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INTRODUCTION

The Plan of Action for Implementing the Global Strategy for Health for
All envisages a continuing process of monitoring and evaluation. Member
States were required to prepare their first progress report and submit it to
the Organization by March 1983. In this first progress report Member States
were to concentrate on the monitoring of the relevance of their health policies
to the attainment of the goal of HFA, and on the progress made in implementing
these. In addition, information was to be collected on at least the twelve
global indicators agreed upon by the WHA.

For this purpose a Common Framework and Fpormat was prepared (document
DGO/82.1) and sent to the countries, It consists of two parts. The first
part is a series of thirteen questiong: 1-4 relate to relevance while
questions 5-13 relate to progress. The second part is the set of twelve

global indicators referred to above.

Two countries in the Region have not yet submitted any report {(Qatar and
United Arab Emirates). One additional country (Lebanon) reported that no
progress had been made because of prevailing conditions. 1In ten of the coun-
tries there is a WHO Representative and Programme Coordinator; of these, two
are nationals. Upon request, consultants were sent to four other countries
{Iran, Israel, Jordan and Tunisia) to coopersate in preparing their progress

reports.
A.  THE QUESTIONS

Question 1

The regional health policies, strategies, plans of action and programme
directions are based on the constitutional role of WHO as the international
directing and coordinating body for all matrters related to healrh. Ta this
end all regional programmes and activities are directed towards the attaipment
and enjoyment of the highest standard of health by every human being without
distinction of race, religion, political belief, economic or social condition.

These policies, strategies and plans of action were formulated following the



EM/RC30(83) /5
page 2

adoption by the Member States of WHO in 1977 of the Goal of Health for All

by the Year 2000, the principles of the Alma Ata Declaration of 1978, and the
World Health Assembly's Resolution adopting the Strategy of HFA/2000 in 1979,
The strategy was reviewed in October 1979 at the Twenty-ninth session of the
Regional Committee of the Eastern Mediterranean Region (Sub-Committee A) which
adopted Resolution EM/RC29A/R.7 urging Member States to formulate national
policies, strategies and plans of action for HFA/2000, and to cellaborate

with the Regional Office in formulating a regional strategy. Based on the
Constitution and WHA resolutions, a regional strategy for HFA/2000 was prepared
in EMR in August 1980. The regional strategy for EMR is largely based on the
conclusions of three sub-regional meétings held during 1980 when individual
country strategy statements were received and reviewed and subsequently formed

the basis of the Regional Strategy.

The broad objectives, targets and approaches for this strategy are essen-
tially founded on a health system based on primary health care, with the eight
maln components of PHC predominantly stressed. Support measures for the
Strategy in the political, economic, social, technical, managerial, health
information, research, and public information fields are detailed in the text
and ways and means of enhancing them are identified as part of the regional

strategy.
Question 2

Special attention has been devoted to the functions and structures of the
Regional Office since the launching of the strategy of HFA/2000, with a view to
enabling it to provide the necessary support to Member States of the Region.
Structural change was made iu order Lu strengtlhen planning and coordination
for the purpose of supporting Member States in their efforts to achieve better
planning, organization, implementation, management and direction of their na-
tional strategies of HFA/2000. 1In relation to this development, the Health
Statistics and Epidemiological Surveillance units were merged inte one unit,
namely, Health Situation and Trend Assessment (HST), in line with the new clas-

sification of programmes in the Seventh General Programme of Work,

Another important development relevant to the Strategy lias bLeen Lhe crea—

tion of a Regional Working Group on PHC to advise the Regional Director on the
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Regional Office's role and supportive activities for the promotion, implemen-

tation, management and evaluation of PHC at all levels.

The Regional Programme Commitcee at its regular meetings has given in-
creasing emphasis to matters related to national programmes supported by WHO,
so that such programmes might be directed in line with the strategy of HFA/2000

and with the primary health care system's eight essential elements.

At country level the WHO Programme Coordinator has been entrusted with
greater authority to enable him tc play an effective ccordinating and executive
role on behalf of the Regional Director. To reflect this new role, the title
of the position has been changed to WHO Representative and Programme Coordina-
tor {(WR & PC). The WR & PC will be expected to act on behalf both of WHO and
of the Member State of his assigmment as the principal Technical Adviser and
coordinator in international health, Briefing about this increasingly important
role of WRRPCs was discussed in great detail during the WRAPC meeting held in
the Regional Otfice in June 19Y83.

Questicon 3

The progress made by countries of the Region in carrying out their stra-
tegies of Health for All has varied from cne country to another. In response
to question 5 of the Common Framewerk and Format most countries (15) reported
good progress, two countries reported some progress and three countries indi-
cated that progress could not presently be assessed. Only three countries
have not so far reported on the progress achieved. It is clear that political
commitment is very high in most countries insofar as 13 countries have a
clause in their constitutions ensuring the right of every citizen to health.
Other countries have political commitments through parliamentary acts, party
manifestos or statements by the Head of State. Most countries have founded
their strategy and plan of action on a health system based on PHC and its com~
ponents, Equitable distribution of services and resources has not yet been
achieved in all countries, Ten countries claim to have achieved reasonably
good distribution, nine countries indicate fair distribution while one country
confesses that distribution is still poor. = Community participation, in ome
form or another, in plamning and implementation of the Strategy was reported

to be good by fifteen countries, fair by three and poor by twe. Such
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participation took place either through mass organizations, party cadres and
organizations, or through local councils. Fifteen countries of the Region
have already initiated steps to reorient their training programmes towards
PHC. Four countries are still in the process of doing so and have so far
achieved fair progress, while one country has not yet taken any steps in

