


Introduction
The World Health Organization’s (WHO) Eastern Mediterranean Region (EMRO) 
consists of 21 member states spanning the Middle East with country offices in 17 of 
the countries.1 The Eastern Mediterranean region is vastly diverse in terms of culture, 
socioeconomic standing, etc. Currently, EMRO’s official languages are Arabic, 
French, and English. However, the region encapsulates various other languages 
such as Farsi, Urdu, Dari, Pashto, and Somali, which are vital in implementing and 
communicating health policy in the region.1 Overall, the region must consider 
various cultural and political contexts to achieve the equitable health policies 
outlined by WHO.

The region has a long history of humanitarian crises across various member states. 
These conflicts, natural disasters, and political instability have exacerbated 
healthcare coverage and access issues.1 Millions of people have been displaced, 
leading to weakened health systems.2 Nearly ⅔ of the countries in EMRO are directly 
or indirectly impacted by conflicts in the region, greatly contributing to increased 
poverty levels, lowered life expectancy of the region’s population, and greater 
vulnerability to vaccine-preventable diseases.2 By the end of 2018, the global number 
of people in need of aid due to conflict, natural disasters, or political instability was 
80 million, and 46% (37 million) of those 80 million people were from the Eastern 
Mediterranean region.2 Moreover, within the year there were major endemic 
outbreaks in 12 of the region’s countries.2 These numbers underscore the 
disproportionate severity of humanitarian crises in the region and these challenges 
further emphasize the need for strong and comprehensive targeted policies that 
address the impact of such issues. 



The Universal Health Coverage (UHC) service coverage index can be used to analyze 
the implications of conflict and disaster on healthcare systems in the region as it 
measures the proportion of the population without quality access to healthcare.2 
The Eastern Mediterranean region has an index of 64 out of 100, which is below the 
global average of 68 out of 100.2 A serious contributor to this low index is a major 
healthcare worker shortage, with many countries struggling to meet the minimum 
staffing threshold.2 Additionally, healthcare workers face the threat of attack during 
humanitarian and political conflicts occurring in the region, further reducing the 
number of healthcare personnel.2 Moreover, the region suffers from inadequate 
access to medical technology and essential medicines. Mechanisms and policies in 
the public and private sectors lack the capacity for effective delivery and oversight of 
medical supplies, and many low-income sectors completely lack access to medical 
devices and products.2 The low UHC service coverage index can also be explained by 
the low investment in healthcare by the region.2 While the region consists of nearly 
9% of the global population, it accounts for 2% of global health expenditure.2 This 
continues to exacerbate the issue of poverty in the region as individuals are paying 
more for medical services out-of-pocket.2 All in all, the prevalence of crises and 
disasters in the eastern Mediterranean continues to amplify issues such as poverty 
and security that contribute to poor healthcare coverage and access. While the 
region has taken initiatives such as UHC priority benefits packages and 
strengthening delivery of services through the primary health care system, EMRO 
and WHO acknowledge the further efforts needed to achieve UHC.2 



Subtheme 2: Disparities in Access to Quality Healthcare

Healthcare systems in the Eastern Mediterranean (EMRO) Region have faced various 
struggles and obstacles over the past years. These include conflict and disaster, 
population growth, high unemployment rates, scarcity of water resources, and 
socioeconomic gaps.13 These factors have reduced the quality and access to proper 
healthcare in the region. Moreover, wealthier countries in the region do not 
necessarily have better health outcomes. Some high-income countries, such as 
Oman, have shown similar health outcomes to those of  Egypt and Morocco, which 
are lower-middle-income countries.14 This indicates that disparities in healthcare 
quality and access are not based on economic factors alone, but require the 
consideration of implementation of services.14 Moreover it is also important to note 
internal divides within countries that contribute to barriers to healthcare access. 
Rural-urban divides, discrimination on the basis of religion, gender, race, etc, and 
health literacy disparities all contribute to unequal healthcare coverage in the 
region’s countries.15

