
a. Number of countries developed strategy 

for desegregated national health 
informational systems 

b. Developed flows of health information, 
key income and outcome indicators for 
monitoring health system performance  

c. Developed system of data collection, 
analysis and its using in health planning 
and policy making 

d. Developed national system of 
surveillance of health system 
effectiveness 

e. Number of countries built collaboration 
with relevant national statistical offices 
to strengthen health information system  

f. Number of countries developed online 
national health information system 
which is upgraded regularly 
 

g. Number of countries with system-wide 

 

 

Ministry of Health, 
National Statistical 
Office 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 

Partners 

5. Develop a national health information technology 
network based on uniform standards to ensure inter-
operability between all health care stakeholders;  

6. Improve surveillance, health information system and use 
of strategic information for developing pertinent policies;  

7. Strengthening information registration system for 
monitoring quality improvement.  

 

integrated information network facilities 
in the hospitals and PHC services 

h. Number of countries implemented 
surveillance systems 

i. Number of registers for health and health 
care monitoring implemented  

Ministry of Health, 
National Statistical 
Office 

OIC and International Cooperation Level 

 
1. Assist countries in establishing health information 

systems that contribute to improved disease surveillance, 
patient management, program monitoring, and public 
health planning;  

2. Assist countries in developing capacity for conducting 
critical surveillance activities such as monitoring disease 
burden, tracking morbidity and mortality data, evaluating 
behavioral risk factors, and monitoring and evaluating the 
impact of health interventions;  

3. Provide leadership in establishing consistent standards 
for global public health informatics;   

4. Increase ability of ministries of health to successfully 
manage the process of transforming data into knowledge, 
knowledge into guidelines, and guidelines into improved, 
cost-effective programs and public health practice;  
 

5. Conduct needs assessment and situation analysis of health 
information systems in OIC members. 

 

 

 

 

2014 – 2016 

(short-term) 

 

 

 
a. Number of needs assessments provided 

for the countries in health information 
system  

b. Number of developed recommendations 
by the working group implemented on 
the national level in the countries 

c. Number of countries with improved 
policy under the consultations and 
recommendations of working group 

d. Number of developed funded program 
(to define resources for funding) and 
organization that would be responsible 
for knowledge capacity building  

e. Number of trainings provided effectively 
under the program 

f. Number of health information system 
strategy development in support of 
international coordination group 

g. Number of countries implemented health 
information system after inputs on 
international level 
 

 

 

SESRIC, IDB, WHO 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 

Partners 

P.A.1.4: Promoting a Balanced and Well-managed Health Workforce with Special Focus on Remote and Disadvantaged Areas 

National Level 

 
1. Establish or strengthen national advisory council for 

human resources in health to  facilitate training, 
recruitment and management of health workforce across 
the country;  

2. Conduct a detailed review of the current status of the 
health workforce and develop comprehensive plan that 
are aligned with the national health plans, covering 
production, training and retention of the health 
workforce, in collaboration with the Ministry of Higher 
Education, academic institutions and other partners; 

3. Improve access of the poor and underprivileged areas to 
primary health care services through training and 
deployment of community health workers familiar with 
the language and culture of the local people;   

4. Collaborate with NGOs and international bodies to train 
and deploy health workers at community level to provide 
health services especially  in rural areas;  

5. Considering importance of the family practice approach 
for delivery of health care services it is essential to review 
current status, production and fare distribution of the 
family physicians and develop concrete short- and 
medium-term plans for addressing the gaps in quality and 
number of family medicine practitioners;    

6. Conduct assessment on base of balance  between 
production of health manpower and their deployment and 
utilization by the health system (irrespective to public/ 
private sector) and needs of the community based on the 
epidemiological trends of diseases;  

 

 

 

2014 – 2016 

(short-term) 

 

 

 

 

 

 

 

 

 

 

 

2017 – 2023 
(long-term) 

 

 

 

 

 

 

 

 

 

 

 

a. Number of countries developed and 
implemented national strategy for 
human resource development 

b. Number of countries developed and 
implemented  system of needs 
assessment for human resources 
planning and forecasting  

c.  Number of countries developed and 
implemented national monitoring 
system for human resources 

d. Number of countries developed and 
implemented national system of training 
and re-training of human resources 

e. Number of countries developed and 
implemented national accreditation 
system of medical, nursing and 
paramedical education programs  

f. Percentage of medical programs, schools,  
universities accredited by national 
accreditation body, and number of 
programs accepted by international 
accreditation bodies 

g. Percentage of countries developed and 
used improved programs based on 
module approach including integral 
definitions to treatment and care 

h. Number of countries developed and 
implemented system for personal 
motivation of medical personnel, 
including performance-based payment 
and career development of medical 
specialists  
 

 

Ministry of Health, 
Education, Labour , 
and Finance, NGOs 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 

Partners 

7. Identify measures to improve the retention, motivation 
and performance of staff by developing compulsory 
programs for distribution of graduates  from medical 
schools, performance-based incentive schemes such as 
partial compensation fee sharing and better work 
environment, in-service training programmes and career 
development opportunities to reduce the urban–rural 
imbalance and so-called “brain drain”;   

8. Strengthening accreditation of the academic institutions 

in order to ensure high quality training programmes for 

all cadres of the health workforce;   

9. Launch scholarship programs to attract more students in 

health professions;  

10. Take necessary measures to integrate teaching and 

learning with clinical practices;  

11. In collaboration with health professional associations, 

develop standards of competencies for practitioners and 

pharmacists at different level of health services. 

2017 – 2023 
(long-term) 

i. Number of countries organized 
professional association responsible for 
quality of health care through 
improvement of professional 
competencies  

j. Number of countries developed 
mechanisms and system for definition of 
priority medical professional increasing 
– for example increasing provision by 
general practitioners for primary health 
care, provision by health economists, 
provision by health statistics, etc. 

k. Percentage of medical doctors work in 
rural area 

l. Number of countries implemented 
system which  integrate teaching and 
learning with clinical practices 

Ministry of Health, 
Education, Labour , 
and Finance, NGO 

OIC  Level and International Cooperation  
1. Facilitate transfer of knowledge and exchange of 

experiences on training, recruitment and management of 
health workforce and also establish an intra-OIC network of 
centres of excellence in health teaching and training;  

2. Raise commitment of the governments to plan and 
implement family practices and also assist in development 
of valid tools to help member countries making reliable 
future projections for different workforce cadres;  

3. Establish OIC health service commission for facilitating 
intra-OIC training, recruitment and management of health 
workforce;  

 

 

2014 – 2019 

(medium-term) 

 

 

 

 

 

 

 

 

 
a. Number of recommendations developed 

by the working group implemented on 
the national level  

b. Number of countries with improved 
policy under the consultations and 
recommendations of working group 

c. Number of developed funded program 
(to define resources for funding) and 
organization that would be responsible 
for knowledge capacity building in the 
country members   
 

 

SESRIC, IDB, WHO 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 

Partners 

4. Promote principled methods for the hiring and protection 
of migrant health workers among the OIC countries;  

5. Facilitate the network between training institutions, 
health services and professional associations for joint 
planning to address the needs and profiles of health 
professionals;  

6. Facilitate cooperation among health professional 
associations (Pharmacist Association, Medical 
Association, Dentist Association, Midwife Association, 
Nurse Association, etc.) in OIC member countries for 
exchange of knowledge and best practices;  

7. Enhance cooperation both at intra-OIC and international 
level, to increase investment in health education and 
training institutions;   

8. Ensure mutual recognition of medical diplomas, 
certificates and degrees across the member countries;  

9. Establish a human resource observatory.  
 

2014 – 2019 

(medium-term) 

 

 

d. Number of trainings provided effectively 
under the program 

e. Organized separate commission on issues 
of medical education  including process of 
diploma recognition 

f. Number of conducted courses for human 
resource development and improvement 
of quality of medical education per year  

g. Number of universities involved to quality 
improvement of medical education on OIC 
level 

h. Established human resources monitoring 
system for regional OIC level  

 

SESRIC, IDB, WHO 

 

 

P.A.1.5: Ensuring Access to Essential Health Commodities and Technologies 

National Level 
 

1. Review national list of essential medicines and 
technologies by considering geographic, demographic and 
epidemiological trends and increasing prevalence of non-
communicable diseases;   

2. Review the conditions of availability, affordability and 
storage of essential medicine to improve the national 
health policies;   

3. Improve availability of free essential medicines by finding 
appropriate financial resource/schemes for drug 
procurement;  

 

 

2014 – 2016 

(short-term) 

 

 

 

 

 

 

 

 

a. Number of countries used Health 
Technology Assessment Tool and 
identified gaps in technologies 

b. Number of countries with available 
essential list of Medicine in above 90% of 
health facilities 

c. Number of countries with national 
strategies on Rational Use of Medicine in 
place 

d.  Number of countries developed 
organization (agency) on medicine 
market study, drug policy on  forming 
and realization 
 

Ministry of Health, 
Ministry of Finance, 
Ministry of Industry, 
Ministry of 
Commerce 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 

Partners 

4. Strengthen national regulatory authority with adequate 
resources and staff to ensure quality, safety and efficacy, 
and widen its scope to cover all health technologies 
including medicines, vaccines, medical devices and 
diagnostics;  

5. Establish a national agency/institution of health 
technology assessment responsible for the evaluation, 
assessment and screening of health technologies 
(including, inter alia, medical interventions and 
procedures, diagnostic and pharmacological 
drugs/medicines, medical devices) to produce list of 
services and products to be included in the benefit 
schemes of the universal coverage;    

6. Support local manufacturers of essential medical 
products;    

7. Ensure the  drug supply by establishing logistics 
corporations at national and provincial level;  

8. Develop appropriate technology investment policies and 
facilitate joint ventures in pharmaceutical sector;  

 

9. Develop and improve (the existing) policies to ensure 
strict compliance to quality standards by manufacturers 
and effective national medicine regulatory authorities;  

10. Ensure the rational use of drugs through legislative and 
other regulatory measures to educate and encourage 
doctors and citizens to avoid irrational use of drugs;  

11. Update/streamline the strategic plan on the use of 
medical devices and in vitro diagnostics in compliance 
with the global requirements, where appropriate.  
 

 

 

 
 

2017 – 2019 
(medium-term) 

 

 

 

 

 

 

 

 

 

 

 
 

2019 – 2023 
(long-term) 

 

e. Number of countries developed 
organization (authority) on independent  
drug policy monitoring and control 

f. Number of countries developed 
independent national institution on 
health technology assessment  

g. Number of countries developed National 
Strategic Plan including all regulations 
for activity relating to medicine policy, 
manufacture, investment, rational use, 
etc.   

Ministry of Health, 
Ministry of Finance, 
Ministry of Industry, 
Ministry of 
Commerce 
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Implementing 

Partners 

OIC and International Cooperation Level 

 
1. Provide capacity-building and technical assistance for 

local production of selected essential medical products;  

2. Develop a knowledge sharing platform to facilitate the 
transfer of knowledge and expertise regarding the 
operation of modern medical devices and diagnostics 
among the member countries;  

3. Assist member countries to prioritize their plan on the 
basis of health technology assessment, which includes 
clinical effectiveness, as well as economic, social and 
ethical impacts of the use of medicines, vaccines and 
medical devices;  

4. Facilitate intra-OIC trade in essential medicines, vaccines, 
medical devices and diagnostics;  

5. Encourage and promote intra-OIC investment in health 
commodities production and industries;  

6. Collaborate with relevant health and development 
agencies to secure funding and resources for the 
procurement of the essential medicines, vaccines, medical 
devices and diagnostics especially in low income member 
countries. 

 
 

 

2014 – 2019 

(medium-term) 

 

 

 
a. Number of developed recommendations 

on health commodities, production and 
industries by the working group 
implemented on the national level in the 
countries 

b. Number of countries with improved 
capacity under the consultations and 
recommendations of working group 

c. Developed funded program (to define 
resources for funding) and organization 
that would be responsible for knowledge 
capacity building in the country 
members   

d. Number of trainings provided effectively 
under the program 

e. Organized separate commission on 

issues of medicine policy, marketing, etc. 

on OIC level     

f. Number of effective cooperation 

between countries of OIC on ensuring 

access to essential health commodities 

and technologies  

 

 

 

 

 

 

 

 

 

SESRIC, OIC-GS, 
Islamic Solidarity, 
Fund for 
Development 
(ISFD),World Bank 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 

Partners 

P.A.1.6: Strengthening Health Financing System to Enable Wider Access to Quality Health Care Services 

National Level 
 

1. Review health financing system to improve access to 
quality health services especially to the low income poor 
groups;  

2. Set up a mechanism for social protection of poor using 
available experiences in different OIC countries and other 
countries of the world. In this regards, build structures, 
capacities and coordination mechanism and tools within 
ministry of health and relevant entities in using Zakat , 
Sadaqat and Awqaf as sources of funds to support social 
protection of poor including their access to quality health 
care services.  

3. Advocate  budgetary allocations for health sector and 
establish an accountability mechanism to ensure 
transparent and efficient use of these funds;  

 

4. Start prepayment and risk pooling based health financing 
schemes to overcome financial barriers to health care 
access especially in rural areas; 
 

5. Conduct health expenditure survey. 
 

 

 

2014 – 2016 
(short-term) 

 

 

 

 

 

 

 

 

 

 

 

2017 – 2023 

(long-term) 

 

 
a. Increasing percentage of financing health 

sector from governmental budget/ 
revenue  

b. Number of countries developed and 
increased  health programs directing  
social vulnerable groups of population 
with no financial hardship 

c. Number of countries developed fund 
(organization) that would regulate all 
financial flows in health sector 

d. Number of countries developed and 
implemented a system on social 
protection of poor including health care 
services 

e. Number of countries studied national 
health accounts 

f. Number of countries taken in charge the 
whole population even gradually  

 
 

 

 

Ministry of Health, 
Ministry of Finance, 
Ministry of Social 
Security, NGOs, Civil 
Society 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 

Partners 

OIC and International Cooperation Level 

 

1. Facilitate and promote intra-OIC investment in health 
sector;  

2. Collaborate with international agencies like WHO, 
UNICEF, UNFPA, World Bank and other donors  to benefit 
from their expertise and financial contribution to build 
health infrastructure in member countries;  

3. Facilitate the development of initiatives to strengthen and 
reform  health financing systems in member countries;  

4. Support the development and strengthening of 
international, regional, and national alliances, networks 
and partnerships in order to support member countries in 
mobilizing resources, building effective national health 
finance programmes and strengthening health systems. 