this direction,

Most countries of the Region confirm that mobilization of financial and
material resources for the Strategy was good or at least fair (18), Only
one country stated that there had been no noticeable shift in resource allo-
cation. Coordination within Ministries of Health and intersectoral coordina-
tion with other sectors in comnmection with the Strategy proceeded reasonably
well in most countries. Only two countries indicated poor coordination
within the Health Ministry and one country indicated poor intersectoral co-
ordination. Most countries also confirmed that health components were included
in all socio-economic development projects, particularly those related to
agriculture and industry.. TCDC and ECDC were quite well implemented amongst
countries of the Region. Regional Arab funds have been commended for playing
a leading role in this respect. Moreover, bilateral assistance between the
more economically fortunate and the less fortunate countries of the Region
has shown good progress and is considered to he an important element in the

provision of resources for the implementation of the trategy.
Question 4

The Regional Committee for EMR has not met since 1979 and could not there—
fore undertake any activities in the matter. The Regional Office, through
its different mechanisms and structures, has however carried out most of the
activities relevant to the Strategy, including the seeking of Government com-
mitment to the strategies, definition of the regional targets through the
Regional Strategy and the regional Medium-Term Programme, review of the need
for international resources, support from its own budget or through Health
Resources Group (HRG) studies in selected Member States from other external

sources.

A Regional Health Charter was drafted for adoption by the Regional Com-
mittee and its submission for adoption at a future session of the Committee

is under consideration.
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The Regional programme and budget proposals for 1984/85 were prepared in
consultationwith Member States which had been requestedto prepare country statements
indicating national development priorities and the main areas where WHO's
support was needed. Moreover, the programme review missions, composed of
WHO and national staff, will give further consideration to review of the 1984/
1985 Progromme Budget and to collaborvative efforts between WHO a2nd Member
States in line with the Strategy of HFA/2000; it will also discuss prepara-
tions for the 1986/87 Programme Budget.

Monitoring progress reperts on the implementation of the Strategy at the
national level have so far been received from 20 countries out of the 23 in

the Region.
Question 5

As the Regional Committee has not met since 1979, no additional activities

have been undertaken,
Question 6

In accordance with the replies received from Member States to question 13
of the naticnal Format, it seems that the support provided by the Regional 0Of-
fice to Member States in formulating, implementing, and monitoring the Strategies
was gatisfactory., Twelve Covernments considered such support tu have been good
and two fair. Four countries,however,indicated that support had been poor or
that they did not receive any support at all. This was no doubt caused, at least
in part, by the prevailing political situation in the Region. Contacts with
United Nations regional organizations on the Strategy were fairly good, parti-
cularly with UNICEF and IBRD, and regular meetings were held with the narional
and regional representatives of these agencies at country and regional levels;
resource allocations are already forthcoming. Close cocperation and coordina-
tion was also maintained with Regional Arab funds for support to Member States
in different parts of the Strategy. Support to countries in preparation of
Country Resource Utilization (CRU) studies was undertaken for two countries by

the Health Resources Group (HRG) composed of WHO and national staff,

Other countries were assisted in formulating requests fur additional re-

sources to organizations such as the World Bank and IDA, Technical support
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through experts, fellowships and supplies continued in comnection with pro-
gramme delivery at the country level and in line with the policies laid down

by the governing bodies of WHD,.

Comments on the 13 guestions of the Common Framework

and Format for monitoring national strategies

During the analysis of the responses received from Member States it was
noticed that the way the questions were answered by States varied considerably,
as did the quality and velidity of the replies received and the degree of
detail. Such variations probably reflected personality differences between
those to whom the task of reporting on progress was entrusted in each Member
State. Though the explanarory notes on the right hand pages were meant to
¢larify all the questions, and to make responses from different countries as
uniform as possible, many countries responded by a simple answer of '"yes" or
"no" to many of the questions. The design of some questions was suggestive
and had led to such responses. On the other hand, those called upon to answer
some of the questions clearly found themselves in a position that obliged them
to frame their replies in such a way as to avoid taking personal responsibility
and possibly inviting trouble. Questions relating to the pelicies of a Member
State, the degree of attention paid to its population or the degree of parti-
cipation of the people in running their own affairs, were answered in a way
which would imply that the state was very benevolent and democratic. It
would ﬁave been more informative if questicons which invited a "yes'" or "no"
answer had been further expanded to justify both a "yes" or "no" answer as well

as the reasons why one or the other amswer had been chosen.

Questions on such matters as the political commitment to the Strategy,
the equitable distribution of health services, and the reasonable mobiliza-
tion of resources will always be answered in a manner to show that the Member
States had, as a matter of pride and as an indication of general policy, done
its best in the particular area. Member States might be asked to explain the
degree and type of political commitment to the Strategy, the ways and means
of community participation, and the degree and mathods of mobilization of
resources to the Strategy as part of the question itself and not as part of

the explanatory notes.
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It was also noticed that certain elements were repeated several‘times
in many questions as well as in the indicators; those included community
involvement, political declaration, training and veorientation of training
of health workers. This has led to responses such as "as mentioned before",
or "as answered in question so and so", or "please refer to question so and
so'', Such important issues could be tovered in one complete and comprehen-
give question containing all the subjective information required, in addi-

tion to one indicator measuring all the quantifiable clementas.