CASE STUDY 1: RESTRICTED ACCESS TO OBSTETRIC CARE AND MATERNAL 
HEALTH SERVICES IN SUDAN

With an ongoing military conflict in Sudan, millions have lacked access to quality 
health care. This is especially true for pregnant women in Sudan. Sudan’s maternal 
mortality rate is one of the highest in the world with an estimate of 295 deaths per 
100,000 live births, and it is reported that 86.6% have received limited or no access to 
healthcare. 15 The continued conflict in Sudan has only exacerbated this issue, 
leading to the destruction of medical facilities, a shortage of medical supplies and 
services, and fleeing medical staff. 16  The United Nations Cooperation Framework 
report for 2020 reported that only 19% of births in Sudan were attended to by 
professional medical staff.18 It was also reported that only 40% of medical facilities 
were functional and international organizations provided most delivery services. 
Moreover, women in conflict settings are more vulnerable to sexual and 
gender-based violence, which can have detrimental effects on reproductive health.15 
Women in Sudan have been severely impacted by the effects of the conflict on 
Sudan’s healthcare system, therefore, it is crucial to understand the particular 
challenges in accessing maternal care to cultivate appropriate solutions.



Political conflict and war in Sudan has made obstetric care very difficult to access for 
women. The destruction of medical facilities and violent attacks on medical 
personnel have specifically affected the ability of women to access antenatal care, 
safe deliveries, and postnatal care.16 This is largely due to women having to travel 
long distances to receive obstetric care, putting a strain on the resources and health 
of the woman.16 Women often opt out of traveling these far distances, and give birth 
at home without the proper support. This increases the risk of complications such as 
sepsis, hemorrhage, and obstructed labor.17 Moreover, newborn health is 
detrimentally impacted as well. There is a lack of sufficient medical supplies and 
resources for preterm babies in Sudan.18 Sudan has seen an increase in preterm 
babies due to stress, insecurity, and malnutrition of pregnant women, and preterm 
babies are often at higher risk for complications.17 This, coupled with poor sanitation 
in birthing places, has significantly worsened newborn mortality rates.17 A lack of 
quality medical resources and supplies such as drugs for maternal and newborn 
survival can be attributed to dysfunctional vertical supply chain management in 
South Sudan. In addition to barriers to access and decreased quality of medical 
services due to violence and a lack of medical supplies, women also face a fear of 
traveling to receive care, financial constraints, cultural barriers, and a lack of 
awareness and education regarding services and care available.16 

There are various ways these challenges have been and can be addressed. One 
promising solution is a potential resource in the mobile health services called 
mHealth. mHealth has been shown to improve maternal health by providing 
women with information, education, and support.16 Moreover, deploying community 
healthcare workers such as midwives can address the barriers women face in 
accessing medical personnel in healthcare facilities.16 The United Nations Sexual and 
Reproductive Health Agency (UNFPA) has also engaged in initiatives that can be 
considered when addressing this issue.19 This includes reproductive education 
initiatives, strengthening the Maternal Perinatal Death Surveillance and Response 
(MPDSR) systems, and improving access to maternal and reproductive health 
commodities such as contraceptives and medicines.19

CASE STUDY 2: BARRIERS TO ACCESSING MULTIPLE SCLEROSIS THERAPIES IN 
LEBANON

Multiple sclerosis (MS) is a complicated autoimmune disease that affects the central 
nervous system by causing a progressive breakdown of the protective covering of 
the nerve. 20 This includes the brain, spinal cord, and optic nerves that control 
everything we do. According to a cross-sectional study that was conducted between 
January of 2018 and December of 2018, rates of multiple sclerosis have increased 
across the Middle East and specifically in Lebanon. 20  Data collection was based on 
age, sex, geographic region of residence, time of diagnosis, and presence of 
disease-modifying therapies.