 

2014 – 2016 

(short-term) 

 
a. Number of recommendations developed 

on strengthening health financing system  
b. Number of countries which developed 

infrastructure, strengthen and reform 
health financing under the consultation 
of working group 

c. Developed funded program (to define 
resources for funding) and organization 
that would be responsible for knowledge 
capacity building in the country 
members   

d. Number of trainings provided effectively 

under the program 

e. Number of consultations per year for 

countries 

f. Number of international NGO to be 

involved to support poor countries in 

developing health financing system in 

member countries 

 

SESRIC, IDB, WHO, 
UNICEF, UNFPA, 
World Bank 
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II. Thematic Area 2: Disease Prevention and Control 

Phase-wise Implementation Plan  

Lead Country: Turkey 

Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 
Partners 

P.A.2.1: Promoting Community Awareness and Participation in Preventing, Combating and Controlling Communicable Diseases. 

National Level 
 

1. Promote and organize (or support existing) cost –effective 
community awareness programs about preventive measures 
and the treatment methods of communicable diseases and 
their benefits; 

2014-2023  
(long-term) 

a. Average number of  awareness programs 
/campaigns for prevention and 
treatment of CD  

b. Percentage of individuals with correct 
and sufficient knowledge of CD 
prevention and treatment for specific 
diseases 

c. Number of international days supported 
and celebrated ( World Health Day, 
World Malaria , TB  or AIDS Days) 

Ministry of 
Health, NGOs 
 

2. Improve policy tools and awareness programs to enhance 
public awareness about the critical benefits of immunization 
among infants and women at child bearing age; 

2014-2016 
(short-term) 

a. Availability of policy tools to enhance  
public awareness  

b. Percentage of women with correct and 
sufficient knowledge of prevention and 
treatment for specific diseases  

c. Proportion of parents with adequate 
information on value of immunization  

3. Ensure reaching every child for immunization by increasing 
community demand through various educational activities, 
enhancing accessibility through improving geographical 
outreach of immunization facilities, increasing service hours 
and administrative barriers; 
 
 
 
 
 

2014-2023 
(long-term) 

a. Percentage of infants under one year of 
age who received DPT3-containing 
vaccine  

b. Percentage of children who received first 
and second dose of measles containing 
vaccine (MCV1 & 2)  

c. Proportion of infants under one year of 
age who received third dose of 
Haemophilus influenza type b (Hib) 
vaccine  

Ministry of 
Health, relevant 
UN Agencies, 
NGOs 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 
Partners 

..Cont'd. 
 

d. Percentage of infants under one year of 
age who received third dose of 
Pneumococcal conjugate vaccine  

e. Percentage of infants under one year of 
age who received 2nd or 3rd dose 
according to the type of vaccine in use)  

f. Establishment of fully functional mobile 
immunization teams 

4. Assess and monitor the public-health burden imposed by 
communicable diseases, and their social determinants, with 
special reference to poor and marginalized populations;  

2014-2019    
(medium-term) 

a. Completed and monitored “burden of 
disease” study for CDs and their social 
determinants, aggregated for population 
groups 

b. Disease morbidity and mortality rates  

Ministry of 
Health, Social 
Security, 
NGOs 
 

5. Implement programs that tackle the social determinants of 
communicable diseases with particular reference to health in 
early childhood, the health of the urban poor, fair financing 
and equitable access to primary health care services; access to 
clean water, improved sanitation and hygiene services; 

2014-2019   
(medium-term) 

 

a. Number of programs that tackle social 
determinants of communicable diseases 

b. Percentage of population having access 
to improved sanitation 

6. Incorporate the prevention and control of communicable 
diseases explicitly in poverty-reduction strategies and in 
relevant social and economic policies; 

2014-2023     
(long-term) 

a. Increased documented political 
commitment to prevention and control  

b. Proportion of allocated budget for CD 
control 

7. Adopt approaches to policy development that involve all 
government departments with a view to ensuring an 
appropriate cross-sectoral response to public health issues in 
the prevention and control of communicable diseases, 
including health, finance, foreign affairs, education, agriculture, 
planning and others; 

2014-2019   
(medium-term) 

 

a. Established cross-sectoral cooperation 
mechanism for targeted CD 

b. Percentage of completed 
implementations defined under the 
scope of cross-sectoral response and 
cooperation  
 

Ministry of Health, 
Finance, Foreign 
Affairs,Education, 
Agriculture, and 
Planning 

8. Strengthen the capacity of individuals and populations to make 
healthier choices and follow lifestyle patterns that foster 
health preservation.  

 

2014-2019 
(medium-term) 

 

a. Level of health literacy  
b. For TB,  knowing and practicing Cough 

etiquette 
c. Style and rate of hand washing habits 

in population 

Ministry of 
Health, NGOs 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 
Partners 

OIC and International Cooperation Level 
 

1. Establish capacity building network(s) among the 
Communicable Disease Control and Prevention 
Centers/Institutions in the member countries, with a view to 
sharing, transfer and exchange of knowledge and expertise; 

1.1. Supported capacity building activities on CDs for targeted 
member states; 

 
 
 
 

2014-2016  
(short-term) 

a. Network established and operational 
between OIC member countries 

b. Number of member countries 
participating in the network(s) 

c. Number of expertise to be transferred 
or exchanged among 
centers/institutions 

d. Number of disease specific or 
integrated training activities in 
different aspect of disease control 
supported by OIC 

OIC-GS, SESRIC, 
IDB, WHO, 
Global Fund 

2. Support OIC-wide awareness programmes and capacity 
building activities for vaccine preventable diseases (OIC SHPA 
P.A.2.1.i i) 
 

2.1. Reach out to communities to educate them on vaccines 
2.2. Work with local and religious leaders to strengthen 

awareness programmes, particularly for polio eradication 
2.3. Develop strategies to deal with anti-vaccine lobbies 

2014-2016  
(short-term) 

a. Number of advocacy meetings and 
activities 

b. Number of member countries 
measuring and reporting the public 
knowledge of vaccines (%) 

c. Funds raised/mobilized for media 
campaigns and capacity building 
activities 

OIC-GS, WHO, 
GAVI, IDB, 
SESRIC 

3. Enhance support to member countries to implement  “End 
Game Strategy” for polio eradication programme 
recommended by WHA ; 

2014-2016  
(short-term) 

a. Number of countries using at least 1 
dose of IPV 

b. Number of countries with polio 3 
coverage  over %90 

c. Number of countries conducting SIAs 
with polio vaccine 

d. Number of countries with AFP rates 
above 1/100.000 

e. Number of countries with wild polio 
cases 

OIC-GS, IDB, 
WHO, UNICEF, 
GAVI 

4. Enhance cross-border cooperation among the member 
countries (both OIC and non-OIC) in fighting infectious 
diseases through coordinated logistical and administrative 
efforts, long-term funding and targeting disease in infected 
populations 

2014-2016  
(short-term) 

a. Number of member countries with 
well-functioning IHR mechanisms 

b. Number of imported cases arising from 
OIC member states 
 

OIC-GS, IDB, 
Global Fund, 
WHO, UNICEF 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 
Partners 

4.1. Improve risk assessment and management of the 
communicable diseases in Hajj 

c. Number of epidemics before, during, 
and after the mass gathering (hajj) 

d. Number of meetings between member 
countries and specialized international 
organizations 

e. Increase in human and financial 
resources mobilized 

 

P.A.2.2: Promoting Community Awareness and Participation in Preventing, Combating and Controlling Non-Communicable Diseases. 

National Level  
 

1. Improve the implementation of WHO FCTC including all 
MPOWER measures which includes, regular monitoring, total 
ban on advertising promotion and sponsorship, tobacco free 
public places, pictorial health warnings, integration of 
cessation services into primary health care, increase of 
taxation; 
1.1. Implement programs that involve NGOs and communities 

 
2014-2019 

(medium-term) 

a. Presence of tobacco free public places 
policies in the country. 

b. Presence of bans on tobacco 
advertising, promotion and 
sponsorship. 

c. Accessibility of adult and youth 
prevalence data of the country 

d. Presence of the quit line/quit line for 
tobacco control 

e. Presence of pictorial health warnings 
on tobacco products  

f. Covered area of health warnings on 
tobacco products (65% or more) 

g. Status of implementation of MPOWER 
measures in the country 

h. Number of programs that are carried 
out with the involvement of NGOs 

Ministry of 
Health, WHO, 
NGOs 

2. Assess and monitor the public-health burden imposed by non-
communicable diseases, including mental and substance use 
disorders and their social determinants, with special reference 
to poor and marginalized populations; 

2014-2019 
(medium-term) 

a. Completed and monitored “burden of 
disease” study for NCDs and social 
determinants, aggregated for 
population groups 

Ministry of 
Health 

3. Implement programs that tackle the social determinants of 
non-communicable diseases including mental health and 
substance use, with particular reference to health in early 
childhood, the health of the urban poor, fair financing and 
equitable access to primary health care services; 

2014-2019 
(medium-term) 

a. Number of programs that tackle social 
determinants of non-communicable 
diseases 
 

Ministry of 
Health, relevant 
UN Agencies, 
NGOs 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 
Partners 

4. Adopt approaches to policy development that involve all 
government departments with a view to ensuring an 
appropriate cross-sectoral response to public health issues in 
the prevention, control and treatment of non-communicable 
diseases (including mental health and substance use), 
including health, finance, foreign affairs, education, agriculture, 
planning and others; 

2014-2019 
(medium-term) 

a. Established cross-sectoral cooperation 
mechanism 

b. Percentage of completed 
implementations defined under the 
scope of cross-sectoral response and 
cooperation  

c. Number of programs that tackle social 
determinants of non-communicable 
diseases including mental health and 
substance use  

Ministry of 
Health, relevant 
UN Agencies, 
NGOs 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

5. Encourage the implementation of cost-effective public health 
measures and interventions in non-communicable disease 
control including mental health and substance use, such as 
health education and campaigns, community volunteers, etc.; 

2014-2019 
(medium-term) 

a. Documentation of support for 
community initiatives legally and 
financially for interventions of NCD 
prevention and control including 
mental health and substance use 

6. Map the emerging epidemics of non-communicable diseases 
and analyse their social, economic, behavioral and political 
determinants as the basis for providing guidance on the policy, 
programmatic, legislative and financial measures that are 
needed to support and monitor the prevention and control of 
non-communicable diseases including mental health; 

2014-2019 
(medium-term) 

a. Incidence of diabetes in population 
aged 20+years (%)  

b. Incidence of COPD  
c. Incidence of hypertension (%)  
d. Incidence of cardiovascular diseases (%)  

7. Reduce the level of exposure of individuals and populations to 
the common modifiable risk factors for non-communicable 
diseases - namely, use of tobacco and harmful use of alcohol, 
unhealthy diet and physical inactivity - and their determinants; 
and, promote interventions to reduce the impact of these 
common modifiable risk factors; 

 

2014-2019 
(medium-term) 

a. Rate of daily tobacco use among adults 
(aged 15+years) (%) 

b. Annual average alcohol consumption (in 
liters) per capita (aged 15+years) 

c. Average amount of fruits and vegetables 
available per person per year (in kg) 

d. Age-standardized rate of insufficient 
physical activity in the population age 
15+years (%) 

8. Strengthen the partnership with food and beverage industries 
to increase the availability, accessibility and affordability of 
healthier food choices (with low/less fat, sugar and salt as well 
as higher fiber); 

 

2014-2023 
(long-term) 

a. Legislation on healthy food production 
b. Multi-sectoral mechanism for oversight 

and advocacy 
c. Number of producers accept to join to 

work on healthier foods 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 
Partners 

9. Develop/update national law covering mental health that is in 
line with international human rights instruments. 

2014-2019 
(medium-term) 

a. 50% of countries will have developed 
or updated their law for mental health  

 
 
 

OIC and International Cooperation Level 
1. Establish capacity building networks among the Non-

communicable Disease Control and Prevention 
Centers/Institutions, including for mental health and 
substance use, in the member countries, with a view to 
sharing, transfer and exchange of knowledge and expertise; 

1.1. Cancer prevention, early detection, treatment and 
palliative care 

1.2. Mental health and substance use 
 

 
2014-2016 

(short-term) 

 
a. Network established and operational 

between OIC member countries 
b. Number of member countries 

participating in the network(s) 
c. Number of expertise to be transferred 

or exchanged among 
centers/institutions 

 
OIC-GS, SESRIC, 
IDB, WHO, 
UNICEF 

2. Enhance Tobacco Free OIC Initiative activities and promote 
OIC-wide information, education and awareness of public in 
tobacco control (OIC SHPA P.A.2.2.ii), with emphasis to 
support member countries to reduce the level of exposure to 
passive smoking (OIC SHPA P.A.2.2.vi) 

2.1. Prepare and/or improve public media campaign 
2.2. Prepare and/or improve education policies and 

programmes on tobacco control 
2.3. Support OIC-wide awareness programmes to protect 

children from passive smoking  
2.4. Enhance political commitments for tobacco control 

activities in member countries 
2.5. Promote adoption and implementation of legislation on 

smoking ban in public areas to protect children from 
passive smoking at education facilities, health institutions, 
public transport and public buildings 

2.6. Establish sound OIC-wide monitoring, evaluation and 
reporting mechanism 
 
 
 
 
 

2014-2023 
(long-term) 

a. Presence of audio-visual materials for 
tobacco control 

b. Number of member countries engaged 
in tobacco control activities 

c. Number of member countries 
measuring and reporting the public 
support for tobacco control activities 

d. Raised/mobilized funds for media 
campaigns, education programmes and 
surveys 

e. Number of advocacy meetings and 
activities 

f. Number of member countries with 
legislation in place to protect children 
from passive smoking in public areas 

g. Monitoring and evaluation reports at 
OIC level 

OIC-GS, SESRIC, 
IDB, WHO, 
ISESCO, UNICEF 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 
Partners 

3. Support member countries to develop/improve a multi-
sectoral approach for effective control of risk factors of non-
communicable diseases (physical inactivity, unhealthy eating 
habits, tobacco and alcohol consumption); 

 

2014-2023 
(long-term) 

a. Number of countries with multi-sectoral 
coordination mechanism 

b. Rate of daily tobacco use among adults 
(aged 15+years) (%) 

c. Annual average alcohol consumption (in 
liters) per capita (aged 15+years) 

d. Average amount of fruits and vegetables 
available per person per year (in kg) 

e. Age-standardized rate of insufficient 
physical activity in the population age 
15+years (%) 