The answers to the questions, when analysed, could not be compared with
sy baseline data previously available from Member States. In this reespect
the answers received in the course of this first monitoring report could
really be considered as the baseline, even in their present form, as they
could not measure any progress from a bemch mark set in the past. Progress
in the different areas could, therefore, be measured during the coming moni-
toring exercise even though it may, in respect of some of the qucstiono, be

of a subjective nature during the first few monitoring reports.
B. THE INDICATORS

Twelve indicators were included in the Global Strategy for Health f[or
All by a decision of the World Health Assembly. Since these indicators are
to be presented at the regional and global levels in terms of the mumber of
countries that have reached certain values for the indicators concerned, the
indicators for use at the naticnal level have been presented in a slightly

re-worded form.

This section of the present paper analyses the replies in reépect of the
indicators, examines how the countries dealt with each indicator and contains
a regional synthesis of the results. The frequency distribution of the indi-
cator values with respect to quantifiable indicators is shown in the annexed
table,

GENERAL REMARKS

The reports undoubtedly contain much important information which is not

otherwise available in the Organization., Whatever shortcomings they may
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contain, it is hoped that these will be dealt with in the forthcoming Inter-

country Group Meeting on Indicators.
Some of the shortcomings can be summarized as follows:

1.  For many indicators the proportion of non-response was rather high. In
some instances, it was explicitly stated that the data for the components of
the indicator were not available. In others, different numerators and/or
denominators were used. In a third group, the replies were in the form of
unquantifiable general statements such as "reasonably well”, "within normal

range', "adequate", "being improved", etc.

2.  The Common Framework and Format stipulated that "if no data are available
for scme of the indicators, this should be so stated"; this was often done.
Yet there were no veplies at all in respect of many indicators or parts there-
of. Though in most cases this could presumably imply that data were not avail-
ahle, it is believed they ware simply overlooked, in seme cases at least, since
other parts of the format were carefully commented upon. Some components

were not conspicuous in the running text of the explanatory notes.

3. The way in which the format is typed might account for part of the non—
response. Indicator 7, for example, is just one sentence. The account on the
elements to be considered for this indicator (as presented on the opposite page
in the Format) was more detailed and mentioned five indicators. However,
these amounted actually to 12-14 "sub-indicators”. Conseguently many were
overlooked; in fact the later "sub-indicators" showed a greater rate of non-
response than the earlier ones. If that is the case, and if we expect the
countries to report on all these "sub-indicators", consideration might be given
to the advisability of changing the Format, so that some of the "indicators"
would appear as titles for groups under which each "sub-indicator" should ap-

pear as a separate indicator.

4, It seems that the Format for reporting was not as carefully read as it
should have been by some of those who were to prepare the report. In one
country, for example, replies to almost all the indicators were "yes" or "no"
in front of the corresponding explanatory notes without any specific figures
being given, Thus the reply was ''No" for Indicator 3:"at least 5% of the GNP

is spent on health", and so on.
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5. The ¥nrmat gtipulates that "the latest available valucs of thce indica-
tors should be provided, together with the calendar year(s) to which each

indicator value refers”. Yet the reference year was frequently not specified.

6. The French and English systems for writing the decimal point, or for
dividing long numbers with several digits, were occasionally inter-mixed,

leading to confusion in interpreting the figures.

7. Occasionally the figures reported differed from those available from
other published sources; the former were those used in this analysis, unless
there were obvious typing mistakes or some misunderstanding could be presumed.
Occasionally data from other published sources or from reports of special pro-
grammes were used fo complement unreported items (or to replace those dis-
qualified), as will be explained later; these were marked with an asterisk(*)

in the summary sheets at the end of the paper.

8, In the analysis that follows, the weighted averages for the indicators

were calculated,using the popularion size for the weights.
COMMENTS ON THE INDIVIDUAL INDICATORS

Indicator 1

Health for All has received endorsement as policy at the highest official

lavel

In most countries the Constitution contains a statement on the right of
citizens In respect of health. Other forms of endorsement that were mentioned
included: the Hcad of the State (Oman), an Act (Israel), the ParrLy (Afghanistan),
and the Council of Ministers or the Ministry of Health (Bahrain, Djibouti,

Iraq, Saudi Arabia).

As indicated in the Introduction, three countries (Lebanon, Qatar, United

Arab Emirates) did not submit reports; this applies to all the indicators.
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Indicator 2

Mechanisms for involving people in the implementation of strategies

have been formed or strengthened, and are actually functioning.

Here, as with the previous indicator, most countries responded favour-
ably. Local people's assemblies or councils, trade unions, professional and
group organizations and voluntary organizations were the most commonly men-—
tioned mechanisms for community participation, particularly at the local and
operational levels. Decentralization of health services was prominent in
some countries (Egypt, Pakistan and Saudi Arabia) and is being introduced in
others (Kuwait). At the other end, community participation was described in
a few countries (Bahrain, Jordan, Kuwait) as being under discussion or not

yet developed.
See also the replies to Question 6.
Indicator 3

The percentage of the gross national product spent on health, (The set

landmark is "at least 5%,

Eight countries were able to provide the indicator value, as defined
(Afghanistan, Iran, Israel, Jordan, Kuwait, Pakistan, Syria and Tunisia).
Three countries (Cyprus, Oman and Yemen) indicated that the numerator related

to the Ministry of Health only.

Out of these eleven replies; only two (Iran and Israel) crossed the 5%
mark; at the other end three (Cyprus, Oman and Pakistan) were less than 27,
and four (Jordan, Syria, Tunisia and Yemen) were 3-47. The range was between
"around one" (Pakistan) and 7.0% (Israel). The unweighted average was 3.5%Z,
while the weighted average (using the population size for the weights) was
2.9%.

