PUBLIC HEALTH IN THE ARAB WORLD
SECTION V. PUBLIC HEALTH IN THE ARAB WORLD
A. OVERVIEW
In this section we present the abstracts and
papers that address public health issues in the
heterogeneous Arab world. This section complements the international papers and abstracts in the cardiovascular, cancer, and environmental health sections. One objective of
the conference was to disseminate scientific
public health information regarding the prevalence of health risk factors in the Arab world
and develop understanding to reduce the burden of disease and promote health and wellbeing. In addition, the conference aimed to
develop improved models of public health interventions by coordinating efforts between
public, academic, private, and communitybased institutions and organizations. This section contains the information related to major
health problems in Arab North Africa and
health and disease in a changing Arab world;
demographic and health characteristics in Jordan, including occupational asthma in Jordanian industries; health status of Palestinians living in Israel versus Israelis and health status of
Palestinians living under military occupation;
and mental health provider profiles and related mental health status in Morocco. Furthermore, this study addresses the status of nursing
in the Arab world and advancing Arab-American health by implementing public health
practices.
The first two papers address health and
disease in the changing Arab world and are
written by Mustafa Khogali, MD, head of Internal Medicine at the American University of
Beirut, and Sabri Belgacem, PhD, director of
healthcare financing at the World Health Organization in Alexandria. They describe the
prevailing health status trends in the Arab
world by using demographic information that
is presented with methods representing geographic and economic frameworks, respectively. Dr. Khogali notes that in the year 2000 the
population of Arab countries was 270 million,
and it is estimated to reach 425 million by the
year 2025 and 545 million by the year 2050.
The Arab world is witnessing a rapid epidemiologic transition characterized by better
control of communicable diseases, rapid aging
of the population, socioeconomic transformation, progressive urbanization, and changes in
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nutritional patterns and other lifestyle-related
behaviors. Dr. Belgacem, in turn, stresses that
Arab countries have different healthcare financing schemes that lead to inequities of financing, and, therefore, access to health care.
The next paper, from Saad Hijazi, MD,
professor and president of Jordan University's
School of Science and Technology, is a comprehensive review of the issues, challenges,
and strategies that are influencing the health
status of the Jordanian population. Specifically,
Jordan has been upgrading health information
systems at various levels and plans to computerize 20 health directorates and 200 health
centers. Furthermore, Jordan is witnessing an
epidemiologic transition characterized by an
increase in non-communicable diseases, particularly cardiovascular diseases, cancer, diabetes, and chronic respiratory conditions. In
addition, fresh water supplies in Jordan are
scarce, which will adversely affect the Jordanian people. Ahmed Boran, PhD, also from Jordan University, describes occupational asthma
in Jordanian industry. This description includes
characterizing chemical exposures in the workplace and their adverse health effects.
The Palestinian Arab population resides in
two distinct geographic areas: Israel and the
occupied territory of the West Bank and Gaza
Strip. Khaled Suleiman, MD, et al from The
Galilee Society in Israel explore the substantial
differences between the health of the Arab minority and Jewish majority in Israel reflecting
socioeconomic disparities, such as poverty, unemployment, the amount and quality of health
care, and the deteriorating environment.
As for the Palestinians living in occupied
territories, Husseini Rafiq, PhD, describes the
health and conditions of Palestinians living under military occupation. He stresses that Palestinians have inherited a weak and defragmented healthcare system that was controlled
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by Israel before the Oslo Accords. This system
has continued because of the lack of economic
resources and artificial geographic barriers,
such as the Israeli government's newly built security wall.
Healthcare providers play an important
role in the health status of populations. Driss
Moussaoui, MD, of Ibn Rushd University Psychiatric Center in Morocco, describes a mental
health system that is multidisciplinary, including psychiatrists, clinical psychologists, psychiatric nurses, and social workers. Then Raghda
Shukri, RN, MPH, PhD, of Sultan Qaboos University in Oman, describes the development of
the nursing education programs in the Arab
world. Her research indicates that Arab countries experience nursing shortages that are exacerbated through immigration and emigration
among Arab countries and between Europe
and the United States. She suggests that nursing education should address the many concerns of nurses in the Arab world so that more
individuals will choose nursing as a viable career and remain in their parent country.
Finally, Michele Forzley, JD, MPH, from
Washington, DC, provides a comprehensive
analysis about advancing the health of Arab
Americans. Her key point is that Arab Americans are not adequately identified or described
as a minority population, and therefore do not
have access to federal and state resources, as
recognized minorities do. In addition, current
data-gathering tools, such as the census program, do not collect adequate information
about race and ethnicity—therefore the health
and economic status of Arab Americans is not
well defined. A conclusion was that Arab
Americans should take the lead in setting their
own priorities and distinguishing their health
needs from those of other sub-populations in
the United States. (Ethn Dis. 2005;15[suppl 11:
S1-73–S1-93)
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1. ADVANCING THE HEALTH OF ARAB AMERICANS: KEY POINTS TO OBTAINING
RESOURCES AND ESTABLISHING PROGRAMS FOCUSED ON SPECIAL POPULATIONS

Michele Forzley, JD, MPH

From Silver Springs, Maryland.