OIC-GS, IDB, 
WHO, ISESCO, 
SESRIC,UNICEF 
 

4. Support member countries to develop/improve a multi-
sectoral approach for effective suicide prevention programmes 
especially targeting the vulnerable sections of society like 
women and youth; 
 

2014-2023 
(long-term) 

a. Number of suicide  deaths per year per 
100,000 population 

P.A.2.3: Building/Improving Health System Capacity and Increasing the Outreach of Prevention, Care and Treatment Programmes 

National Level 
 

1. Streamline operational policies, strategies and action plans for the 
prevention and control of cardiovascular diseases, chronic 
respiratory diseases, diabetes, and cancer as well as for addressing 
major underlying risk factors such as stress, substance abuse 
(including the harmful use of tobacco and alcohol), unhealthy diet, 
overweight/obesity, and insufficient physical activity; 

 
2014-2019 

(medium-term) 

 
a. Rate of completed actions defined 

within the scope of multi-sectoral 
cooperation (%) 
 

 
Ministry of 
Health, relevant 
UN Agencies, 
NGOs 

2. Establish and strengthen dedicated units (or departments) in 
the Ministries of Health which are responsible for non-
communicable diseases and mental health and substance use 
disorders; 

2014-2016 
(short-term) 

a. Established units that are responsible 
for non -communicable diseases and 
mental health in the MoH are in place 
and fully functional 

Ministry of 
Health 

3. Take necessary measures to increase the servicing capacities 
of existing testing and  HIV/AIDS treatment facilities and 
increase access to HIV testing, care and treatment through 
integration in existing health services to provide services for 
the prevention of mother-to-child transmission, as well as anti-
retroviral therapy (ART);  

 

2014-2016 
(short-term) 

a. Antiretroviral therapy coverage among 
eligible people living with HIV (%) 

b. Incidence of AIDS/HIV (per 100,000 
population)and estimated number of 
new HIV infections  
 

Ministry of 
Health, relevant 
UN Agencies, 
NGOs 
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3.1. Build capacity of civil society organizations to provide 
community based HIV testing and counseling 

c. Estimated number of people living with 
HIV (prevalence of HIV infections) 

d. Estimated AIDS deaths 
4. Improve the network of screening, diagnostic and treatment 

facilities for the most prevalent communicable and non-
communicable diseases including mental, neurological and 
substance use disorders in terms of accessibility, affordability 
and quality; 

2014-2019 
(medium-term) 

a. Proportion of family 
physician/primary care admissions 
among all admissions  

b. Percentage of health institutions that 
share electronic information 

Ministry of 
Health, relevant 
UN Agencies, 
NGOs 

5. Improve radiation-based imaging infrastructure using X-rays, 
magnetic resonance or radioisotopes, which are essential for 
diagnosis and screening programmes (such as mammography 
for early breast cancer detection); 

2014-2019 
(medium-term) 

a. Number of MRI devices per 1,000,000 
population 

b. Number of CT scan devices per 
1,000,000 population 

c. Percentage of breast cancer screening 
among women aged 40–69 years  

d. Percentage of cervical cancer screening 
among women aged 30–69 years  

Ministry of 
Health  

6. Enhance the outreach of immunization services and the 
availability of vaccines, particularly for polio; 

2014-2016 
(short-term) 

a. DPT 3 immunization rate  
b. Polio 3 immunization rate  
c. Number of poliomyelitis cases  

Ministry of 
Health, relevant 
UN Agencies, 
NGOs 

7. Increase the proportion of new and relapse tuberculosis cases 
detected and treated by adopting more precise and sensitive 
detection methods such as culture-based diagnostic 
laboratories , increasing the number of drug susceptibility 
testing (DST) facilities and ensuring the availability of the 
multidrug-resistant tuberculosis treatment free of charge; 

 

2014-2016 
(short-term) 

a. Number of MDR-TB cases 
b. Incidence of tuberculosis (per 100,000 

population) 
c. BCG immunization rate  

 
 

8. Strengthen national strategies for increasing long-term 
investment to enhance health workforce capacity by 
improving training of physicians, nurses and other critical 
health personnel; 

 
 

 

2014-2023 
(long-term) 

a. Total (public+ private) number of 
physicians per 100,000 population 

b. Total (public+ private) number of 
nurses + midwives per 100,000 
population 

c. Total (public+ private) number of 
dentists per 100,000 population 

d. Total (public+ private) number of 
pharmacists per 100,000 population 
 

Ministry of 
Health, and 
Labour 
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9. Increase mental health promotion and mental illness 
prevention with an emphasis on community-based mental 
health approaches, and streamline public health strategies for 
their integration with chronic disease prevention strategies; 

 

2014-2019 
(medium-term) 

a. Total (public+ private) number of 
psychiatrists per 10,000 population 

b. Total (public+ private) number of 
psychiatric beds per 10,000 population 

c. Number of community-based mental 
health programs 

d. Presence of Mental Health Action Plan  
e. Number of centers providing mental 

healthcare service 

Ministry of 
Health, relevant 
UN Agencies, 
NGOs 

10. Establish a continuing medical  education program at all levels 
of the health-care system, with a special focus on primary 
health care; 

2014-2019 
(medium-term) 

a. Number of CME programs on PHC 
 

Ministry of 
Health,Education 

11. Strengthen and maintain routine immunization as part of the 
primary health care services through an integrated network of 
PHC facilities, community health workers, outsourcing to 
NGO’s, or a combination of these. 

2014-2020 
(long-term) 

a. Coverage of routine immunization 
programs 

b. Number of reported cases of vaccine 
preventable diseases  

c. Incidence of total Measles cases  

Ministry of 
Health, relevant 
UN Agencies, 
NGOs 

OIC and International Cooperation Level 
 

1. Support member countries to develop system for early 
detection and control of risk factors of non-communicable 
diseases and mental, neurological and substance use disorders  

 

2014-2023 
(long-term) 

a. Standardized overall premature 
mortality rate (from 30 to under 70 
years) for four major non-
communicable diseases (cardiovascular 
diseases, cancer, diabetes mellitus and 
chronic respiratory disease), 
disaggregated by sex  

OIC-GS, IDB, 
WHO, SESRIC, 
UNICEF 
 

2. Support member countries to develop system for early 
detection of breast, colon and cervical cancers 

2014-2016 
(short-term) 

a. Number of member countries with 
screening programs and reports 

b. Number of member countries that 
report screening coverage to 
international databases 

OIC-GS, IDB, 
WHO 

3. Support member countries to increase the number of antigens 
in the vaccination schedule and improve coverage  

 

3.1. Increase the number of antigens in the vaccination 
schedule according to the recommendations of WH 
 
 

2014-2023 
(long-term) 

 
 
 
 

a. Proportion of countries that have 
introduced Hib vaccine in national EPI 

b. Proportion of countries that have 
introduced Pneumococcal conjugate 
vaccine (PCV)  in national EPI 
 

OIC-GS, IDB, 
WHO, UNICEF, 
GAVI 
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3.2. Improve access to vaccines for every child through 
different strategies such as Reach Every District (RED) 
strategy 

3.3. Achieve the targets of vaccine preventable diseases 
control programmes in every member country 

 

 
2014-2023 
(long-term) 

c. Proportion of countries that have 
introduced rotavirus  vaccine in 
national EPI 

d. Proportion of countries that have 
achieved the target of measles 
elimination 

e. Proportion of countries that have 
achieved the target of maternal and 
neonatal tetanus elimination 

f. Proportion of countries that have 
achieved Hepatitis B control target 

g. Proportion of countries that have 
introduced at least one dose of IPV 

OIC-GS, IDB, 
WHO, UNICEF, 
GAVI 

4. Reach targets of the health related MDGs in area of 

communicable diseases (HIV/AIDS, Malaria, and TB)  

4.1. Ensure universal access to treatment for HIV/AIDS for all 

those who need it 

4.2. Strengthen control programmes to stop and reverse the 

incidence of malaria and TB 

2014-2016 
(short-term) 

a. Global targets of health related MDG 
b. Percentage of HIV/AIDS cases with 

access to ART 
c. Number of countries achieving malaria 

and TB elimination phase 
d. Percentage of new MDR-TB cases  

 
OIC-GS, IDB, 
WHO, UNICEF, 
GAVI 
 

5. Enhance cooperation among the member countries in the field of 

immunization programmes based on the recently adopted 

global health initiative of Global Vaccine Action Plan (GVAP)  

5.1. Technical cooperation to increase the outreach and 

availability of vaccines, diagnostics and medicines; 

5.2. Cooperation in making available adequate supply of 

vaccines, diagnostics and medicines to the member 

countries   

2014-2019 
(medium-term) 

a. Number of joint scientific activities 
b. Proportion of countries joined regional 

pooled vaccine procurement system 
 

6. Mobilize financial resources to support building, strengthening 

and maintaining the core capacities as required under the 

International Health Regulations (IHRs) and in accordance with 

national plans of action. 

2014-2016 
(short-term) 

a. Number of meetings for need 
assessment and fund raising among 
member countries and specialized 
international organizations 

b. Increase in appropriate and 
sustainable human and financial 
resources 

OIC-GS, IDB, 
WHO 
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Implementing 
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P.A.2.4: Establishing a Sound Monitoring and Evaluation Framework for Disease Control 

National Level 
 

1. Promote scientific research and data collection and 
management including equity data with a view to raising the 
standard of communicable and non-communicable disease 
control and allowing for benchmarking the progress against 
other OIC as well as non-OIC countries; 

 
 

2014-2019 
(medium-term) 

 
 

 

 
 

a. Share of R&D expenditure on health 
within the total Public Sector R&D 
expenditures (%) 

b. Percentage of health institutions that 
share electronic information 

 
 
 
Ministry of 
Health,  National 
Statistical Office 

2. Take measures to reduce the risk of cross-border transmission 
of infectious diseases; 

 

 
2014-2016 

(short-term) 

a. Number of imported cases 
b. Well-functioning IHR mechanisms in 

place 
 

Ministry of 
Health, relevant 
UN Agencies, 
NGOs 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

3. Develop and update existing evidence-based norms, standards 
and guidelines for cost-effective interventions and by 
reorienting health services to respond to the need for effective 
management of chronic diseases including mental, 
neurological and substance use disorders; 

 

2014-2016 
(short-term) 

a. Number of evidence based guidelines 
produced or revised regularly 

b. Percentage of cases treated in 
accordance with hospital clinical 
guidelines  

 
4. Adopt, implement and monitor the use of evidence-based 

guidelines and establish standards for primary health care 
services;  

 
2014-2016 

(short-term) 

 
a. Number of evidence based guidelines 

produced or revised regularly 
b. Percentage of cases treated in 

accordance with treatment guidelines 
for primary healthcare  
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Implementing 
Partners 

5. Implement and monitor cost-effective approaches for the early 
detection of breast and cervical cancers, diabetes, 
hypertension and other cardiovascular risk factors; 

 
5.1. Implement and monitor cost-effective approaches for 

early detection  and management of mental, neurological 
and substance use disorders (MNS) 

 

 
2014-2023 
(long-term) 

 
 
 
 
 
 
 
 
 
 

 

a. Percentage of breast cancer screening 
among women aged 40–69 years  

b. Percentage of cervical cancer screening 
among women aged 30–69 years  

c. Percentage of diabetic population with 
hemoglobin A1c level >= 9 % 

d. Prevalence of raised fasting blood 
glucose among adults aged ≥ 25 years 
(%) 

e. Prevalence of raised blood pressure 
among adults aged ≥ 25 years (%) 

f. Prevalence of moderate and severe MNS 
disorders  

g. Percentage of treated moderate and 
severe MNS 

Ministry of 
Health, relevant 
UN Agencies, 
NGOs 
 

6. Ensure recommended performance monitoring tools in polio 
eradication are put in place to: 

6.1. track whether supplementary immunization activities are 
reaching the vaccination coverage thresholds required to 
interrupt transmission, 

6.2. ensure surveillance system is sensitive enough to detect 
any polio virus circulation and  

6.3. guide rapid corrective action 

2014-2016 
(short-term) 

 

a. Polio 3 immunization rate (>90%) 
b. Presence of SIA activities 
c. AFP rate above 1/100.000 
d. Number of Polio cases 

 
 
 

Ministry of 
Health, GPEI, 
NGOs 
 
 
 
 
 
 

7. Review and enact, as deemed necessary, relevant public health 
laws, legislation, regulations or administrative requirements, 
and other governmental instruments to facilitate full 
implementation of the IHR. 
 

 
2014-2016 

(short-term) 
 

 
a. Reports based on IHR self-assessment 

tools 
 

 
Ministry of 
Health, WHO 

OIC and International Cooperation Level 
 

1. Establish a technical unit in the OIC Secretariat for monitoring 
and evaluation of communicable and non-communicable 
diseases and risk factors in member countries ; 

 
 

2014-2016 
(short-term) 

 
a. Legal, administrative and financial 

framework for the technical unit 
b. Fully functional technical unit in place 

 
OIC-GS, SESRIC, 
IDB, WHO 
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2. Facilitate cooperation among the member countries in 
building and disseminating information about the necessary 
evidence base and surveillance data in order to inform  policy-
makers, with special emphasis on the relationship between 
disease control, poverty and development; 

2014-2016 
(short-term) 

 
 
 

 

a. Established mechanism for sharing 
information and surveillance data on 
social determinants of health 

OIC-GS, SESRIC, 
IDB, WHO 
 
 
 

3. Support the initiatives of the WHO, including the 2013-2020 
Action Plan for Implementing the Global Strategy for the 
Prevention and Control of Non-Communicable Diseases, in 
addition to Global Action Plan for Mental Health 2013-2020 
and European Action Plan to Reduce the Harmful Use of 
Alcohol 2012–2020, to ensure the monitoring of non-
communicable diseases and mental health at the national, 
regional and OIC levels; 

 

2014-2019 
(medium-term) 

 
 

 
 
 

a. Monitoring of global voluntary targets 
for NCDs among member countries 

b. Benchmarking progress among 
member countries 
 

OIC-GS, IDB, 
WHO, SESRIC, 
GAVI 
 

4. Support and facilitate South-South collaboration and border 
meeting between neighbouring countries to control the spread 
of communicable diseases. 
 