The replies of seven countries were disqualified. A different denmominator
(e.g., national budget, development budget, public or government expenditure)
was used by five countries; one country gave data on expenditures but not
enough Lo compose the indicator and the seventh country only said "No", i.e.,
not at least 5%. In addition, two countries clearly stated that data were not

available.
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In the light of the above, it is worthconsidering the proposal to use
under this indicator more than one measure, according to both the numerator

and denominator,
Indicatoy 4

The percentage of the national health expenditure devoted to 1ocal health

care. (No pertinent indicator value was set, only that it should be "a
reasonable percentage”, and that the percentage tonsidered "reasonable" would

be arrived at through country studies).

Most countries were not able to provide the appropriate indicator value.
This was mainly because the narional accounting systems could not permit the
explicit identification of the compeonents of the indicator, particularly those

related specifically to "local health care".

Only two countries {Bahrain and Israel) gave straightforward indicator
values, Eight other countries added qualifying statements, such as: of the
Ministry of Health budget, of government health expenditure, excluding deve-
lopment budget, excluding external aid, excluding health personnel budget,
excluding urban hospital care, etc. Evidently, such reservations affect the
indicator values to a varying extent. Accordingly, there was quite a wide
range, between 3.37 (Spmalia) and 727 (Yemen). Out of these ten replies, five
(Afghanistan, Bahrain, Democratic Yemen, Jordan and Kuwait) were between 107
and 307, four were higher (Djibouti, Iran, Israel and Yemen) and one lower
(Somalia) than these two limits. The weighted average was 32Z.

Ten replies were disqualified: six were vague or unrelated; three stated

that data were unavailable, and no answer was given in one report.

It is clear that differences in inclusions and exclusions in the numerator
amd/or the denominator rendar the comparability of the reported indicator values
rather difficult. As was mentioned above (Indicator 3), ome might have to
consider the use of several measures under this indicator, with countries re-

porting on the measures for which they had the appropriate data.
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Indicator 5

Resources are equitably distributed.

This indicator was probably the one least understood, and that to which

the responses were the least satisfactory.

A number of countries paid attention to the component resources (viz.,
per capita expenditure, staff and facilities), disregarding the crucial aspect,
namely, the within-country variations. It is likely that the way rhe expla-
natory notes were presented contributed to such misunderstanding: the three
types of resources were written, each in a numbered line, indented, with extra
spaces in between, while reference to geographical areas or population groups

was mentioned in the running text that followed.

A few countries could provide within-country distribution of resources,
but only as absolute figures without the rorresponding population data. More
countries, however, simply gave descriptive statements, ranging between "fair"
to "almost equally distributed”; one reply was simply "yes". One reply

{Sudan) was frank enough to state that '"there is maldistributicon of resources".
See also the replies to Question 4.

Indicator 6

The Strategy for Health for All has been accompanied by explicit resource

allocations and is receiving sustained vesource support from more affluent

countries.

Unlike other indicators,almost 21l countries replied to this indicator.

Only one country left the space blank.

Generally speaking, there is good mobilization of resources, technical as
well as financial. Resort to support from bilateral and international agencies
was common. In five "affluent” countries no external resources were received
(Iran, Isracl, Kuwait, Libya and Saudi Arabia), In ome other country (Syria)

a complete national strategy has not yet been formulated.

See also the replies to Question B.
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Iindicator 7

The proportion of the population for whom primary health care is avail-

able. (The global indicator explicitly wentioned "primary health care is

available to the whole population).
Five components were identified, namely:

7(a) Safe drinking water in the home or within 15 minutes’ walking distance

Fifteen countries were able to provide meaningful data, separately for
urban/rural, and/or for the total population. Three countries gave descrip-
tive replies, one mentioned non-availability of data. and one did not give
any reply at all, Data from reports for the International Drinking Water
Supply and Sanitation Decade wevre available for two additional countries,

and are included in the analysis.

The disparity in the availability of safe drinking water is marked. It
was as low as 12% in Afghanistan, wp teo "all the people” in three countries
(Bahrain, Cyprus and Kuwait). The proportion was below 507 in six countrizs
(Afghanistan, Democratic Yemen, Djibouti, Pakistan, Somalia and Yemen) and
was 90% and over in six countries (Bahrain, Cyprus, Israel, Kuwait, Libya
and Saudi Arabia). The unweighted overall average is 637, while the weighted

average is 52Z,

7(b) Adequate facilities for hygienic¢ waste disposal available in the home

or immediate vicinity

Fourteen countries provided data. Other replies were disqualified for
reasons similar to those mentioned for the preeceding component {safe drinking
water). However, data from other sources were available for three additional

countries and are included in the analysis.

Here, also, the disparity is obvious, ranging between "minimal"
(Afghanistan) and "almost all people". For four countries the proportions did
not reach 207 (Afghanistan, Pakistan, Somalia and Yemen) while it exceeded 907
in five countries (Bahrain, Cyprus, Israel, Jordan and Kuwait). The unweighted

overall average is 547, while the weighted average is 417,
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7(c~1) Proportion of infants under one year fully immunized

This part of the report was attended to very umsatisfactorily. Rarely
was the reply very specifie, i.e., to the effect that the data referred to
infants under one year fully immunized against the gix diseases covered by
EPI. Many simply mentioned "immunized", occasionally "adequately immunizcd".
The commonest data presentation was in three figures for DPT, Polio, Measles,
and BCG, More or less detail was occasionally the case; one country did not
specify the vaccinations. Many mentioned the age of one year, but a few re-

ferred to "children under 5" or "at school entry".