What was once considered rare in the Middle East, in 2018, the crude prevalence of 
multiple sclerosis was 62.91 cases out of 100,000.21 persons In the total frequency of 
distribution of MS cases in Lebanon in 2018, the frequency of MS amongst a sample 
size of 2166, demonstrated that 712 or 32.9% of the sample consisted of men and the 
remaining 1454 or 67.1% consisted of women.22 In terms of distribution amongst 
ages, participants between the ages of 35 and 44, 27.6% (598 participants out of 
2166) made up the largest proportion, and those above the age of 75 made up the 
smallest proportion at 0.5% (10 participants out of 2166). 21 Geographically, the MS 
cases between Mount Lebanon, South Lebanon, Beirut, North Lebanon, and Bekaa, 
were distributed at 24.7%, 22.5%, 20.4%, 18.9%, and 13.5% respectively.  21 

The collected data from the sources emphasizes the systemic and logistical barriers 
to accessing multiple sclerosis modifying therapies in Lebanon rooted in the 
socioeconomic disparities and challenges in healthcare infrastructure. Reliance on 
government reimbursement systems, minimal private insurance support, and a lack 
of advanced therapy like cladribine. 22 Urban areas have higher access levels to 
specialized centers but certain rural areas have pronounced delays due to financial 
and geographic constraints. Addressing the systemic issues that delay treatment 
initiations is critical to reducing the burden of MS and comprehensive patient care.



Subtheme 4: Prioritization of Mental Health

Displaced populations, lack of basic healthcare, infectious diseases, poor healthcare 
infrastructure, and economic hardships are just some of the paramount issues that 
affect those in the EMRO region. More than 21 million people in the region have 
been forcibly displaced and 5 million people are refugees.2 Individuals are constantly 
battling the effects of loss and trauma. All of these effects multiply the impact of 
mental health conditions such as “mental disorders and psychosocial disabilities” 
that are associated with distress and at times self-harm.2 Globally, those with mental 
health disorders that are severe die 10 to 20 years earlier than the average 
population.2 There is still a large gap between mental health and the necessary 
provisions in mental health. Those who experience psychological and physiological 
distress stretch the demand and access to health infrastructures. Limited mental 
health specialists, imbalances in psychotropic medicine, and other barriers have 
prevented the necessary delivery of mental health services and support.

CASE STUDY 1: ACCESS TO SYRIAN MENTAL HEALTH SERVICES

Since 2011, Syria has faced a civil war that has displaced millions of people and 
impacted many still living in the country.4 The effects of such warfare have been 
devastating for Syria’s healthcare system as there has been a severe lack of food, 
water, and medical resources. This strain has been especially impactful on the 
access to mental health resources in Syria. Syria has already faced severe 
stigmatization of mental health for years, and the war has further exacerbated the 
issue of access to resources such as psychologists and psychiatrists.4 

It is important to understand how the war has cultivated and impacted certain 
mental disorders. In a study conducted by Ameer Kakaje, et al., the Kessler 
Psychological Distress Scale (K10) was conducted on Syrians to evaluate mental 
disorders. The scale for the tests is as follows:

* Scores under 20 are likely to be well.3
* score 20-24 are likely to have a mild mental disorder.3
* score 25-29 are likely to have a moderate mental disorder.3
* score 30 and over are likely to have a severe mental disorder.3

In the study, 80.7% of people in Syria scored above 20 on the K10 test, and around 
60% of the population reported symptoms aligned with moderate to severe mental 
disorders.4 Moreover, the study reported PTSD levels with 36.9% of the participants 
having full PTSD symptoms, 60.8% having two or more positive PTSD symptoms, 
and only 21% without any PTSD symptoms.4 Various factors play a role in these levels, 
such as constantly moving places, bombings, violence, and lack of social support. 
Overall, more than half of Syrians need mental health and psychosocial support 
services, however, these conditions are often unaddressed, trivialized, or ignored.5