2014-2016 
(short-term) 

a. Number of joint activities for disease 
control 

 

OIC-GS, IDB, 
WHO, SESRIC, 
GAVI 

P.A.2.5: Enhancing Health Diplomacy and Increasing Engagement with Regional and International Organizations with a view to Exchanging Knowledge, 
and Creating Synergies and New Funding Opportunities 

National Level 
1. Strengthen intersectoral collaboration and partnership with 

regional and international institutions for implementing key 
activities related to communicable and non-communicable 
diseases including mental health and substance use; 

 
2014-2016 

(short-term) 
 
 
 

 
a. Number of projects carried out 

internationally 
b. Number of studies started in other 

countries about Healthcare Services 
and Health Policies 

 
Ministry of 
Health, relevant 
UN Agencies, 
NGOs 
 

2. Ensure effective investments of the funds disbursed by the 
Global Fund and other international donors through efficient 
coordination with local partners such as government Agencies, 
community organizations, private sector companies, faith-
based organizations, etc.; 

 

 
2014-2023 
(long-term) 

 

 
a. Number of projects supported by 

international donors 
 
 

Ministry of 
Health, Global 
Fund, faith-
based NGOs 
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3. Enact or strengthen interventions to reduce risk factors for 
non-communicable diseases, including ratifying and 
implementing the WHO Framework Convention on Tobacco 
Control and its protocol on illicit tobacco trade, implementing 
the recommendations of the Global Strategy on Diet, Physical 
Activity and Health, the Global Strategy for Infant and Young 
Child Feeding, and other relevant strategies through national 
strategies, policies and action plans; 

2014-2023 
(long-term) 

a. Number of meetings and activities 
carried out to support and strengthen 
national strategies, policies and action 
plans in line with  global strategies and 
conventions to fight with risk factors of 
communicable and non-communicable 
diseases 

b. Number of countries who ratified the 
WHO FCTC 

Ministry of 
Health, WHO, 
relevant UN 
Agencies, NGOs 
 
 
 
 
 

4. Participate actively in regional and sub-regional networks for 
the prevention and control of diseases; and establish effective 
partnerships and strengthen collaborative networks, involving 
key stakeholders, as appropriate; 

2014-2016 
(short-term) 

a. Legislative and administrative 
mechanisms in place for involvement 
in networks 
 

Ministry of 
Health, other  
relevant Govt. 
Agencies 
 

 
5. Strengthen MoH leadership in promoting and engaging in 

multi-sectoral approach to addressing social determinants of 
health. 

 
2014-2016 

(short-term) 

 
a. Projects/activities to touch upon social 

determinants of health 

OIC and International Cooperation Level 
 

1. Initiate activities among member countries to increase 
knowledge and capacity on health policy and health 
diplomacy; 

 
2014-2016 

(short-term) 

 
a. Number of projects and training 

activities carried out at OIC and 
international level  

 

 
OIC-GS, IDB, 
WHO, SESRIC, 
UNICEF, GAVI 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2. Facilitate the exchange of know-how, technology and expertise 
between developed countries and member countries in the 
early diagnosis of diseases, including the new and relapse 
cases of tuberculosis; 

2014-2023 
(long-term) 

 
 

a. Number of meetings and activities 
carried out at OIC and international 
level 

3. Follow up the issues pertaining to cooperation with 
international organizations and initiatives with the leadership 
of the OIC member states in order to ensure sustained high-
level political commitment for the implementation of various 
campaigns and programmes; 

2014-2016 
(short-term) 

 
 

 

a. Number of advocacy meetings and 
activities at regional and global level 

 

4. Attract and secure new lines of funding for disease prevention 
and control from international donors such as the Islamic 
Development Bank (IDB), Global Fund, and Bill and Melinda 
Gates Foundation; 

 
2014-2016 

(short-term) 
 

a. Number of projects supported by OIC 
organizations and international donors 
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5. Participate in resource mobilization and partnership 

development to implement national emergency polio 
eradication plan in the remaining endemic and high risk OIC 
member countries; 

 
2014-2016 

(short-term) 
 

 
a. Number of projects and advocacy 

meetings supported by OIC 
organizations and international donors 

 
 
 
OIC-GS, IDB, 
WHO, SESRIC, 
UNICEF, GAVI  
  
 
 
 

6. Support the implementation of intervention projects, exchange 
of experience among stakeholders, and capacity-building 
programmes of regional and international scale; 

2014-2023 
(long-term) 

a. Number of projects and advocacy 
meetings supported by OIC 
organizations and international donors 

7. Call upon the OIC and IDB to support and facilitate the effective 
attendance and engagement of the member countries in the 
various activities and programs of the relevant regional and 
international organizations; 

2014-2016 
(short-term) 

 

a. Number of projects and advocacy 
meetings supported by OIC 
organizations and international donors 

8. Collaborate with all relevant stakeholders in: 
8.1   advocacy in order to raise awareness of the increasing 
magnitude of the public health problems posed by 
communicable and non-communicable diseases and 
8.2  providing support to countries in detection, notification, 

assessment and response to public health emergencies of 
national and international concern. 

2014-2023 
(long-term) 

a. Number of projects and advocacy 
meetings supported by OIC 
organizations and international donors 
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III. Thematic Area 3: Maternal, New-born and Child Health and Nutrition 
 

Phase-wise Implementation Plan  

Lead Country: Indonesia 

Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 
Partners 

 

P.A.3.1: Ensuring Access to Adequately Equipped Local Health Facilities for every Woman, New-born, and Child and Improving Quality and Efficiency 
of Service Delivery, especially at the Local Level 
 

National Level 
1. Reduce barriers to accessing health services to reach 

out to cut off women and families due to physical, 
cultural, geographical and financial barriers; 

 

2014 – 2016 

 (short-term) 

 

a. Coverage of underserved women, 
families and vulnerable groups by 
health services 

b. Presence of mobile teams and clinics 

which are fully functional   

 

 

 

 

Ministry of Health, 
Statistical Bureau, 
Health Institutes NGOs, 
Local Communities 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2. Improve quality of MNCH services by training family 
health technicians/physicians (able to deliver 
antenatal care, safe delivery, post natal care, growth 
monitoring, nutrition supplementation, immunization 
and birth-spacing counseling services) with the 
essential components and new competencies required 
and strengthening referral linkages; 

 

2014 -2019 
(medium-term) 

a. Coverage of antenatal, delivery, and 
post-partum care by skilled health 
personnel in health facilities 

b.    Developed a well-functioning referral 

health system   

3. Develop home-based maternal, newborn and child 
care programmes based on successful models of 
community health workers depending on the needs 
and realities of each country and empower families 
and local communities to close the gap of postnatal 
care, childhood illnesses, and nutrition through 
healthy home practices; 

 

2014 -2019 

(medium-term) 

 

a. Percentage of home-based maternal, 

newborn and child care programmes 

developed in remote areas 

 

4. Build up disaggregated health information systems at 
the national and local levels to monitor and improve 
the delivery of antenatal care services in a 
comprehensive and timely manner; 

 
2014 -2019 

(medium-term) 
 
 
 

a. Availability of routine data 
information for local program 
management (local area monitoring) 

b. Identified most underdeveloped 
districts and sub districts 
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5. Develop strategies to ensure that professional skills 

and competencies are identified and knowledge gaps 

within human resources management are adequately 

addressed for quality delivery of maternal, newborn 

and child health (MNCH) services; 

 

2014 -2019 

(medium-term) 

 

 

 

 
a. Established standardized 

competency for health professionals 
b. Developed regulations on delegation 

of medical function for each health 
personnel  

c. Percentage of accredited hospitals 
and clinics 

 

Ministry of Health, 
Statistical Bureau, 
Health Institutes NGOs, 
Local Communities 

 

6. Promote integrated primary health care services from 

state level down to grassroots and implement family 

practice program; 

2014 -2019 

(medium-term) 

 

 

a. Developed and functioning referral 
health system. 

b. Percentage of community health 
posts running routine MCH and 
nutrition services 

7. Ensure access and availability of life-saving 

commodities for women , newborns, and children; 

 

2014 -2019 

(medium-term) 

 

a. Developed lifesaving package for 
women, newborns, and children 
during emergencies 

b. Regular provision of  life saving 
packages 

c. Availability of health services in 
remote, border, and small 
archipelagic areas  

d. Availability of drugs and medical 
equipment in every health facility 
 

8.  Improve awareness of women, families and 

communities about maternal and child life saving 

practices and existing services. 

 

2014 -2019 

(medium-term) 

 

 
a. Percentage of women knowing 

danger signals in pregnancy, labour, 
neonatal and childhood stages 
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OIC and International Cooperation Level 

 

1. Promote evidence-based, high-impact interventions to 

improve MNCH in OIC countries through facilitating 

the exchange of knowledge and sharing of best 

practices; 

 

 

 

2014 – 2023 

(long-term) 

 

 

 
a. Percentage of countries implemented 

evidence based cost effective MNCH  
intervention (lancet journal series) 

 

 

 

 

OIC-GS, WHO, UNICEF, 
SESRIC 

 

 

 

 
2. Cooperate technically in identifying and addressing 

gaps in coverage and quality of care along the 

continuum of care for maternal, newborn, and child 

health; 

2014 -2019 

(medium-term) 

 

a. Established MNCH technical working 
group to share and update policies 
based on the global, regional as well 
as national evidence 

OIC-GS, WHO, 
SESRIC,IDB, UNFPA 

 

3. Develop and implement projects of technical 

cooperation in the area of MNCH among member 

countries; 

2014 -2019 

(medium-term) 

 

a. Number of countries adopted MNCH 
handbook 

b. Number of health personnel trained 
on MNCH handbook (Third Country 
Training Program) 

OIC-GS, WHO, UNICEF, 
SESRIC,IDB 

4. Advocate for the joint project of OIC and partners on 

“Reaching Every Mother and Baby in the OIC 

Emergency Care” and support and actively participate 

in the initiatives taken under this project. 

 

 

                                                                                                                     

 

 

2014 -2019 

(medium-term) 

 

a. Developed forum to discuss project 

concept on “Reaching Every Mother 

and Baby in the OIC Emergency Care” 

b. Number of needy countries received 
the project Strengthen capacity in 
health and nutrition responses during 
emergencies 

 
 
 
 

OIC-GS, WHO, UNICEF, 
IDB, SESRIC, UNHCR, 
World Bank 
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P.A.3.2: Implementing long-term Policies and Programmes to Develop Health Workforce and accordingly Increase the Attendance of Skilled Health 
Personnel during Childbirths 
 

National Level 

1. Resolve inequities in the distribution of health 

workers and ensure the availability of adequate 

numbers of skilled health workers at health centers 

and hospitals in every district; 

 

 

2014 – 2016 

(short-term) 

 

 

 

 
a. Ratio of skilled health personnel by 

population by district 

 

 

 

Ministry of  Health, 
Ministry of Finance 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2. Increase investment in human resources to offset the 

present momentum of emigration of qualified 

personnel from low income countries and improve 

the conditions of qualified personnel to prevent them 

emigrating; 

 

2014 -2019 

(medium-term) 

 

 

 

 
a. Percentage of health education 

institution accredited 
b. Percentage of qualified and certified 

health personnel  
c. Established incentive scheme  

3. In case of personnel shortage, train lower level care 

providers to provide facility based MNCH care under 

close supervision of authorized providers; 

 

2014 -2019 

(medium-term) 

 

 
a. Developed training module for 

community health worker 
b. Number of community health worker 

in the shortage area trained 

4. Develop strategies aiming at increasing the number of 

health facility based deliveries and the empowerment 

of paramedical and trained staff to provide 

appropriate obstetric interventions; 

 

2014 -2019 

(medium-term) 

 

 
a. Developed guideline for appropriate 

obstetric care by level of health 
facilities 
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5. Develop long term strategies for an effective human 

resource development plan, which can be 

operationalized for universal access to skilled 

attendance during childbirth. 

 

2014 -2019 

(medium-term) 

 

 

a. Developed roadmap for distribution 
and utilization of midwives  

b. Number of villages with adequate 
skilled midwives 

 

Ministry of  Health, 
Ministry of Finance 

OIC and International Cooperation Level 

1. Promote capacity building and disseminate best 

practices and lessons learned in the member 

countries in access to skilled health personnel during 

childbirth; 

 

 

2014 -2016 

(short-term) 

 

 

 
a. Established networking to 

share lessons learned  

b. Percentage of countries 

practicing the best practices 

 

 

OIC-GS, SESRIC, WHO, 
UNICEF, UNFPA,   
World Bank 

 

2. Building on best practices and contributing to efforts of 

multilateral partners and global partnerships through 

joint assessment of national health programmes and 

capacities, identify and support policy and structural 

changes that improve health outcomes in MNCH services; 

2014 -2019 

(medium-term) 

 

a. Developed multilateral 

collaboration and global 

partnership 

OIC-GS, WHO, SESRIC 

 

 

 

3. Support the movement of health workers between 

countries to facilitate meetings, exchange of 

knowledge and evidence-based best practices in the 

area of MNCH services. 

 

 

 

 

2014 -2019 

(medium-term) 

 

 

a. Number of forum organized 

to facilitate exchange of 

knowledge  

 

OIC-GS, WHO, SESRIC, 
NGOs 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 
Partners 

 

P.A.3.3: Developing Programmes and Policies to Prevent Low Birth-weight (LBW) Newborns, Reduce Under nutrition and Deficiencies in Children, 

and Promote Optimal Child Development. 
 