Two countries gave absolute figures for vaccination and not percentages
of those covered; one described certain vaccinations as "limited" or "not
universal', Two countries gave data referring to the rapital e¢ity only., Onc
country did not reply at ally; four did not give any figure; three gave des-
criptive terms such as "offered","widely available" or "progressively expand-

ing’sy one country simply said "ves".

Data from national EPI programmes could provide much of the missing
information. It was noticed that, in many cases, data given in the progress
report were far above those provided by the EPL programmes; however, the
figures given in the official progress reports were the ones ngead in the

analysis,
The summary of data is as follows:

DPT, Poliot Nine countries were below 307 (Afghanistan, Democratic Yemen,
Iraq, Oman, Pakistan, Saudi Arabia, Somalia, Sudan and Syria), six exceeded
707 including two (Bahrain and Cyprus) over 90%Z, and two between the two

extremes, The weighted average is 28Z. Data were not available for six

countricso.

Measles Similarly, here, nine countries were below 307 (Afghanistan,
Cyprus, Democratic Yemen, Iraq, Oman, Pakistan, Saudi Arabia, Sudan and Syria);
two only exceeded 70% {Israel and Kuwait), and six between the two extremes.

The weighted average is 29Z. Data were not available for six countries.

BCG: Ten countries were below 30% (Afghanistan, Bahrain, Cyprus, Democratic

Yemen, Iran, Jordan, Kuwait, Pakistan, Somalia and Sudan); two exceeded 70%
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{Egypt and Isrzel), and four were between the two extremes. The weighted
average was 25%. Notably, some countries mentioned that they were not
pushing BCG vaccination as tuberculosis was nc longer a serious problem.

Data were not available for seven countries.

7(c~2) Proportion of pregnant women immunized against tetanus (2 doses)

Rarely were figures given; 1in fact the majority did not mention any-
thing at all about this item. Data from EPI programmes seemed sketchy. In
fact, coverage was 27-317 for three countries only (Bahrain, Kuwait and Oman);
while all the remaining twelve reporting countries were 10%7 or less (of which
nine had a coverage of 5% or less). The weighted average is 4%Z. Data were

not available for eight countries.

Tn penaral, for the aspect of immunization coverage under Indicator 7,
the proposal to refer specifically in the explanatory notes to the EPI national

programmes as a source for these data might be considered.

7(d) Proportion of the population to which local health care is available

within one hour's walk or travel

Five countries gave descriptive statements without the required percent-
ages; two did not reply to this item at allj one country replied 'yes' and

~ another mentioned 'low coverage'.

Out of the remaining eleven countries, six mentioned that PHC was avail-
able for almost all ¢f all the population (Bahrain, Cyprus, Egypt, Israel,
Kuwait and Libya). At the other end, the figure was under 207 for three coun-

tries (Democratic Yemen, Somalia and Yemen). The weighted average is 71Z.-

7(e=1) Proportion of women who were attended during pregnancy and at childbirth

by trained personnel

More than half of the countries did not provide amny reply or figure. For
the ten reporting countries, the proportion ranged between 2-5% (Somalia and
Iran) and almost all pregnancies (Cyprus, Israel and Kuwait). The weighted

average for the ten countries is ahout 31Z,
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7(e-2) Proportion of children cared for up to at least one year of age by

trained personnel

This element has been yeported upon by a smaller number of countries than
those replying on the preceding element of maternal care, (For a possible

explanation, see General Remarks 2 and 3).

Only seven countries provided figures., These ranged between 1-87
(Somalia and Iran) and more than 907 (Bahrain, Israel and Libya), with an

overall weighted average around 237.
Indicator 8

The nutritional status of children is adequate.

Twe measures belong here:

8(a) Proportion of newborn infants having a birth weight of at least 2.500¢,
(The set landmark is "at least 90%").

Six countries mentioned explicitly that data were not available; two
gave general statements viz., "adequate" or "within normal range"™, and two did

not reply to this indicator.

Only ten countries provided data, and these were based on special studies.
Of these, six were in the "safe zone", having crossed the 907 mark (Bahrain,
Iran, Israel, Kuwait, Syria and Tunisia), while three were in the range 80-90%
{Afghanistan, Egypt and Oman). The propeortion ranged between 50% (Somalia) and
96,57 (Tunisia), with an overall weighted average around 22%. How far the

studies quoted are based on representative samples is another problem.

8(b) The proportion of children under 5 years of age having a weight for age

that correésponds to the referénce values. (Here, again, the set landmark

is "at least 90%").

This measure was the least reported upon. The majority of countries men-
tioned the non-availability of daca; orhers did not reply at atl. Thus only
three countries gave figures: between 407 (Somalia) and 92% (Syria), with

Libya in between.

It is clear that the Organization needs to make greater efforts in the

collaborative programmes with the countries with a view to intreducing mechanisms
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to obtain data om birthweight and on the weight of children under 5 years,

either as part of the MCH service, or through ad hoc studies.
Iudicator 9

The infant mortality rate for all identifiable groups. (The stated
landmark is "below 50 per 1000 livebirths").

As this is one of the classic basic indicators, only one country (Oman)

mentioned non-availability of data; amother (Iraq) simply answered "yes'.