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Racial and ethnic status contributes
to health disparity in the United States,
a reality that has been demonstrated in
many studies.' To eliminate these disparities, a disease prevention and health
promotion objective of Healthy People
2010, research and targeted programs
are required) The body of research presented in this journal on the health of
Arab Americans indicates that this special population suffers health disparities.
Having a distinct minority status or
census category at the national level on
which to base research, funding allocations, and targeted programs to reduce
health disparities. However, Arab Americans are not classified as a minority or
included in the US census as a separate
category, thus little to no national data
are collected on Arab Americans as a
sub-group or special population of the
United States. Nonetheless, the absence
of minority status or census category
does not prevent advancing the health
of Arab Americans. What, then, is the
course for Arab Americans, or for any
other special population in the same position? This article and the presentation
on which it is based discuss why and
how advancing the health of Arab
Americans, a "non-minority" minority
in the United States, is possible and
clarify the relative importance to this
objective of minority status, the availability of national data on Arab Americans, and the use of race and ethnicity
data.
Unofficially Arab Americans are a
minority of the US population. At present, based on the 1990 census, an estimated one million Americans identify
themselves as Arabic, although the
Arab-American Institute (AAI) in Washington, DC estimates the number to be
closer to three million.' The Census Bureau has designated the Arab-American
Ethnicity
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Institute as its only Census Information
Center dedicated to analyzing data on
the Arab-American community, and it
participates in the Working Group on
Ancestry in the US Census Bureau. 2
ThatArbmeicns orty
within the US population is clear from
these numbers, whether one or three
million, even though they lack official
minority status. This circumstance is,
however, not a bar to advancing the
health of Arab Americans.
Race and ethnicity data can be obtained from the US Census. Currently
the Census, all federal programs, and
every form or application one can imagine identify five categories for data on
race or ethnicity from which to choose.
The category of "White" or "a person
having origins in any of the original
peoples of Europe, the Middle East, or
North Africa" is the only one available
for those that identify themselves as Arabic. Thus, census and other federal
data on Arabs are commingled with
those of Europeans and anyone else who
selects "White." Before the 2000 decennial Census, the Office of Management
and Budget announced that it was revising its standards for the classification
of federal data on race and ethnicity and
invited input. For anyone who self identifies as Arabic, the matter seems simple.
However, input on whether to add a
category of Arab/Middle Eastern did
not result in an agreement on a definition for this category. Even so, write-ins
on the long form census to the ancestry
question were agreed to continue so that
data on persons who identify as Arab
can be collected. Further research will
be conducted on this issue. Thus, revised standards went into effect for the
2000 census and will remain in effect
until revised again. 2
The categories are a minimum and
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are the first basis developed to improve
the collection of data. Federal agencies
and those at the state level that receive
federal funding can collect data according to other classifications, should they
wish to do so. Reflecting this national
policy for health-related matters, former
Secretary of the Department of Health
and Human Services (DHHS) Donna
Shalala established a DHHS-wide policy
to encourage the inclusion of subgroups
when such inclusion improved the usefulness of the data. 2
However useful the categories of
race and ethnicity on the census and
other data collecting forms are, the importance of and uses for the data categories are ultimately social and political
and not scientific or anthropologic in
nature. The standards have been developed to provide a common language for
uniformity and comparability in the
collection and use of data on race and
ethnicity by federal agencies. Data on
race and ethnicity are used for a variety
of purposes, including statistical data
collection, administrative records, research, evaluation, applications, grants,
contract proposals, and reporting systems for civil rights compliance. Federal
funds recipients are required to maintain and to make available to the
DHHS racial and ethnic data showing
the extent to which members of minority groups are beneficiaries of and participants in federally assisted programs.
Key for those who wish to advance
the health of Arab Americans is that one
use of data is reporting for civil rights
purposes. The Civil Rights Act of 1964
states that race, color, national origin,
age, sex, disability, or religion may not
be the basis of discrimination. Therefore, in the absence of minority status,
or a Census category, and national data
on Arab Americans, the Civil Rights law
stands to ensure that Arab Americans
are not the subject of discrimination in
any area and that includes health. Minority status is not a condition precedent to protection under this law. Each
federal agency has an office of Civil

Rights to enforce this law, as does the
DHHS. One may file a complaint there
to seek redress within 180 days from
date of alleged act of discrimination.