National Level 

 
1. Develop and implement effective national approaches for 

addressing the causes of LBW, promoting early exclusive 
breast feeding, proper infant and young child feeding 
practices, and child early stimulation practices; 

 

 

2014 – 2016  

(short-term) 

 

 

 

 

 
a. Percentage of exclusive 

breastfeeding among 0 to 6 months 
old 

b. Percentage of health facilities with 
breastfeeding and Infant and Young 
Child Feeding counselor 

 

 

Ministry of Health, 
Health Programmes 
WHO, NGOs 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
2. Streamline policies addressing children at developmental 

risk and childhood disabilities;  

 

2017 – 2023 

(long-term) 

 

 
a. Percentage of districts adopting 

integrated Early Child Growth and 
Development 

 
3. Equip health care workers with the skills to provide 

counseling to parents on taking care of child growth and 
development; 

2014 -2019 

(medium-term) 

a. Percentage of trained health 
personnel able to provide parent 
counseling 

4. Develop programs and policies to prevent women from 
becoming smokers and encouraging those who do smoke 
to quit with a view to eliminating one of the main causes 
of LBW; 

2014 -2019 

(medium-term) 

 

a. Developed and implement plan to 
prevent smoking among pregnant 
women 

5. Support sustained research on the causes of LBW by 
understanding of the impact of social and economic 
factors as well as paternal and environmental factors that 
influence birth-weight and address demographic, social, 
and environmental risk factors related to LBW; 

2014 -2023 

(long-term) 

 

 

 

a. Developed research roadmap on the 
factors associated with LBW 
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Implementing 
Partners 

6. Improve public health programs and services to provide 
education and resources to women of child bearing age to 
promote healthy nutrition prior to conception and during 
pregnancy, and also improve the health and nutrition 
status of adolescents; 

2014 -2019 

(medium-term) 

 

 

 

a. Updated and promoted nutrition 
guidelines 

b. Developed specific and sensitive 
intervention  for women of child 
bearing age 

 

 

Ministry of Health, 
Health Programmes 
WHO, NGOs 

 
7. Expand policies to reduce the prevalence of stunting, 

underweight and overweight in children under the age of 
five; 

2014 -2019 

(medium-term) 

 

a. Percentage of districts implemented 
SUN (Scaling Up Nutrition) 
movement 

8. Support public-private partnerships to improve the 
availability of staple foods enriched with key 
micronutrients; 

2014 -2019 

(medium-term) 

 

a. Developed standards and technical 
specification for food 

b. Number of public-private in 
partnership programmes 

 
9. Promote programs and policies to prevent child 

marriages and adolescence pregnancies. 
2014 -2019 

(medium-term) 

a. Reproductive health for adolescent 
and young people 
 

OIC and International Cooperation Level 

 
1. Heighten OIC level campaigns that discourage smoking 

while pregnant to prevent low birth-weight newborns; 

 

 
 

2014 – 2016 

(short-term) 

 

 

 
 

a. Development of evidence based 
advocacy tools for campaign 
against smoking for pregnant 
women  

 

 

 

OIC-GS, WHO 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 
Partners 

2. Advocate for more resources for effective nutrition 
programmes and help coordinate nutrition programmes 
with other health and development priorities; 

2014 -2019 

(medium-term) 

 

 

 

 

 

a. Defined common result 
framework (objectives, strategies, 
program, and activities).  

b. Build network among 
government, private, donors, 
development partner, NGO in the 
region 

OIC-GS,WHO, 

UNICEF, SUN 
Secretariat, SESRIC 

 

 

 

3. Intensify collaboration between high income and low 
income OIC countries to reduce under nutrition and 
micronutrient deficiencies in children through programs 
offering nutritional support to low-income expectant 
mothers and infants; 

2014 -2019 

(medium-term) 

 

 

a. Created forum for dialog between 
high income and low income 
member countries 

b. Formulated joint proposal for 
discussion 

c. Number of countries received 
support 
 

 

 

OIC-GS, WHO, UNICEF,  

SUN Secretariat 

 

4. Advocate for meeting international commitments and 
promoting child rights as stipulated in the UN Convention 
on the Rights of the Child (CRC); 

2014 -2019 

(medium-term) 

 

a. Developed networking to monitor 
the implementation of UN 
Convention on the Rights of the Child 
(CRC) 

 

 

OIC-GS,WHO, UNCRC 

5. Help member countries to set regulations for fortifying 
food with micronutrients. 

2014 -2019 

(medium-term) 

 

a. Number of countries with 
appropriate regulation 

b. Number of countries helped to make 
regulations  

 
 
 
 
 
 
 
 

OIC-GS, WHO, 

UNICEF, UNCRC, SUN 
Secretariat 
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P.A.3.4: Reducing Burden of Diseases with Effective Vaccination Programmes for Infants and Eliminating Measles and Rubella 

National Level 
 

1. Increase community demand for vaccinations through 
various education activities;  
 

 

 

2014 – 2016 

(short-term) 

 

 
a. Number of educational activities 

organized 
b. Vaccination coverage rates for 

different  vaccines included in the 

national vaccination schedule 

 

 

Ministry of Health, 
Ministry of Finance 

2. Enhance access to vaccination services through, among 
others, reducing out-of-pocket costs, home-visiting and 
school-based interventions; 
 

2014 -2019 

(medium-term) 

 

a. Measures taken to enhance the 
access 

b. Vaccination drop-out rates 

3. Increase the availability of vaccines in medical or public 
health clinical settings by reducing the distance from the 
setting to the population, increasing hours during which 
vaccination services are provided and reducing 
administrative barriers to obtaining vaccination services 
within clinics; 
 

2017 – 2023  

(long-term) 

 

 

a. Measures taken to increase the 
availability of vaccines  

b. Vaccination coverage and drop-out 
rates per health facilities  

c. Percentage of health facilities with 
vaccine stock-out 

4. Support the activities of the Measles & Rubella Initiative 
in its goal of reducing global measles mortality and 
eliminating measles and rubella; 
 

2014 – 2016 

(short-term) 

 

a. Incidence of  Measles and Rubella 
b. Measles and Rubella containing 

vaccines immunization coverage 

5. Support the development of coasted multi-year plans for 
comprehensive immunization, planning, budgeting and 
evaluation. 

2014 – 2016 

(short-term) 

a. Number of countries developed 
multi-year plan 

b. Percentage of countries with multi-
year plan 
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 
Partners 

OIC and International Cooperation Level 

 
1. Enhance cooperation in the field of immunization 

programme among the OIC member countries based on 
recently adopted global health initiative of Global Vaccine 
Action Plan (GVAP); 

 

 

2014 – 2016 

(short-term) 

 

 

 

 
 

a. Enhanced cooperation on 
immunization program 

 

 

OIC-GS, WHO, UNICEF, 
GAVI 

 

 

2. Collaborate in ensuring the availability of vaccines for 
measles and rubella among OIC member countries and in 
achieving measles and rubella elimination; 

2014 – 2016 

(short-term) 

 

 

a. Analyzed  gap in vaccine availability 
and identified mobilizable vaccine 
producer among OIC members 

b. Prevalence of measles and rubella  

3. Support introduction of new vaccines in member 
countries, in particular the low income countries that are 
lagging behind in this area, e.g., through organizing 
‘Synchronized Vaccination Week’ within the OIC 
countries; 
 

2014 -2019 

(medium-term) 

 

 

a. Scheduling of Synchronized 

Vaccination Week  

4. Promote establishment of a Pooled Vaccine Procurement 
(PVP) mechanism at regional level, with the aim of 
securing timely supply and access to quality vaccines, 
particularly to new and underutilized vaccines, at 
competitive prices. 
 
 
 
 
 
 
 
 
 

2014 -2019 

(medium-term) 

 

a. Joint registration scheme endorsed 
by all members 

b. Number of countries with vaccine 
stock-out     
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P.A.3.5: Reducing Maternal, New-born, and Child Mortality by Effective Programmes and Policies. 

National Level 

 
1. Improve coverage and quality of antenatal care for the 

mother, obstetric care and birth attendant's ability to 
resuscitate newborns at birth; 
 
 
 

 

2014 – 2016 

(short-term) 

 

 

 

 
a. Percentage of health workers capable 

of performing obstetric  and new 
born care 

b. Percentage of basic emergency 
obstetric neonatal care  

c. Percentage of comprehensive 
emergency obstetric neonatal care  

 

 

Ministry of Health, 
Ministry of Finance, 
Ministry of Social 
Security, Ministry of 
Industry, Ministry of 
Commerce 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2. Address issue of maternal infections during pregnancy, 
ensure clean birth and immediate, exclusive 
breastfeeding and ensure that antibiotics against 
infections and ORS are readily available locally; 
 

2017 – 2019 
(medium-term) 

 

 

 

 

a. Percentage of health workers trained 
to provide care to healthy and ill 
children (Integrated Management 
Child Illnesses ) 

b. Percentage availability of child 
essential drugs especially antibiotics 
and ORS.  

3. Empower families and local communities with knowledge 
and skills to deliver care for child development, to 
recognize danger signs in pregnancy, childbirth, newborn 
and child, to practice prompt care-seeking behavior; 

 

 

2014 -2019 

(medium-term) 

 

 

 

 

a. Percentage availability of MCH 
Handbook according to the number 
of pregnant women. 

b. Percentage of health worker capable 
of performing Under5 Class  

c. Percentage Community Health 
Workers capable of performing 
Community – IMCI 

4. Invest for more and better trained and equipped health 
workers to reach the majority of women and children 
who today do not have access to basic health care; 

 

 

2014 -2019 

(medium-term) 

 

 

 

 

a. Percentage of community health 
workers capable of performing 
community – IMCI 

b. Percentage of Midwives who settled 
in the villages 

c. Percentage of general practitioners 
in community health center 

d. Percentage of pediatricians in district 
hospitals  
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Actions and Activities /Level Timeline Key Performance Indicators 
Implementing 
Partners 

5. Improve capabilities of professional and community 
health workers in identifying local and regional 
adjustable risk factors, which have impact on MNC 
mortality, and determining the best strategies for 
prevention; 
 

2014 -2019 

(medium-term) 

 

a. Percentage of districts / cities that 
implement the Maternal Perinatal 
Death Audit 

b. Percentage of districts / cities that 
implement the MCH – LAM 

c. Coverage of first neonatal visit 
d. Percentage of infants who received 

standard health care 
e. Percentage of under-five who 

received standard health care 
f. Percentage of utilization of health 

operational assistance  

 

 

Ministry of Health, 
Ministry of Finance, 
Ministry of Social 
Security, Ministry of 
Industry, Ministry of 
Commerce 

6. Develop and implement approaches to reach constantly 
underserved women and children, including the urban 
poor and women and children in conflict and post-
conflict settings; 

2014 -2019 

(medium-term) 

a. Percentage of utilization of the 

public health insurance  

b. Percentage of utilization of the 

delivery warranties 

7. Reduce health inequalities between rich and poor, urban 
and rural through actions and adverse effects of social 
determinants related to MNC health; 

2019 – 2023 

 (long-term) 

 
 

a. Percentage of mobile clinics in the 
rural areas 

8. Strengthen and promote birth spacing program. 2019 – 2023 

(long-term) 
 

a. Percentage of women using birth 
spacing method 

OIC and International Cooperation Level 

1. Promote technical cooperation and exchange of 

knowledge between countries for the selection, 

formulation and implementation of measures aimed 

at reducing maternal, newborn and child mortality; 

 

 

2014 – 2019 

(medium-term) 

 

 

 

 

 

a. Number, type, and wider coverage of 

technical cooperation on reduction of 

MNC mortality 

 

 

OIC-GS, SESRIC, WHO, 
UNICEF, UNFPA 
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2. Collaborate in identifying effective prevention 

strategies and specific prevention actions by cause of 

death; 

 

 

2014 -2019 

(medium-term) 

 

 

a. Number of collaborative programs to 

identify effective OIC strategic 

prevention on certain cause of death 

b. Developed OIC internal classification of 

diseases 

 

OIC-GS,WHO, UNICEF, 
UNFPA 

 

3. Enhance cooperation and exchange best practices on 

interventions in reducing maternal and infant 

mortality between countries with similar health 

profiles; 

 

2014 -2019 

(medium-term) 

 

 

a. Number of cooperation on 

interventions in reducing maternal 

and infant mortality 

 

OIC-GS,SESRIC, WHO,  
UNICEF, UNFPA 

4. Support global and regional actions to reduce 

maternal and infant mortality and improve the health 

of mothers and children, particularly in low income 

countries. 

2014 -2019 

(medium-term) 

 

a. Number of actions to reduce maternal 
and infant mortality 

b. Percentage reduction in maternal and 
infant mortality 

 

 

OIC-GS, WHO, UNFPA, 
UNICEF 
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IV. Thematic Area 4: Medicines, Vaccines and Medical Technologies 

Phase-wise Implementation Plan 

Lead Country: Malaysia 

Actions and Activities /Level Timeline Key Performance Indicators 

Implementing 

Partners 

P.A.4.1: Enhancing Monitoring and Evaluation Mechanisms 

National Level 

1. Monitor health statistics and medicines utilization data and 

promote effective analysis of input data; 

 

2014-2016  

(short term) 

 

a. Establishment of  medicines utilization 

database 

b. Collection of medicines utilization data 

 

Ministry of Health, 

Department of 

Statistics 

2017-2019 

(medium-term) 

c. Sharing of medicines utilization data 

with OIC member states and analyze 

the trend in medicines use  

2014- 2023       

(long-term) 

d. Availability of real time data on 

medicines utilization including 

effective analysis by relevant 

stakeholders 

2. A post-market surveillance system with a view to:  

 Improve patient care and safety in relation to the use of 

medicines and all medical interventions;  

 Contribute to the assessment of benefit, harm, effectiveness 

and risk of medicines and encouraging their effective use; 

2014-2016 

(short-term) 

a. Number of adverse drug reactions 

(ADR) per million population Ministry of Health  

  

 

 

2017-2019 

(medium-term) 

b. Review of all periodic update safety 

report (PSUR) for new chemical 

entities (NCE)  and biologics  



OIC STRATEGIC HEALTH PROGRAMME OF ACTION 2014-2023 (OIC-SHPA) 

 

120 

Actions and Activities /Level Timeline Key Performance Indicators 
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 Promoting education and clinical training in 

pharmacovigilance and its effective communication to the 

public;  

 Establish a national database for Adverse Events Following 

Immunization (AEFI); 

 Dissemination of information through publication of ADR 

bulletins, safety newsletter, media statements 

2020-2023      

(long-term) 

 

c. Number of alerts shared with members 

d. Number of  trainings conducted 

e. Number of personnel trained 

Ministry of Health  

 

2014-2016 

(short-term) 

f. Number of publications 

g. Number of awareness programmes 

conducted 

3. Develop systematic and efficient mechanism for monitoring 

the quality, safety and efficacy of medical devices and in vitro 

diagnostic including   the post market control measures.  

2014-2023  

(long-term) 

a. Enactment of legislation  

b. Licensing of premises  

Ministry of Health, 

Medical Device 

Bureau  

 

2017 -2019 

(medium-term) 

c. Number of adverse events reported 

2020-2023      

(long-term) 

d. Establishment of information sharing 

through an effective database. 

e. Enforcement of medical devices 

legislation 

OIC and International Cooperation Level 

1. Facilitate training among member countries through sharing 

of knowledge and expertise for the development and 

strengthening of pharmacovigilance system, collaboration 

with WHO to establish Centre of Excellence for training in 

pharmacovigilance; 

 

 

2014-2019 

(medium-term) 

 

a. Number of  Centre of Excellence               

providing training  

b. Number of officers trained 

 

 

OIC-GS, SESRIC, IDB, 

WHO 
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Actions and Activities /Level Timeline Key Performance Indicators 

Implementing 

Partners 

 

2. Establish database to follow-up and monitor the supply and 

use of medicines and vaccines, and open up database to all 

OIC member countries once the data starts accumulating. 