Data from other published sources were sometimes greatly different from
those reported (e.g. 21.5 against 57, or 109 against 152, or being "yes" (i.e.,
below 50 against 92), However, it must be reiterated that the figures in
the officially submitted reports were the ones used in the analysis. TIn the
light of apparent under-registration, some published data are based on demo-
graphic estimates, others are based on reported deaths, while for some other

countries the reported data seem to represent cpinion estimates.

As was to be expected, rates varied widely from 12.8 (Israel) to 182
(Afghanistan). Only five countries fell below the 50 per 1000 mark (Israel,
Cyprus, Bahrain, Kuwait and Libya) while, at the other end, eight countries
had infant mortality rates above 100, with an overall weighted average of 100
per 1000, a really high figure.

Though the countries were required to report 'the rate observed among
various population groups", thirteen countries reported the national figure
only; two gave figures by geographical region, two by urban/rural, ome by

sex and one by nationals/expatriates.
Indicator 10

Tife expectancy at hirth. (Set landmark is "over 60 years™).

Reported data covered seventeen countries, some separately by sex, while

others were only for the total population.

Life expectancy was in the seventies in two countries {Israel and Cyprus),
and crossed the 60 years mark in four other countries (Bahrain, Jordan, Ruwait

and Syria). It was still below 50 yeaxs in five countries (Afghanistan,
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Democratic Yemen, Sumalia, Sudan and Yemen). In two countries (Afghanistan
and Pakistan), life expectancy among males was somewhat higher than among

females, The overall unweighted average iz 54 yesara.
Indic¢ator 11

The adult literacy rate for both women and men. (Set landmark is "exceeds
707"y,

One country specified that the data was for "above 6 ycars", the secuud
for "15 years and over", the third for "adults", while other countries did not
specify any age limit. TFour countries gave data by sex. Four countries did

net provide figures.

Hlere also the range was very wide, from 127 (Afghanistan and Yemen) to
"nearly all adult population” (Cyprus). Omnly three countries crossed the 70%
mark (Bahrain, Cyprus and Israel). Out of the other 13 countries, the propot—
tion was below 40% in seven countries (Afghanistan, Djibouti, Iran, Pakistan,

Saudi Arabia, Sudan and Yemen). The overall weighted average is 33%.
Indicator 12

The gross national preduct per head. (Set landmark: "exceeds US § 500").

Data from the progress reports, complemented by data from uther published
sources, were available for 19 countries. This is the only indicator where
the picture for the Region is rather bright: twelve out of the 19 countries
have GNP per head exceeding $ 500, and the range was really wide, from as low
as $ 200 (Afghanistan) to as high as $ 17 200 (Saudi Arabia). In fact it was
$ 1000 and over for eleven nut of the 12 countries (Dahrain, Cyprus, lram,
Iraq, Israel, Jordan, Kuwait, Oman, Saudi Arabia, Syria and Tunisia). The

weighted average is around $ 1 380.
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Political Commttment

Party

(Vo R s B K I " o
P « e e

.

T R
W o o

13
Cyprus
Dem. Yemen
Egypt
Iran

. Jordan

Kuwait
Libya

Pakistan

. Somalia

Sudan

. Syria

. Tunisia

. Yemen

1
1. Afghanistan

Yes(but not

defined)
4
1. Bahrain
2. Djibouri
3, Iraq

4. Saudi Arabia

Act Head of State Not
reported
kS 1 3
1. Israel 1. Oman 1. Lebanon
2. Qatar
3. United Arab

Emirates
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'Stratggy'Plan of Action

formulated with PHG as Key

Yes No

— ——

17 2

of which 3 countries
have first contact

as physician
1. Bahrain

2. Egypt
3, Israel

Not Very Strong

2

Bahrain

. Cyprus

Democratic Yemen

1. Lebanon 1, Afghanistan
2, Israel (buL 2, Syria
Health Policy

. Djibouti with HFA/2000)

3
4
5. Egypt
6. Tran
7. Iraq
8. Jordan
9. Kuywait
10. Libya
11. Oman
12. Pakistan
13. Saudi Arabia
14, Somalia '
15, Sudan
16. Tunisia

17. Yemen

Not Prepared
2

1. Qatar

2, United Arab
Emirates
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Table 3

National Strategy Part of National Socio-Economic Plan

Yes No _ Not Reported

—_—— ——

19 1 3

. Afghanistan 1. Djibouti . 1. Lebanon

Bahrain

Cyprus
Democratic Yemen
Egypt

Iran

Iraq

Israel

Jordan

Kuvwait

. Libya

Oman
Pakistan

. Saudi Arabia
. Somalia

Sudan
Syria
Tunisia

Yemen

2. Qatar

3, United Arab Emirates
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" ‘Equitable Distribution of Bervices and Resources

‘Table 4
T ————

Good
10

Bahrain
Cyprus
. Djibouti
. Egypt
. Israel

B M
N

oy b

Kuwalt

e d
.

Libya
8., Saudi Arabia
9. Syria

10. Tunisia

- . -

-

AL 0o~y B W N

Fair
9

. Afghanistan

Democratic Yemen

. Iran

Iraq
Jordan
Oman
Pakistan
Somalia

. Yemen

Inadeguate

1.

1

Sudan

Not reported

3

1. Lebanon
2. Qatar

3. United Arab
Emirates
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Table 3
ool

Progress achieved in Implementing Strategy
and Plan of Action

Good

15

Bahrain

. Cyprus
Demceratiec Yemen
Egypt

Israel

Jordan

Kuwait

Libya

Oman

¥ B T N = A T ¥ . FL N o
. + . . . - . .