The conflict in Syria has led to many barriers in seeking and receiving quality 
healthcare. Those internally displaced in Syria do not have adequate access to 
address the impacts of war on their mental health.5 Moreover, there have been 
targeted attacks on medical personnel and psychiatric hospitals, which has been a 
barrier to access to resources.5 Moreover, healthcare and mental health efforts have 
been reduced. Before the conflict, in 2014, Syria began implementing better mental 
health legislation and a new mental health strategy which included greater funding 
for hospitals and INGOs targeted at addressing mental health.6 However, since the 
conflict in Syria has been occurring, this legislation has been weakly and partially 
implemented– only 48% of public hospitals and 48% of private hospitals are fully 
functional.6 Furthermore, the healthcare infrastructure faces a shortage of mental 
health staff. The WHO reported 1,931 mental health professionals, comprising 0.37 
psychiatrists, 1.07 nurses, 1.07 psychologists, and 0.08 social workers, per 100,000 
people in the population, and for comparison, in Germany, there are around 2.8 
psychiatrists per 10,000 people.6 That, in itself, is a drastic disparity.

While there is much work and improvement to be made, there are initiatives and 
progress currently implemented to help combat some of the issues Syria faces. The 
WHO office in Damascus trained nearly 725 physicians in family and group 
counseling, psychological first aid, and support for GBV survivors.7 There has also 
been a shift in the attitude toward psychiatric medication. Psychiatric medication 
was often viewed as narcotics, further stigmatizing them.7 However, training for 
non-psychiatric doctors in prescribing drugs and training for pharmacy staff on 
differentiating between psychiatric medication and addictive drugs have greatly 
changed the attitudes of healthcare professionals and Syrians regarding psychiatric 
medication.7 Moreover, the Syrian Association of Psychiatrists has developed a 
platform for psychiatrists to conduct interviews or consultations electronically to 
address the difficulties in being able to meet with medical professionals in person 
amidst political upheaval.8 Despite such initiatives, there is still much progress to be 
achieved. Taking into account cultural and religious taboos regarding mental health 
support, and placing mental health crises in a cultural context is crucial in 
implementing effective policy. It is important to address re-strengthening health 
infrastructure in Syria as well as education and awareness of Syrians regarding 
mental health and support resources.

CASE STUDY 2: FACTORS ASSOCIATED WITH INJURIES AND TRAUMA OF 
SURVIVORS OF GENDER-BASED VIOLENCE IN AFGHANISTAN

According to WHO standards, domestic violence, or ‘Intimate Partner Violence’, is a 
“behavior within an intimate relationship that causes physical, sexual, or 
psychological harm, including acts of physical aggression, sexual coercion, 
psychological abuse, and controlling behaviors”.9 This challenge is further illustrated 
through the IPV stigmatization model, which provides a framework for 
understanding how domestic violence stigma shapes barriers to seeking help. 



Amongst the regions of the world, the Eastern Mediterranean region has a 30% 
median prevalence of physical abuse9. Amongst factors that make people more 
vulnerable,  refugees or asylum seekers were 5.8 times more likely to be victims of 
intimate partner violence.9 In many Eastern Mediterranean countries, these social 
and community-related risk factors exacerbate the risk of domestic violence. 

In Afghanistan, domestic violence rates are some of the highest in the world. Around 
46% of women report lifetime violence10. Survivors of domestic violence are also 
prone to the most environmental stigma in the forms of gossip, blame, and shame.10 
Certain structural elements including government authorities, the predominantly 
patriarchal format of society, and dismay from the community have been principal 
in inflaming psychological trauma in Afghanistan. 9