Also make a list of essential medicines and vaccines for OIC 

member states; 

 

2014-2016 

(short-term) 

 

a. List of essential medicines 

b. List of vaccines 

 

OIC-GS, SESRIC 
 

 

3. Establish database for medicines and vaccines; 2017-2019 

(medium-term) 

a. Establishment of database and sharing 

of information on medicines and 

vaccines used 

4. Promote awareness about the importance of medicines 

information systems in all member countries and enhance 

intra - OIC technical cooperation in this area; 

2014-2016 

(short-term) 

a. Establishment of Medicines 

Information Center 
OIC-GS, SESRIC, 

ISESCO 

5. Cooperation among the member countries for medical 

devices and in vitro diagnostic vigilance systems and 

networks. Providing assistance to OIC member state to 

establish a regulatory control system for medical devices and 

diagnostic. 

 

 

 

 

 

2014-2023  

(long- term) 

a. Enactment of legislation Licensing of 

premises  
OIC-GS, SESRIC, IDB 

2017 -2019 

(medium-term) 

a. Number of adverse events reported 

2014-2023       

(long term) 

a. Establishment database for 

information sharing Enforcement of 

medical devices legislation 
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P.A.4.2: Supporting Local Production of Medicines and Vaccines 

National Level 

1. Facilitate support to the local     manufacturers of medical 

products i.e. policies that reduce the cost of manufacture 

such as  grants, subsidies, land, tax and duty exemptions for 

imported inputs for local production;  

 

2014-2019 

(medium-term) 

 

a. Availability of mechanisms to 

encourage and promote local 

production  

b. Establishment of policy  to support 

local production and comprehensive 

immunization programme 

 

Ministry of Health, 

Ministry of 

Domestic Trade, 

Cooperatives & 

Consumerism 

2. Improve national capacity in producing raw material based 

on available local/natural resources, to initiate self-reliance 

of medicine; 

2014-2019 

(medium-term) 

a. National capacity building 

b. Promoting and acquiring transfer of 

technology 

Ministry of Science, 

Technology & 

Innovation 

3. Find ways and means for exports and trade agreements for 

market access with other countries; 
2014-2019 

(medium-term) 

a. Providing mechanism by encouraging 

investment for the production of 

vaccines and medicines 

Ministry of 

International Trade, 

& Industry 

4. Improve investment climate by simplifying the requirements 

for doing business in pharmaceutical and other medical 

products industry without making any concessions to 

quality. 

2014-2023  

(long-term) 

a. Minimising technical barrier to trade 

through establishment of mutual 

understanding in regulatory control to 

increase market access 

Ministry of Health, 

Ministry of 

International Trade, 

& Industry 

OIC and International Cooperation Level 

1. Facilitate relevant transfer of technology and knowledge for 
production in member states in close collaboration with 
other governments, international organizations, foreign 
companies and local enterprises; 
 

 

2014-2016 

(short-term) 

 

a. Creation and updating database on 
vaccine needs, potential resources such 
as research capability, manufacturing 
capability  and capacity 

 

 

OIC-GS, SESRIC, 

WHO, ISESCO 
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Actions and Activities /Level Timeline Key Performance Indicators 

Implementing 

Partners 

2. Target bringing coherence of vision at the OIC level to 

support local production of medical products / vaccines 

under the OIC program on achieving self-reliance in vaccine 

production (RSVP) in the Islamic world; 

 

3. Establish an intersectoral intra-OIC committee of experts on 

local production; 

 

4. Support OIC countries to develop business plans for vaccine 

and biological production  to ensure viability and 

sustainability of  production; 

 

5. Provide technical assistance to member countries regarding 

the production of raw material for local      production of 

medicines and vaccines; 

 

6. Strengthen the cooperation with the development partners 

to ensure the procurement of vaccines particularly for polio; 

 

 

 

 

 

b. Establishment of vaccines 
manufacturers group to coordinate 
collaboration in vaccines 
manufacturing (toll manufacturing) 

c. Development of quality management 
systems 

d. Collaboration and transfer of 
technology to develop fill and finish 
production capability. 

e. Preparation of technical and economic 
feasibility study by SESRIC 

f. Pooling mechanism within OIC for 
procurement 

g. Participation in the process of 
harmonization and development of 
standards among OIC members 

h. Recognition of National Regulatory 
Authority as fully functional by WHO 

 

OIC-GS, SESRIC, 

WHO, ISESCO 

2017-2019 

(medium-term) 

a. Increase capacity for vaccines 
production 

b. Collaboration and joint investment in 
advanced biotechnology 

c. Strengthening cooperation and 
capability development 

d. Provision of incentives from 
governments for investment in vaccine 
manufacturing in OIC countries 

e. Strengthening cooperation with 
international partners including WHO, 
UNICEF and GAVI 

 

OIC-GS, SESRIC, 

WHO, GAVI, UNICEF  
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Implementing 

Partners 

..Cont’d. 

 

f. Strengthening regulatory standards in 
accordance with WHO Requirements 

2020-2023      

(long term) 

a. Establishment of OIC Research Centers 

for new products development 

b. Cooperation and joint production of 

raw material ( bulk antigen) 

c. Expansion of OIC indigenous 

manufacturing capacity 

OIC-GS, SESRIC, 

WHO  

7. Promote policies at the OIC level to ensure strategic selection 

of medical products/vaccines. 
2014-2019 

(medium-term) 

a. Development of standard selection 

guidelines for OIC countries 
OIC-GS, SESRIC 

P.A.4.3: Promoting Research and Development (R&D) in Health-related fields 

National Level 

1. Encourage and empower the education system to impart 

quality knowledge in academic disciplines like Chemistry, 

Biology and natural sciences; 

 

2014-2023             

(long-term) 

 

 

a. Accreditation of institution of higher 

learning by an accreditation agency in 

each country 

 

Ministry of Health, 

Ministry of 

Education, 

Accreditation 

Agency 

 

2. Standardize the syllabi in the aforementioned academic 

disciplines in line with the international norms and 

standards; 

2014-2023             

(long-term) 

a. Standardization of syllabus based on 

national policies 

3. Strengthen innovation policies for development of 

formulations of products that are more suitable for local 

conditions; 

2014-2023             

(long-term) 

a. Formulation of policy in promoting 

innovation in production of medicines 

b. Availability of mechanism to encourage 

innovation 

Ministry of Health, 

Ministry of Science, 

Technology & 

Innovation  
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Actions and Activities /Level Timeline Key Performance Indicators 

Implementing 

Partners 

4. Build proper R&D facilities to develop an innovative 

pharmaceutical industry; 
2014-2023             

(long-term) 

a. Number of R&D facilities 

b. Establishment of Centre of Excellence 

to promote R&D 

c. R&D facilities established through 

Public-Private partnership 

Ministry of Health, 

Ministry of 

Education 

5. Facilitate national diaspora and convert the brain drain of 
skilled labour into brain gain. Giving them the technical 
support to work in their countries (laboratories with 
sophisticated equipment); 

2014-2019 
(medium-term) 

a. Number of experts in related areas 
b. Number of skilled workers 

Ministry of Health, 

Ministry of Science, 

Technology & 

Innovation, 

Research 

Institutions 

6. Provide sufficient and coordinated financing for R&D in 
health sector. 

 

2014-2019 
(medium-term) 

a. Establishment of Centre of Excellence 
to promote R&D 

b. Strengthen control and production of 
medical products 

OIC and International Cooperation Level 

1. Support funding programs to students from LDC’s to 

encourage them to enroll in pharmaceutical related academic 

disciplines in member countries with substantial 

pharmaceutical base like Turkey, Malaysia and Egypt;  

2014-2019 

(medium-term) 

 

a. Number of graduates in pharmacy and 

related field 

OIC-GS, ISESCO 

2. Provide sufficient and coordinated financing for R&D within 

and between member countries; 
2014-2019 

(medium-term) 

a. Number of new products and vaccines 

produced 
OIC-GS, IDB, GAVI 

3. Encourage and facilitate the cooperation among the member 

countries with a view of sharing knowledge and expertise for 

the development of pharmaceutical industry and trade 

2014-2019 

(medium-term) 

a. Number of Centre of Excellence 

established 
OIC-GS, SESRIC, 

ISESCO 

4. Promote linkages and networks among member countries in 

R&D with the aim to promote learning and accumulation of 

technological capabilities.  

2014-2019 

(medium-term) 

a. Number of OIC member states 

participating in a Vaccine 

Manufacturers Group 

OIC-GS, SESRIC, 

ISESCO 
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Actions and Activities /Level Timeline Key Performance Indicators 

Implementing 

Partners 

P.A.4.4: Increasing the Availability of Essential Medicines, Vaccines and Medical Technologies 

National Level 

1. Target increasing the utilization of health technology 

assessment of medical device and in vitro diagnostics to 

achieve the cost efficiency and implement regulations to 

prevent high mark-ups;  

 

2014-2019 

(medium-term) 

 

a. Number of Pharmacoeconomic 

evaluations for medicines 

b. Number of Health Technology 

Assessment for medical devices. 

 

Ministry of Health  

  

2. Develop national guidelines and policies in accordance with 

international norms and standards on the procurement and 

distribution of vaccines, medicines and medical devices in  

 

order to ensure  the safety, efficacy, and quality across the 

distribution channels; 

2014-2019 

(medium-term) 

a. Establishment of National Medicines 

Policy  

b. Implementation of : 

o Good regulatory practices 

o Good Distribution Practice 

o Good Governance in medicines 

o Regulatory control for medical 

device and  

o establishment of an agency to 

regulate medical devices 

3. Establish or strengthen National regulatory authority to 

ensure the quality of the vaccines since their purchase is 

complex and different from medicines;  

2014-2019 

(medium-term) 

a. Establishment of National Regulatory 

Authority (NRA) for medicines and 

vaccines 

4. Provide efficient procurement and supply of vaccines, 

medicines and medical devices;  
2014-2019 

(medium-term) 

a. Appropriate procurement system  

5. Prepare a national list of approved medical devices for 

procurement and reimbursement;  
2014-2019 

(medium-term) 

a. Availability of a national list 

b. Review of List regularly where 

appropriate 

Ministry of Health 
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Actions and Activities /Level Timeline Key Performance Indicators 

Implementing 

Partners 

6. Enhance access to essential medicines and affordable 

technologies, building on the continuing WHO programmes 

promoting good-quality generic products;  

2014-2019 

(medium-term) 

a. Accessibility of good quality generic  

products 

Ministry of Health 

 

7. Support study of approaches for improving access to, and 

availability of, essential medicines, essential       medical 

technologies and other central elements of health care.  

2014-2019 

(medium-term) 

a. Availability of fund to conduct  the 

study 

b. Publication of the study report  

Ministry of Health, 

Ministry of Science, 

Technology & 

Innovation 

OIC and International Cooperation Level 

1. Cooperate and collaborate with Global Alliance for Vaccines 

and Immunization (GAVI);  

 

2017-2019 

(medium-term) 

 

a. Number of vaccines accessible to OIC 

member states   

 

OIC-GS, SESRIC, 

GAVI 

2. Develop OIC level policy document with input from all 

member countries on access to essential                                                                                                                                                                                                                                                                                                                                               

medicines, vaccines and medical technologies in the context 

of existing level of development of the relevant     

manufacturing facilities in these countries; 

2014-2016 

(short-term) 

a. Conducting feasibility study to produce 

vaccine in member states 

OIC-GS, SESRIC 2017-2023  

(long-term) 

a. Availability of OIC policy document to 

ensure sufficient essential medicines , 

medical devices as well as vaccines to 

immunize all children 

3. Provide material and technical assistance to develop national 

guidelines related to distribution of medicines and vaccines;  
2014-2019 

(medium-term) 

a. Conducting situational analysis  to 

determine the need of OIC member 

states 

b. Publication of situational analysis 

c. Number of material, guidelines 

distributed 

d. Number of trainees 

OIC-GS, WHO, 

SESRIC, IDB 
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Actions and Activities /Level Timeline Key Performance Indicators 

Implementing 

Partners 

4. Facilitate development of regional pooled procurement 

mechanism which will enable local production to meet 

regional needs and allow for the mutual cooperation in 

increasing the availability of essential medicines and 

vaccines; 

2014-2019 

(medium-term) 

a. Conducting situational analysis to 

determine the need of OIC member 

states. 

b. Publication of situational analysis 

report 

c. Harmonization scheme for regulatory 

requirements for medicines and 

vaccines 

OIC-GS, SESRIC,IDB 

5. Develop regional strategies for cost containment, with an 

emphasis on pricing and regulations on       protection of 

intellectual property rights; 

2014-2019 

(medium-term) 

a. Development of Medicine Price 

database comprising of national and 

international price information.  

b. Price information sharing system 

through developed database. 

OIC-GS, SESRIC,IDB 

6. Provide support to the regional mechanisms for pooled 

procurement / joint purchase of medicines and vaccines. 