—
o

. Pakistan

=
-

. Saudi Arabia

=
o

. Somalia

=
w

. Sudau
14. Tunisia

15. Yemen

Slight

S————

2

1. Djibouti
2. Syria

Cannot be

Not reported

Asgessed now
3
1. Afghanistan

2, Iran
3. Iraq

3

1. Lebanon
2. Qatar

3. United Arab
Emirates
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Good
15

-

-

R o~ O T o W M
L T

10.
11.
12.
13.
14,
15,

. Afghanistan

Cyprus

‘Table 6

¢ Community Participation in Planning

and Implementation of Strategy

Fair Poor
3 ' 2
1.. Jordan 1. Bahrain
2, Kuwait -2. Oman

Democratic Yemen 3. Saudi Arabia

Djibouti
Egypt
Iran
Iray
Israel

. Libya

Pakistaﬁ
Somalia
Sudan
Syria
Tunisia

Yemen

Partz
3

Specified throqgg

" 'Mass Organizations
2

Nnt reported
3

1, Lebanon
2, Qatar
3. United Arab

Emirates

+» Local Councils
4
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Table 7
Reorientation of Training towards PHC
Good Fair No Not reported
15 4 1 3
1. Afghanistan ~ 1. Bahrain 1. Oman 1. Lebanon
2, Cyprus 2. Egypt : 2. Qatar
3. Democratic Yemen 3, Kuwait 3. Unit?d Arab
4, Djibouti 4, Libya Emirates
5. Iran
6. Iraq
7. Israel
8. Jordan
9, Pakistan
10, Saudi Arabia
11. Somalia
" 12, Sudan
13. Syria
14, Tunisia
15. Yemen
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" Table 8
Mobilization of Financial and Material Resources
Good Fair No Shift Not Reported
16 2 1 4
. Bahrain 1. AIghaniQtan 1. Jordan 1, Lebanon

. Cyprus 2. Somalia ' 2. Libya
. Demoeratic Yemen 3. Qatar
. Djibouti ‘ 4, United Arab
Emirates

. Iran

1

2

3

4

5. Egypt
6

7. Iraq

8. Israel

9. Kuwait

10, Oman

11. Pakistan

12. Saudi Arabia
13, Sudan

14, Syria

15, Tunisia

16. Yemen



Good
17
1. Bahrain
2, Cyprus
3. Democratic Yemen
4, Egypt
5. TIran
6. Irag
7. Israel
8. Jordan
9, Kuwait
10. Libya
11, Pakistan
12. Saudi Arabia
13. Somalia
14. Sudan
15, Syria
16. Tunisia
17. Yemen

Table 9

“Coordination within Ministry of Health

Fair Weak
1 2
1. Afghanistan ~ 1. Diibouti
2. Oman
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Not Reported
3

1. Lebanon
2. Qatar

3, United Arab
Emirates
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‘Table 10
TR ——

‘Intersectoral Coordination

Good - Pair " Poor
17 2 1

. Bahrain _ 1, Afghanistan 1. Djibeuti
Democratic Yemen 2. Cyprus

Egypt

Iran

»

-

Iraq
Israel
Jordan
Kuwait
. Libya
. Oman

o = B B~ AN ¥, T S AU N
P2 - .

=
= 0O

. Pakistan

=
(o]

. Saudi Arabia
. Somalia

=
S~ W

. Sudan

[
[,

« Syria

Ju—y
o
-

Tunisia

—
~J

. Yemen

Not Regorted

3

1. Lebanon
2. Qatar

3. United Arab
Emirates
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Table 11

Incorporation of Health Component iy Development Projects

Yes Not very Strong Not Reported
16 1 - 5

1. Afghanistan 1. Iran 1. Bahrain

2. Democratic Yemen 2, Traq

3. Djibouti 3. Lebanon

4, Egypt . ﬁot applicable 4. Qatar

5. Israel | 1 5. United Arab
6. Jordan . cyprus Emirates
7. Kuwait

8. Libya

9. Oman

10. Pakistan

11, Saudi Arabia
12. Somalia

13, Sudan

14, Syria

15. Tunisia

16. Yemen
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Good
15

Bahrain 2.

.

Cyprus
Democratic Yemen
Djibouti

Iraq

Egypt

Kuwait

. Oman

-

WOw o~ N R W N
- « s .

=t
o

Pakistan

=
—

. Saudi Arabia

=
ho

. Somalia

—
L

. Sudan .,

—
P~

. Tunisia

[ et
(%,

. Yemen

(6f 15 yea: Gulf Council

Taple 12
TCDC & ECDC

Fair Neo Not Reporied
2 ‘ 3 ' 3

Afghanistan 1. Jordan 1. Iran 1. Lebanon

Syria 2. Israel 2. Qatar

3. Libya 3. United Arab .
Emirates

[%;]

Arab Funds 4
European
Countries 2

Not defined &
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Table 13
WHC Support Provided
Good Pair Poor or Not Reported
No Support
12 2 4 5

1. Afghanistan 1. Cyprus 1, Iran 1. Lebanon
2. Bahrain 2. Jordan 2, Israel 2. Libya
3. Democratic Yemen 3. Tunisia 3. Qatar
4, Diibouti 4. Ruwait 4. Saudi Arabia
5. Egypt 5. United Arab

Emirates
6. Iraq
7. Oman
8. Pakistan
9. Somalia
10, Sudan
11. Syria
12. Yemen
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Afghanistan Country Sheet

Progress of Implementation of the Strategy of
“HFA/2000

Date of preparation of progress repart: 31 January 1983

1.