The Ministry of Public Health of the Islamic Republic of Afghanistan working with 
the United Nations established a department known as the ‘gender department’ to 
regularly track gender-based violence. The data was collected from FPCs (Family 
Protection Centers) and violence was categorized into 4 different categories: 
deprivation/neglect, psychological violence, physical violence, and sexual violence. 11 
The results of these types of violence were then split into injury and trauma. The 
data collected between November 2013 and October 2019 revealed that:
● Adults have the highest level of trauma among survivors, with children and 

the elderly being affected in a much smaller proportion.11
● Females experience an overwhelmingly large experience of injury and trauma, 

revealing disparities relating to gender.11
● Married individuals are most likely to report injuries and trauma, which reveals 

more about domestic abuse dynamics and marital status.11
● Physical violence has a strong correlation with trauma, potentially connecting 

psychological tolls of physical abuse.11
● Geographically, northern and western regions show higher trauma reports 

which could reveal more about cultural and social factors.11

The data reflect that trauma from GBV is present in both physical and mental forms. 
In Afghanistan, survivors who are predominantly adult women, endure severe 
long-term psychological impacts even when physical injuries are not visible. 12 

Seeking help is frowned upon due to stigma and fear. These factors emphasize the 
need for mental health prioritization, and addressing both invisible and visible 
trauma. There is a compelling case for the pervasive impacts of trauma on mental 
health. Conditions like PTSD, depression, and anxiety are prevalent and they have 
comprehensive effects on overall well-being, and quality of life, and prevent citizens 
from being functioning members of society.11



A significant theme in this case is the barrier between effective treatment for 
trauma-induced mental health conditions, and how limited mental health 
resources, social stigma, and inadequacies in trained professionals prevent people 
from receiving proper care. This challenge is further illustrated through the IPV 
stigmatization model, which provides a framework for understanding how domestic 
violence stigma shapes barriers to seeking help. The IPV stigmatization model is a 
framework that allows us to conceptualize domestic violence stigma and how it 
impacts help-seeking. The model is primarily used in a North American setting, but 
it tracks findings about women’s experiences specifically in Afghanistan.11 The social 
structures that are used to define the life of a woman, pile together and magnify the 
overall stigma experience for survivors of domestic abuse.12 Services based on 
Western ideas of allowing women to leave abusive relationships and reject stigma to 
allow the constant perpetuation of violence would be productive in limiting the 
effects of mental health in Afghanistan. A new system can be implemented to break 
down these stigmatizing responses and allow survivors to seek help.12



Subtheme 5: Unshared Technological Advancements

In the Eastern Mediterranean region, technological advancements have played a 
vital role in shaping the future of public health. Intricate healthcare challenges, 
instability in economic systems, and a lack of infrastructure have made adopting 
new healthcare delivery systems imperative. In the region, 24% of nomenclature 
systems are used for medical devices,  14% have health technology national policy, 
and 4.7% have a list of approved reimbursable medical devices.23 These values 
demonstrate the hindrances in implementing such technologies caused by a lack of 
resources, education, and political instability. 23 Ongoing conflicts have generated 
significant gaps in healthcare systems. Major cases shed light on how technological 
advancements both drive progress and reveal systematic inequalities within the 
region’s diverse landscape.

CASE STUDY 1: BARRIERS TO CANCER CARE TECHNOLOGY IN IRAQ

Between 1980 and 2017, Iraq has been engaged in successive wars, conflicts, 
sanctions, and more that have put a strain on healthcare infrastructure in the 
country.24 The destruction of medical facilities, economic strain reducing health 
expenditure, and reduced medical staff have left Iraq with high levels of cancer 
without the proper technology and infrastructure to combat such high levels.24 Iraq 
is regarded as one of the poorest Arab countries in terms of its imaging services and 
nuclear medicine.24 Diagnostic and treatment technologies are severely lacking in 
Iraq due to structural and economic barriers, and these have had long-term 
negative impacts on cancer rates in Iraq.