2014-2016  

(short term) 

a. Feasibility study on pooled 

procurement in the region to be carried 

out 

OIC-GS, IDB 

2017-2019 

(medium term) 

a. Development of regional policy and 

operational plan for  pooled 

procurement  
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V. Thematic Area 5: Emergency Health Response and Intervention 

Phase-wise Implementation Plan  

Lead Country: Sudan 

Actions and Activities /Level Timeline Key Performance Indicators Implementing Partners 

P.A.5.1: Improve Strategic Planning For Preparedness And Response And Enhancing Coordination Of Emergency Health Services 

National Level 
1. Develop all hazards national policies and programmes on 

risk reduction and emergency preparedness in the health 
sector and formulate emergency response regulations of 
public health emergencies based on real time risk 
assessment; 

 

2014 – 2016 

(short-term) 

 
a. Percentage of hospitals that 

developed hospital disaster plan 
and  updated regularly 

 

 

Ministry of Health and 
Civil Defence  

2. Set up a national multisectoral mechanism to coordinate 
and guide the work for medical relief, humanitarian supply 
logistics, and international cooperation as well as 
communication of activities; 

2014 – 2016 

(short-term) 

a. Number of disaster events in which 
the work of all related sectors is 
well coordinated 

 

Ministry of Health and 
Civil Defence, relevant 
UN Agencies, NGOs 

3. Establish local medical relief staff teams to respond to 
unexpected emergencies as the major taskforces and 
provide financial incentives for local health workers; 

2014 – 2016 

(short-term) 

a. Number of medical teams 
developed 

Ministry of Health, 
Ministry of Finance, 
NGOs 

4. Integrate humanitarian facilities with nearby local 
facilities; 

2014- 2019 

(medium-term) 

a. Percentage of health facilities well-
functioning during disasters 

Ministry of Health, NGOs 

5. Ensure that standard operating procedures and 
contingency plans are available for addressing the affected 
areas in terms of health workers, drugs and medical 
supplies, and logistics;  

2014 – 2016 

(short-term) 

a. Number of disaster events in which 
SoPs are followed 

Ministry of Health and 
Civil Defence, relevant 
UN Agencies, NGOs 

 

 

 

 

 

6. Allocate sufficient  financial resources to implement 
essential actions to minimize preventable mortality and 
morbidity;  

2014 – 2023 

(long-term) 

a. Percentage of financial resources 
made available for disaster events 
compare to needed funds 

7. Coordinate actions with different relevant sectors to 
improve city resilience and response; 

2014 – 2023 

(long-term) 

a. Number of sectors who play active 
role in disaster risk reduction 

8. Support the synergy of Public-Private Partnership for 
community empowerment in the field of disaster 
management from policy to practice; 

2014 – 2023 

(long-term) 

a. Percentage of private institutions 
who play active role in disaster 
risk reduction 

Ministry of Health, 
Private Sector 
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Actions and Activities /Level Timeline Key Performance Indicators Implementing Partners 

9. Streamline national policy an procedure for cross border 
collaboration for preparedness and response; 

2014 – 2023 

(long-term) 

a. Number of cross boarder activities 
implemented 

Ministry of Health and 
Civil Defence  

10. Collaborate in assuring that affected countries have 
sufficient logistics for effective response to disease 
outbreaks; 

2014 – 2023 

(long-term) 

a. Percentage of logistic made 
available for use in response 

OIC-GS, relevant UN 
Agencies, NGOs 

11. Develop programmes on safe and prepared hospitals that 
ensure health facilities in prone areas are prepared to 
respond to all of internal and external hazards (including 
hazardous materials). 

2014 – 2023 

(long-term) 

a. Percentage of hospitals / health 
facilities with a tested disaster plan  

Ministry of Health, 
Academics, Business 
Sector,  relevant UN 
Agencies, NGOs 

OIC and International Cooperation Level 

 
1. Develop regional and OIC level evidence based strategic 

planning and coordination mechanisms for emergency 
health services based on WHO hazard atlas; 

 

2014 – 2016 

(short-term) 

 
a. Number of plans and coordination 

mechanisms developed 

 

OIC-GS, SESRIC, relevant 
UN Agencies, NGOs 

2. Support initiative of UN-OCHA, WHO and others in their 
Health Sector Approach as a way of organizing 
coordination and cooperation among humanitarian actors 
to facilitate joint strategic planning; 

2014 – 2019 

( medium-term) 

 

a. Number of active health and 
nutrition clusters in members 

OIC-GS, relevant UN 
Agencies, NGOs 

3. Facilitate interregional partnerships and fund-raising for 
country-based capacity-building in the field of emergency 
health preparedness and response by supporting regional 
solidarity funds for emergency response;  
 

2014 – 2023 

(long-term) 

a. Amount of regional fund  made 
available for disaster capacity 
building and response 

OIC-GS, IDB, SESRIC, 
relevant UN Agencies, 
NGOs 

4. Conduct joint contingency planning for possible future 
events/set-backs in the areas of potential health 
emergencies; 

2014 – 2023 

(long-term) 

a. Number of contingency plans made 
jointly  

OIC-GS, relevant UN 
Agencies, NGOs 

5. Improve knowledge and skills in risk reduction and 
emergency preparedness and response in the health 
sector through sharing experiences and best practices. 

 
 
 
 
 

2014 – 2023 

(long-term) 

a. Number of study tours and other 
tools for sharing experiences 
(including training) made between 
OIC member countries 

 

OIC-GS, SESRIC, relevant 
UN Agencies, NGOs 
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Actions and Activities /Level Timeline Key Performance Indicators Implementing Partners 

P.A.5.2: Controlling And Preventing Diseases Outbreaks During Emergencies 

National Level 
1. Establish bodies/agencies in national-provincial-district 

level for the prevention and control of disease, early-
warning and treatment of disease outbreaks, and 
conducting real time analysis and standard reporting of 
disease outbreaks; 

 

2014 – 2019 

(medium-term) 

 
a. Number of disease outbreaks 

which are timely notified and well 
controlled 

 

Ministry of Health, 
District Health 
Authorities,  WHO  

 

2. Conduct early epidemiological assessment of the affected 
population for different age groups and gender; 
 

2014 – 2023 

(long-term) 

a. Number of disaster events for 
which a timely epidemiological 
assessment is done   

3. Enhance laboratory capacity for diagnosis of diseases and 
confirmation of outbreaks;  

2014 – 2023 

(long-term) 

a. Number of disease outbreaks for 
which laboratory diagnosis was 
done   

4. Prepare and implement contingency plans to respond to 
possible new health threats and to ensure the continuity of 
services to the target populations; 
 

2014 – 2023 

(long-term) 

a. Number of emergency plans 
implemented 

Ministry of Health and 
Civil Defence,  WHO 

5. Ensure that access to safe water, sanitation and hygiene 
meet international standards; 

2014 – 2023 

(long-term) 

a. Percentage of affected population 
received clean water and proper 
sanitation services 

Ministry of Health and 
Civil Defence, WHO , 
other relevant UN 
Agencies 

6. Develop national aviation public health plan as part of the 
national emergency health response and intervention 
plan; 

2014 – 2023 

(long-term) 

a. Availability of aviation public 
health strategies with the national 
emergency health response and 
intervention plan 

Ministry of Health, Civil 
Defence, and  Civil 
Aviation, relevant UN 
Agencies 

7. Merge the international health regulation (IHR) provisions 
with the national emergency health response and 
intervention plan. 

 
 
 
 
 

2014 – 2023 

(long-term) 

a. Presence of the international 
health regulation (IHR) provisions 
within the national emergency 
health response and intervention 
plan 

Ministry of Health, WHO 
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Actions and Activities /Level Timeline Key Performance Indicators Implementing Partners 

OIC and International Cooperation level 
 

1. Facilitate intra-OIC technical cooperation to diagnose 
diseases and confirmation of outbreaks; 

 
 

2014 – 2019 

(medium-term) 

 
 

a. Formulation of strategy for 
cooperation on outbreaks 

 

 

OIC-GS, WHO  

 

 
2. Establish regional early warning and response 

mechanisms to prevent cross-border disease outbreaks; 
2014 – 2023 

( long-term) 

a. Number of potential disease 
outbreaks with cross-border 
causative agents timely prevented 

3. Achieve regional harmonization, alignment, and the most 
effective coordination of resources available for disease 
prevention and control in emergency situations. 
 

2014 – 2023 

(long-term) 

a. Amount of available resources 
harmonized and aligned to be used 
to prevent and control diseases 

OIC-GS, relevant UN 
Agencies, NGOs 

P.A.5.3: Ensuring  Effectiveness Delivery of  Emergency Health Services 

National Level 
1. Develop standardized prevention and treatment of 

communicable diseases appropriate to the epidemiological 
setting and phase of response; 

 
2014 – 2016 
(short-term) 

 
a. Number of communicable diseases 

with clear set of SoPs for prevention 
and treatment 

 

Ministry of Health, WHO 

2. Improve ability to conduct immediate needs assessment 
with proper representation of related health agencies; 

2014 – 2023 
(long-term) 

a. Number of disaster events for 
which proper need assessments 
were conducted 

Ministry of Health and 
Civil Defence,   relevant 
UN Agencies, NGOs 

 
3. Establish mechanisms to ensure that emergency health 

services are accessible by all affected people;  
2014 – 2023 
(long-term) 

a. Percentage of affected population 
received needed services 

4. Set up emergency supply chain systems, including 
procurement, storage and distribution of drugs and 
medical supplies; 

2014 – 2017 
(short-term) 

a. Percentage of disaster events for 
which drugs and medical supplies 
were made readily available 

5. Establish organized referral mechanisms with adequate 
access to life-saving secondary or tertiary care; 

2014 – 2023 
(long-term) 

a. Percentage of patients referred  

6. Identify as early as possible the cross-cutting issues with 
other sectors that have particular significance for the 
health sector and organize joint activities to address them 
appropriately; 

2014 – 2023 
(long-term) 

a. Number of joint activities with 
related sectors  

Ministry of Health, other 
relevant Govt. 
Departments 

7. Train community health workers to deliver post disaster 
rehabilitation services mental health and psychosocial 
support services (MHPSS); 

2014 – 2023 
(long-term) 

a. Number of well-trained community 
health workers to deliver post 
disaster rehabilitation, mental and 
psychosocial health services 

Ministry of Health,  
WHO, NGOs 
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Actions and Activities /Level Timeline Key Performance Indicators Implementing Partners 

8. Improve health services for affected victims through joint 
work and enhancement of partnership with relevant 
stakeholders (UN Agencies, NGOs, private sector etc.); 
 

2014 – 2023 

(long-term) 

a. Level of engagement of relevant 
partners in response work 

Ministry of Health , 
Private Sector, relevant 
UN Agencies, NGOs 

9. Conduct Post Disaster Need Assessment (PDNA)  for 
effective and efficient planning in post disaster phase; 

2014 – 2019 

(medium-term) 

a. Percentage of PDNA is conducted 
compare to number of disaster 

10. Establish a post disaster rehabilitation and reconstruction 
mechanism to ensure comprehensive and integrated 
activities of all relevant sectors. 

2014 – 2019 

(medium-term) 

a. Post disaster rehabilitation and 
reconstruction mechanism 
established 

OIC and International Cooperation Level 

 
1. Enhance cross-border cooperation among the member 

countries in providing health services through 
coordinated logistical and administrative efforts, long-
term funding and targeting disease in affected population; 

 

 

2014 – 2023 

(long-term) 

 
 

a. Percentage of affected population 
who received needed health 
services 

 

 

OIC-GS, IDB, relevant UN 
Agencies, NGOs 

2. Establish a coordination mechanism for logistics support 
for health activities to prevent mortality and morbidity 
due to lack of medical supplies; 

2014 – 2019 

(medium-term) 

a. Well-coordinated medical supply 
system established  

OIC-GS, relevant UN 
Agencies, NGOs 

3. Cooperate on gender based violence prevention and 
response and Promote mental health and psychosocial 
support activities;  

2014 – 2023 

(long-term) 

a. Number of victims received 
appropriate care 

b. Number of psychosocial support 
activities documented 

OIC-GS, WHO, UNFPA, 
NGOs 

4. Collaborate in identifying and addressing the gaps in the 
availability of health services for the population affected 
by the humanitarian crises and the coverage of priority 
quality services; 

2014 – 2023 

(long-term) 

a. Percentage of affected population 
who received needed health 
services 

OIC-GS, IDB, relevant UN 
Agencies, NGOs 

5. Promote adherence to standards and best practices in 
emergency health services. 
 

 

 

 

2019- 2023 

(long-term) 

a. Number of health facilities  
adhering  to SoPs during 
emergencies 

b. Number of Best Practices 
documented 

 

OIC-GS, relevant UN 
Agencies, NGOs 
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P.A.5.4: Improving Information Management and Analysis for Emergency Health Services 

National Level 

 
1. Establish a centralized health information system for 

timely reporting of deaths, diseases, emergency health 
logistics and other emergency health issues;  

 

 

2017 – 2019 

(medium-term) 

 
 

a. Well-functioning emergency 
information system available 

 

Ministry of Health and 
Civil Defence, Central 
Bureau of Statistics, 
NGOs 

2. Ensure comprehensive, inclusive and timely assessment of 
health needs of the affected population;  

2014 – 2023 

(long-term) 

a. Number of disaster timely assessed 
for health needs of the affected 
population 

Ministry of Health and 
Civil Defence, relevant 
UN Agencies, NGOs 

3. Identify the people targeted by humanitarian assistance 
with a strategy for addressing unmet health-related needs 
of other people; 

2014 – 2023 

(long-term) 

a. Accuracy of targeting strategies 
used by relevant authority 

4. Ensure standardization of information to be collected, 
stored and disseminated and ensure that health-related 
data from all sources are systematically compiled and 
reviewed for reliability and relevance; 

2017 – 2019 

(medium-term) 

a. Guideline for information  
management developed and 
properly used Ministry of Health and 

Civil Defence, Central 
Bureau of Statistics 5. Conduct systematic analysis of compiled data to generate 

information for planning, organization, evaluation, and 
advocacy purposes; 

2017 – 2023 

(long-term) 

a. Adequacy of usage of data to 
support decision-making 

6. Develop GIS maps for risk analysis and tracking of 
response activities, , including information about types 
and quantities of hazardous materials stored, used or 
transported, in order to support effective health 
emergency and disaster risk-management; 

2017 – 2023 

(long-term) 

a. GIS maps developed Ministry of Health, 
relevant  UN Agencies 

7. Establish  Risk Communication Mechanism that ensure 
effectively risk communication during public health 
emergency situation;   

2014 – 2019 

(medium-term) 

a. Availability of Risk Communication 
Mechanism  

Ministry of Health, 
Academics, Business 
Sector, relevant UN 
Agencies, NGOs 

8. Establish health information mechanism for disseminating  
data of rehabilitation and reconstruction post disaster 
activities; 

2014 – 2019 

(medium-term) 

a. Availability of Health Information 
Mechanism 

9. Facilitate access for concerned government and other 
related agencies to health crisis information (impacts, 
efforts, activities, programs, analysis, etc.) in all phase (pre 
disaster, during emergency response and post disaster). 