Alternatively, groups who feel they
have been the subjects of discrimination, either directly or in the application
of a program, can bring the situation to
the attention of the authorities in question and seek an equitable result. Indeed
advocacy should always be the first step;
it can be extremely effective and have
other positive consequences. There are
numerous cases in which Arab-American businesses successfully sought to obtain a share of government contracts in
situations in which no Arab-American
company had done so. The State of
Michigan Office of Minority Health
provides an exemplary story of how the
health of Arab Americans can be advanced and resources allocated, even
though Arabs and Chaldeans are not a
minority for federal purposes. 2 Therefore, data specifically on Arab Americans are not necessary to receive healthrelated benefits if, otherwise, Arab
Americans are not receiving their proportionate share of the government benefit in question. Were government officials unwilling to address the concerns
of these Arab Americans, the Civil
Rights Law would still have been available for a lawsuit.
The nature and scope of health-related benefits is broad and directs that
ill persons in the United States have a
right to receive health benefits, which
include research and program funding,
and participation in programs in a nondiscriminatory manner from federal,
state, and local social and health service
agencies, hospitals, clinics, nursing
homes, or other agencies receiving funds
from the federal government. In this
area, it is important to bear in mind that
substantial federal funds and benefits are
administered by states and municipalities. Federal financial assistance programs include Medicaid, Medicare Hospital Insurance (Part A), Public Health
Service grants, Aid to Families with DeEthnicity & Disease, Volume 15, Winter 2005
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pendent Children, funds given to a facility (such as a hospital, clinic, or social
service agency) or an individual service
provider (such as a doctor or dentist) by
the government. Social Security benefits, Supplemental Security Income, and
Medicare Supplemental Medical Insurance (Part B) are not considered federal
financial assistance when applying the
Civil Rights laws.
Substantial support and guidance are
available to those who wish to advance
the health of any sub-population such
as Arab Americans, especially if the project is in the areas of infant mortality,
HIV/AIDS, diabetes, cardiovascular disease, obesity, physical activity, and tobacco use prevention, which have been
identified as key areas in Healthy People
2010.2 Several programs are available to
support efforts to increase services to
special populations at the federal level,
including the Office of Minority
Health, which lists state liaisons and departments. 2 It has published an excellent
guide on strategies to reduce disparities
in health and a tool to assess what your
state offers.' The four top priorities
identified as essential to minority health
infrastructure are data collection and
analysis on specific populations, cultural
competence, access to health care, and
the development of health professionals.' Other federal agencies such as the
National Institutes of Health and the
Substance Abuse and Mental Health
Services Administration among others
target programs to minorities.' Again,
even though the titles of these offices
contain the term minority, Arab Americans need not be reluctant to seek their
services.
To augment these existing programs
to reduce health disparities in general,
Arab Americans should take the lead in
setting their own priorities and distinguishing their health needs from those
of other sub-populations in America.
Several suggestions are offered as to how
this may be accomplished. At a national
level, concerted efforts are needed to settle the Census category issue and to deS1-91
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velop public education programs to inform Arabs on the importance of responding to the Census. The Census
work of AAI should be supported. In
addition, the DHHS has a Data Advisory Council under the office of the Assistant Secretary of Planning and Evaluation and a Minority Health Advisory
Committee (MHAC). The MHAC will
have met before the time of this publication to hear public comments on
health issues of racial and ethnic populations.3 Effort should be made to contribute to meetings like this one and at
other opportunities to inform the process by which the DHHS establishes
programs and determines funding priorities for minority populations.
Arab Americans may also wish to
produce a report on the health of Arab
Americans as a means of setting their
own health objectives and priorities, as
the South Asian community did. 3 This
step would be important in distinguishing overall the goals for Arabs that may
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be different from other minority communities and is essential to allocate federal funding. Some basic elements that
may be included in such a report are to
identify the Arab-American social and
cultural constructs; the etiology of their
health and illness; the consequences of
poor health for Arabs; the links between
science and practice to improve prevention, treatment, and health services; and
the ethical issues in research in ArabAmerican populations. Given that many
Arab Americans are recent immigrants,
the report may detail the health situation of countries of the Arab world so
that US healthcare professionals may be
better informed and capable of treatment and care. This direction for the
report may also inform foreign policy
makers when considering aid programs
for the Arab world.
Neither the absence of minority status nor a separate Census category is an
impediment to the advancement of the
health of Arab Americans. The Civil
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Rights law assures that Arab Americans
can receive health-related benefits. A
number of steps can be taken to succeed. These steps are organized advocacy
efforts aimed at settling the Census category issue, contributing when the Department of Health and Human Services addresses health issues in racial and
ethnic populations, developing formal
relationships at state and federal levels
to ensure that there is no discrimination
against Arab Americans in fact or result,
and to set an Arab health agenda for
Arabs at home and abroad.
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