Firstly, economic sanctions by the UN on Iraq have blocked technologies. These 
technologies are blocked due to sanctions.  Sanctions placed restrictions on 
technologies with the potential to be turned into weapons of mass destruction.24 
This includes equipment such as linear accelerators and nuclear diagnostic 
technology. Regarding specific types of technologies, the lack of diagnostic 
technologies in Iraq has posed a serious threat to citizens. With limited numbers of 
scanners such as CT and MRI machines, doctors have had to often loosely put 
together diagnoses with simple X-rays, ultrasounds, and blood tests, which has 
decreased progress in diagnostic levels in Iraq.25 Moreover, nuclear medicine service 
is an effective form of cancer diagnosis used in the region, but due to barriers, Iraq’s 
infrastructure for NM is low.26 Currently, the number of SPECT/CT devices, gamma 
cameras, and PET/CT machines, that are used in NM, is only 0.4 units per 1 million 
people, and this can be compared to a relatively conflict-free region, Kuwait, with 
10.3 units per 1 million people.26 This over-a-decade-long deficit in diagnostic 
scanners and technologies for cancer has led to a a 50% cancer incidence surge in 
the last decade in Iraq.26



In addition to a lack of diagnostic technologies, Iraq faces insufficiency in its number 
of therapeutic/radiotherapy technologies. By the end of 2022, the country only had 
34 functional linacs for radiotherapy, 9 of which were private.25 This number 
translates to only 42.5% of the Iraqi population’s needs being met (two machines per 
million population).24 This lack of technology has made radiotherapy hard to access 
for people as many of them have to travel long distances to access the treatment or 
wait in long lines.24 Due to these inconveniences, many individuals refuse necessary 
treatment, especially for older individuals needing geriatric radiotherapy.24 
Moreover, in addition to a lack of physical technologies in the region, even if the 
technology supply was sufficient, there is a shortage of professionals and medical 
personnel with the training or knowledge to operate these high-level technologies.24 

In recent years, Iraq has made efforts and progress to improve cancer diagnosis and 
care in the region. They began implementing recommendations from a 2021 
IAEA-IARC-WHO imPACT review which was a comprehensive document outlining 
ways to improve cancer control in Iraq.27 Iraq has improved coordination between 
the Iraqi Cancer Board and the Ministry of Health Noncommunicable Disease Unit, 
adopted a Ministerial decree to better facilitate opioid prescription for terminally ill 
patients, and has committed itself to creating a national cancer control strategy and 
plan.27 Despite these actions, more targeted, urgent, and effective long-term 
measures are needed to be taken in order to improve cancer outcomes in the 
country. Addressing cancer treatments and outcomes in Iraq requires holistic 
approaches that address preventative and palliative care, implement effective 
training for healthcare providers, and account for the psycho-social support needed 
for patients and families.27

 CASE STUDY 2: INNOVATIONS IN E-HEALTH TOOLS IN KUWAIT

At the top of the Persian Gulf, Kuwait is one of the richest countries per capita in the 
world due to its location and enormous oil reserves.28 With just 4.4 million people in 
the country, Kuwait is the fourth most obese country in the world, and obesity rates 
are alarming. 28 With a predominantly young population, the looming impacts of 
disease and complications have increased the focus on public health. The Kuwait 
Diabetes Epidemiology Program (KDEP) was a national, population-based study 
used to study noncommunicable diseases in the country.29 The consisted of four 
steps which tracked demographic questions, behavioral measurements, physical 
measurements, and blood biochemistry analysis.29 Specifically, the blood analysis 
included fasting plasma glucose and glycated hemoglobin measurements, with 
4,947 adults completing all steps.29 Data revealed that 21.8% of Kuwaiti adults had 
diabetes, and there was a strong association between obesity and diabetes as the 
principal contributing factor to obesity in the country. Elevated body mass index 
(BMI) and a correlation to the waist-hip ratio were associated with diabetes and 
prediabetes in the study. 29 The study also demonstrated that university education 
has an inverse relationship with the risk of developing diabetes and said risk is also 
generally associated with a lower income. This drastic increase in diabetes is over 
three times other global estimates for adults of 60; outpacing estimated global 
prevalence across every age group globally.30 