2014 – 2019 

(medium-term) 

a. Mechanism established to enhance 
accessibility  
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Actions and Activities /Level Timeline Key Performance Indicators Implementing Partners 

OIC and International Cooperation Level 

 
1. Establish capacity building networks among the relevant 

institutions in the member countries with a view to 
sharing, transfer and exchange of knowledge and 
expertise;  
 

 

 

2014 – 2019 

(medium-term) 

 
 

a. Number and membership of 
networks formed. 

b. Level of information sharing 
between relevant institutions 

 

 

OIC-GS, SESRIC, relevant 
UN Agencies, NGOs 

2. Facilitate cooperation among the member countries in 
improving information management and data analysis related 
to emergency health relief evidence based and surveillance 
data;  
 

2014 – 2016 

(short-term) 

a. Availability of mechanisms for 
cooperation in information 
management 

OIC-GS, SESRIC, IDB, 
relevant UN Agencies, 
NGOs 

3. Collaborate in identification of health problems, risks and 
gaps in services and prioritization of them on the basis of 
the health risks posed; 
 

2014 – 2016 

(short-term) 

a. Availability of profiles for health 
problems, risks and gaps in 
services 

OIC-GS, SESRIC, relevant 
UN Agencies, NGOs 

4. Assist the countries in developing their capacities for using 
Information Technology (IT) in disasters; 
 

2014 – 2019 

(medium-term) 

a. Number of IT based systems 
developed 

OIC-GS, SESRIC, UN-
SPIDER 

5. Adapt the UN disaster/emergency terminologies in the 
context of OIC Members. 

2014 – 2019 

(medium-term) 

a. Number of disaster/ emergency 
terminology adapted 

OIC-GS, SESRIC, relevant 
UN Agencies 
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VI. Thematic Area 6: Information, Research, Education and Advocacy 

Phase-wise Implementation Plan  

Lead Country: Egypt & Sultanate of Oman 

Actions and Activities/Level Timeline Key Performance Indicators 
Implementing 
Partners 

P.A.6.1: Ensuring the Involvement and Commitment of all Stakeholders to initiate and implement Effective Community Health Information, Education 
and Advocacy Programs 

National Level  
 

1. Establish a national multisectoral committee for 
development, monitoring and evaluation of national health 
information, education and advocacy 
programs/interventions; 

 
2014 – 2016 
(short-term) 

 
a. Established national committee 
b. Number of committee meetings 
c. Number of multisectoral 

representatives attending committee 
meetings 

 

 
 
Ministry of Health, 
other relevant Govt. 
Departments 

2. Build strong partnership among health and other relevant 
governmental stakeholders (like education, labour, sports, 
finance,..) to improve the socio-economic and political 
environment for the implementation of effective health 
promotion interventions; 
 

2014 – 2016 
(short-term) 

a. Number of relevant governmental 
stakeholders attending/giving 
attention to meetings  

b. Number of activities implemented 
with other governmental agencies 

3. Create public-private partnership (PPP) and involve civil 
society, NGOs and international organisations to address 
issues related to resource mobilisation and social 
mobilization; 

2014 – 2016 
(short-term) 

a. PPP system developed 
b. Number of civil society, NGOs and 

International organization involved 
c. Number of training programs for 

resource mobilisation and social 
mobilization 

d. Number of activities implemented 
with private sector, NGOs and 
international organizations 

Ministry of Health, 
Private Sector, NGOs, 
UNFPA, WHO 

4. Establish a reliable health information system for the 
development of evidence-based health education and 
promotion programs and services; 

 
 

2014 – 2016 
(short-term) 

a. Health information system developed Ministry of Health, 
WHO 



 | IMPLEMENTATION PLAN FOR OIC-SHPA 2014-2023 || THEMATIC AREA 6: INFORMATION, RESEARCH, EDUCATION AND ADVOCACY |  

                                                                                 

137 

 

Actions and Activities/Level Timeline Key Performance Indicators 
Implementing 
Partners 

5. Organize conventions of local health care providers, 
community leaders and local people to make community 
health information and promotion interventions more 
culturally relevant and responsive; 

2014 – 2016 
(short-term) 

a. Number of conventions organised Ministry of Health, 
NGOs 

6. Strengthen capacities of ministry of health to lead and 
perform researches and evidence- building on MNCH, disease 
control and health system development;  

2014 – 2016 
(short-term) 

a. Number of MOH initiatives in this field  
 
 
 
 
 
 
Ministry of Health, 
WHO 
 

7. Establish monitoring and evaluation tools for future 
improvements in information, education and advocacy 
interventions; 

2014 – 2016 
(short-term) 

a. Tools developed and practised 

8. Establish a database on Knowledge, Attitude, Practice and 
Behaviour (KAPB) of the community to prioritize subjects for 
information, education and promotion interventions; 

2014 – 2016 
(short-term) 

a. KAPB study conducted and database 
built 

9. Advocate for the increased commitment of national and local 
government for gain policy support; 

2014 – 2016 
(short-term) 

a. Number of relevant government who 
gave commitment in related matters 

b. Number of provinces and Districts 
/cities established commitment in 
related matters 

10. Advocate for the increased commitment of regional/international 
health and development agencies in terms of technical and financial 
assistance to help member countries to develop and implement 
their national programs. 

 

2014 – 2016 
(short-term) 

a. Number of provincial and local health 
programs supported by 
regional/international agencies 

OIC and International Cooperation Level 
 

1. Advocate for the increased commitment of 
regional/international health and development agencies in 
terms of technical and financial assistance to help member 
countries to develop and implement their national programs; 

 
2014 – 2016 
(short-term) 

 
a. Number of regional/international 

agencies committed to help member 
countries 

b. Number of national programs 
supported by regional/international 
agencies 

 
OIC-GS, WHO, IDB, 
SESRIC, UNFPA 

2. Organize OIC health information, education and advocacy 
forums/conventions to encourage the interaction and 
dialogue among policy makers, health care providers, health 
educators and community/religious leaders; 

 

2014 – 2016 
(short-term) 

a. Number of forums/conventions 
organised 

b. Number of member countries 
participated 

c. Number of participants attended 

OIC-GS, WHO, IDB, 
SESRIC, UNFPA 
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3. Establish an online database of existing programmes and 
best practices in the member countries; 

2014 – 2016 
(short-term) 

a. Online database established OIC-GS, SESRIC 

4. Encourage member countries to harmonize their health 
information, education, and advocacy practices with the 
international standards by implementing the guidelines 
provided by international health agencies. 
 

2014 – 2016 
(short-term) 

a. Number of member countries adopted 
international standards  

OIC-GS, WHO 

P.A.6.2: Promoting Community Awareness about Disease Prevention and Healthy Life Styles 

National Level 
 

1. Develop national strategy to promote disease prevention and 
healthy life styles involving all concerned partners; 

 
2014 – 2016 
(short-term) 

 
a. National strategy with action plan 

developed 

 

Ministry of Health, 
other relevant Govt. 
Departments,  Private 
Sector 

2. Build strong partnership with media to promote for healthy 
life styles; 

2014 – 2023 
(long-term) 

a. Effective media plan built 
b. Number of media outlets commit to 

support the programs 
c. Number of awareness programs 

broadcasted 

Ministry of Health, 
National and Private 
Media  

3. Launch awareness and media campaigns to promote for 
disease prevention and healthy lifestyles using innovative 
evidence based tools and by implementing evidence based 
approaches (health promotion, social marketing, behavioural 
economics etc.); 

2014 – 2023 
(long-term) 

a. Establish media campaign plan of 
action 

b. Rate of health broadcasts in the media 
in relations to other broadcasts 

c. Pre & post campaign evaluation tests 
4. Adopt health promoting schools initiatives to promote 

healthy behaviours among youth and minimize risky 
behaviours; 

2014 – 2016 
(short-term) 

a. Number of health promoting schools Ministry of Health, 
Education 

5. Involve popular national figures (like actors sportsmen, 
writers, etc.) to be as health ambassadors promoting for 
healthy life styles and disease prevention; 
 

2014 – 2016 
(short-term) 

a. Number of popular national figures 
committed to this matter 

b. Number of activities conducted with 
health ambassadors 

Ministry of Health 

6. Engage local community leaders (political, religious) to 
develop community religious and cultural specific awareness 
campaigns to combat stigma and discrimination against 
affected people; 

2014 – 2016 
(short-term) 

a. Cultural and religious issues identified 
b. Number of specific activities 

conducted 
c. Number of fatwa issued on certain 

health issues 

Ministry of Health, 
NGOs 
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7. Translate and disseminate fatwa of IFA in local languages to 
address religious concerns regarding vaccination;  

2014 – 2016 
(short-term) 

a. Translated fatwa distributed 
b. Improved vaccination coverage in 

religious sensitive areas 

OIC-GS, IFA 
 

8. Adopt modern information technology (mobile applications, 
SMS, MMS, social media etc.) as a tool for promoting healthy 
life styles; 

2014 – 2023 
(long-term) 

a. Number of IT tools used 
b. Percentage of people using such 

technology as a resource for healthy 
life styles information 

Ministry of Health, 
Ministry of Information  
Technology 

9. Train health care workers (HCW) on the scientific methods 
for developing and disseminating evidence-based simple, 
consistent and appropriate health messages and information, 
education and communications (IEC) materials; 

2014 – 2023 
(long-term) 

a. Guidelines on IEC production 
developed 

b. Percentage of HCW trained 
c. Standard messages developed and 

disseminated 

WHO, UNFPA, SESRIC 

10. Advocate for community support groups (CSG) and build 
their capacities to empower them to engage in health 
promotion activities; 

2014 – 2023 
(long-term) 

a. Number of volunteers participated 
b. Number of trained CSG members 

Ministry of Health, 
NGOs 
 11. Organize conventions of local health care providers, 

community leaders and local people to make community 
health awareness campaigns more culturally relevant; 

2014 – 2023 
(long-term) 

a. Number of conventions organized 
b. Number of participants in conventions 
c. Number of awareness campaign  

12. Allocate specific budget for health promotions activities. 
 

2014 – 2023 
(long-term) 

a. Budget allocated Ministry of Health and 
Finance 

OIC and International Cooperation Level 
 

1. Design OIC-wide disease specific awareness campaigns; 

 
2014 – 2016 
(short-term) 

 
a. Number of campaigns designed 

 
OIC-GS, WHO 

2. Launch a tailor made OIC community health awareness 
programs for the clerks (imams); 

2014 – 2016 
(short-term) 

a. Number of programs launched 
b. Number of imams attended 

OIC-GS, SESRIC, IFA 

3. Secure IFA fatwa for all types of immunizations in OIC 
member countries; 

2014 – 2016 
(short-term) 

a. Fatwa communicated OIC-GS, IFA 

4. Organize OIC level conferences and conventions for health 
care providers and community leaders to facilitate the 
sharing of knowledge and best practices on community 
awareness; 

2014 – 2023 
(long-term) 

a. Number of conferences/conventions 
conducted 

b. Number of countries participated 
c. Number of participants attended 

OIC-GS, SESRIC, WHO 

5. Launch an OIC-wide competition to encourage innovative 
ideas for community awareness on health improvement. 

2014 – 2023 
(long-term) 

a. Competition launched 
b. Number of member countries 

participated 

OIC-GS, IDB, SESRIC 
WHO, UNFPA 



OIC STRATEGIC HEALTH PROGRAMME OF ACTION 2014-2023 (OIC-SHPA) 

 

140 

Actions and Activities/Level Timeline Key Performance Indicators 
Implementing 
Partners 

P.A.6.3: Meeting the Information and Education needs of Health Care Providers 

National Level 
 

1. Integrate health promotion and prevention in the curricula of 
health training Institutes; 

 
 

2014 – 2016 
(short-term) 

 
 

a. Number of training programs which 
integrated health promotion modules 

 
 
Ministry of Health and 
Higher Education 

2. Establish a network of national health education institutions 
to develop quality assurance systems for health education 
and training; 

2014 – 2016 
(short-term) 

a. Network established 
b. Quality assurance system developed 

Ministry of Health, 
WHO 
 

3. Monitor and supervise the performance of health care 
providers by using quality improvement approaches and 
promote proven effective practices; 

2014 – 2023 
(long-term) 

a. Number of new approaches applied 
b. Number of health care provider 

monitored and supervised  
c. Number of evaluation studies 

conducted to assess performance 
4. Support the maintenance and development of professionals 

competencies through continuing education to ensure they 
are equipped with updates best evidence information; 

2014 – 2023 
(long-term) 

a. Number of Continuing education 
programs  

b. Number of staff trained 
5. Offer scholarships to health care providers to build their 

capacities in the fields of health information, education, 
communication, health promotion and social marketing; 

2014 – 2023 
(long-term) 

a. Number of scholarships offered by 
speciality 

Ministry of Health, 
WHO, UNFPA, UNICEF, 
IDB, SESRIC 

6. Launch health educator faculty exchange programs at 
national and international level; 

2014 – 2023 
(long-term) 

a. Exchange program launched 
b. Number of activities within this 

program conducted 
7. Organize study visits for health care providers to gain new 

ideas and best practices;  
2014 – 2023 
(long-term) 

c. Number of study visits organised 

8. Establish & maintain a well-functioning health information 
and education system for health care providers to encourage 
on job learning via short courses, workshops, online training, 
etc.;  

2014 – 2023 
(long-term) 

a. Health information & education 
system established 

b. Number of job learning programs 
c. Number of staff engaged in these 

programs 
Ministry of Health, 
WHO 

9. Educate and train health care providers on rational use of 
medicines and provide them with updated information on 
latest medicines and diagnostic techniques.  

 
 

2014 – 2023 
(long-term) 

a. Number of trained health care 
providers on rational use of medicines 

b. Rate of faulty diagnosis  
c. Rate of wrong prescriptions 
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OIC and International Cooperation Level 
 

1. Facilitate intra-OIC transfer of knowledge & expertise by 
extending the coverage and implementation of SESRIC’s 
Health capacity building programs; 
 

 
2014 – 2023 
(long-term) 

 
a. Number of countries participated in 

these programs 

 
OIC-GS, SESRIC, IDB 

2. Enhance cooperation in the field of health education to train 
more nurses and other medical/health specialists; 
 

2014 – 2016 
(short-term) 

a. Number of trained nurses and other 
medical/health specialists 

OIC-GS, SESRIC, IDB 

3. Link health professionals OIC wide through virtual 
communities of practice so they can inform effective policies 
and promote successful practices; 
 

2014 – 2023 
(long-term) 

a. Number of virtual communities linked 
to OIC professional 

OIC-GS, WHO 

4. Organize OIC health educators & providers forums to 
determines innovative health information & education 
approaches/strategies; 
 

2014 – 2023 
(long-term) 

a. Number of forums organised 
b. Number of countries participated 
c. Number of participants attended 

OIC-GS, SESRIC, IDB 

5. Establish a network of OIC health centres of excellence to 
promote harmonization of health care education and 
practices across OIC member countries; 
 

2014 – 2023 
(long-term) 

a. Number of excellence health centres 
established 

OIC-GS, SESRIC, WHO 

6. Advocate the implementation of WHO recommended key 
interventions to promote rational use of medicines in 
member countries. 

2014 – 2023 
(long-term) 

a. Number of member countries adopted 
these recommendations 

OIC-GS, WHO 

 