The introduction of e-health tools in Kuwait and substantial upgrades to the 
country’s healthcare facilities and infrastructure are underway. In the past year, 80% 
of the country’s healthcare spending comes from public healthcare. 29 Aside from 
the high prevalence of diabetes, another grave issue to public health is the 
ubiquitous nature of antimicrobial resistance. The leading solution to this issue is the 
integration of patient health records and better assistance systems. Electronic 
health systems (EHS) are a systematic approach to managing health information 
that modernizes healthcare infrastructure and shifts away from outdated 
paper-based records.30The article offers a detailed analysis of how the EHS approach 
relies on a mixed method of quantitative and qualitative interviews. 30 Surveys 
amongst various healthcare professionals such as doctors, nurses, and 
administrative workers were conducted to estimate the experience and satisfaction 
involved with EHS. Key findings showed that 70% of facilities included in the survey 
had some type of implementation of electronic health systems and larger 
institutions have been leading efforts to implement said programs. 29 However, only 
45% of the users report that they consistently utilize these resources and attribute a 
lack of training and prevalent technical challenges as obstacles to successfully 
implementing EHS. 31 Data analysis shows a 25% reduction in the time needed to 
retrieve patient records, even with the limited adoption of EHS, showcasing the 
possible benefits. 31 Rural areas continue to lag behind urban locations and the lack 
of successful implementation limits EHS from transforming Kuwait's healthcare.

This underscores the transformative nature of the electronic health system and the 
significant strides that have been and are yet to be made. Technological promises 
and operational challenges have left things incomplete in the journey but the 
implementation of EHS has demonstrated benefits such as record retrieval times 
and elevated data accuracy. 31 However, the issue is uneven integration through 
facilities and user integration halted due to systemic gaps caused by a divide 
between rural and urban healthcare centers. The critical question remains as Kuwait 
embraces new digital health solutions: how could policymakers adopt a more 
coherent strategy that enhances user training and interoperability? Insight 
advocates that data-driven approaches will solidify EHS as a sustainable approach to 
public healthcare in Kuwait.

The EMRO region is grappling with significant healthcare challenges, many of which 
stem from conflict, economic disparities, displacement, and limited access to 
medical resources. The struggles faced in different parts of the region—whether it’s 
the mental health crisis in Syria, the widespread gender-based violence in 
Afghanistan, maternal health barriers in Sudan, or the technological gaps in 
Iraq—highlight the urgent need for well-designed, targeted policies. 32 While 
initiatives such as Universal Health Coverage, mental health awareness campaigns, 
and advancements in medical technology have made some progress, critical gaps 
remain in funding, accessibility, and infrastructure.



Effectively addressing these challenges requires a holistic approach that takes into 
account the diverse cultural, political, and economic landscapes of the region. 
Strengthening healthcare systems through international collaboration, increased 
investment in medical infrastructure, and the expansion of community-based 
initiatives will be key to ensuring that healthcare is both accessible and 
sustainable.33 By encouraging innovation, breaking down social stigma, and 
focusing on the needs of the most vulnerable populations, EMRO can take 
meaningful steps toward creating a more equitable healthcare system that 
improves the well-being of its people.



Conclusion
Equal access to healthcare on a global level is a large scale and comprehensive goal 
that requires addressing a myriad of issues. The Eastern Mediterranean region, 
specifically, has experienced political conflict, violence, and natural disasters that 
have weakened healthcare systems in the region. Addressing these issues requires 
taking into account socio-cultural factors, internal divides, and economic limitations 
of the region. However, as divides between low-income and underserved areas of 
the EMRO region and the rest of the world continue to grow, more individuals will 
lose access to healthcare services and conflicts in the region will only continue to 
exacerbate certain health issues. Global leaders must take action into addressing the 
particular disparities of the EMRO region while taking into account the unique 
socio-political and economic landscape that shapes healthcare access in these 
nations.
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