2.

io.

11.

12,

13.

Political commitment: In fundamental principles and by party.
Formulation of atrategy and/or plan uf action: February 1980.

National strategy forms integral part of national socic-economic

development plan: Yes,
Review of health systems to reflect characteristics of PHC: Yes.

Progress schieved in implementing the strategy and plan of action:

By end of current 5 year development plan progress will be measured.

Community invelvement: Yes: Mass vrganization, women's associations,

trade imions.

Reorientation of training of health workers: TFaculties of medicine and
institutes of health cadres’ training supervised by Ministry of Health
for better HSMD.

Mobilization of material and financial resources: To a reasonable extent.

Coordination within Ministry of Health: Yes, establishment of consulta-
tive committee in Ministry of Public Health.

Intersectoral coordination: Yes, for Water Decade, in drugs policy, in
child health, in formulation of public health laws, in curricula develop-

ment.

Incorporating health component in development projects: Yes and under

further consideration,
TCDC and ECDC: Not systematic.

WHO support: Yes through WHO staff.
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‘Bahrain Country Sheet

‘Progress of Implementation of the Strategy of
HFA/2000

Date of preparation of progress report: 29 December 1982

10.

11.

12,

13.

Political commitment: Yes, ministerial.
Formulation of strategy and/or plan of action: Yes, February 1980,

National strategy forms integral part of national socio-economic develop-
ment plan: Yes,

Review of health systems to reflect characteristics of PHC: Yes.

Progress achieved in implementing the strategy and plan of action:
Good progress achieved in establishing network of health centres with 80%
families registered; good progress in training programmes.

Commmity involvement: Not yet,
Reorientation of training of health workers: Very good progress has been
achieved through College of Health Sciences.

Mobilization of material and financial resources: A good deal of mobili-

zation of resources to PHC.
Coordination within Ministry of Health: Good,

Intersectoral coordination: Yes, Committee for Control of Environmental
Pollution, Health Education Committee.

Incorporating health component in development projects: No answer.

TCDC & ECDC: Yes, with Gulf Arab States, in committees for PHC and drug

control.

WHO support: Yes.
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Cyprus Country Sheet

‘Progress of Implementation of the Strategy of

HFA/2000

Date of preparation of progress report: 26 January 1983

10.

11.

12,

13.

Political commitment: Yes,in the Constitution.

Formulation of strategy and/or plan of action: Yes, 23rd July 1980,

National strategy forms integral part of national socio~economic develop-

ment plan: Yes.

Review of health systems to reflect characteristics of PHG: Yes, reviewed

and adjusted.

Progress achieved in implementing the strategy and plan of action: Yes.

espacially in provision of good sanitation, provision of medical care,

strengthening

of rural health centres and community health clinics; 65-

75% of population eligible for free medical care.

Community involvement: Strong in planning and implementation of strategies

e.g. Cyprus Medical Association, trade unions, pharmaceutical associations,

and consumers’'

Reorientation

association,

of training of health workers: Yes.

Mobilization of material and financial resources:; To a great extent with
assistance from UNHCR, WHO.

Coordination within Ministry of Health: Very satisfactory.

Intersectoral

coordination: Yes, but some difficulties with other minis-

tries associated with provision of health.

Incorporating

health component in development projects: The question is

not applicable to a grear exrent because no major agricultural or indus-—

trial projects in the country. +

TCDC & ECDC:

WHO support:

TCDC yea in form of experts.

Not specific though some WHO programme activities are carried

ok,
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Democratic Yemen Country Sheet

Progress of Implementation of the Strategy of
" HFA/2000

Date of preparation of progress report: 7 March 1983

1.

10.

11,

12.

13.

Political commitment: Very high, Constitution; Party resolutions of 1980
and Ministerial Orders of 1979/1980.

Formulation of strategy and/or plan of action: 1981/1982.

National strategy forms integral part of national socio-economic develop-
ment plan: Yes. Ministry of Planning works in close collaboration with

the Ministry of Public Healrh,

Review of health systems to reflect characteristics of PHC: Yes. PHC
first level comprises health guides, TBAs and health units, with good

referral system,

Progress achieved in implementing the strategy and plan of action: Admi~
nistrative structure of the Ministry at central and governmental level to

be organized to meet PHC requirements. PHC programme being launched,

Compunity involvement: Very strong through mass organizations, women's

federation and local people's assemblies.

Reorientation of training of health workers: Curricula revised and train-

ing of health workers started in all branches of IRMD,

Mobilization of material and financial resources: Additional resources

required from IBRD/IDA and other agencies.
Coordination within Ministry of Health: Very strong and being improved,

Intersectoral coordination: Very well developed through People’s Council

and Executive Office.

Incorporating health component in development projects: The health deve-

lopment projecLs included in big agricultural and industrial projects.
TCDC & ECDC: TCDC with socialist countries and Arab countries.

WHO support: strong.
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Djibouti Country Sheet

‘Progress of Implementation of the Strategy of
HFA/2000

Date of preparation of prugress report: 8 February 1983

10.

11.

12,
13.

Political commitment: Not definite; economic and social act.
Formulation of strategy and/or plan of actien: No.

National strategy forms integral part of national socio-economic develop-—
ment plan: Yes, health plan part of national socio-economic development

plan.

Review of health systems to reflect characteristics of PHC: Yes, plan of

operation for PHC being drawn.

"Progress achieved in implementing the strategy and plan of action: Law

for the reorganization of health services being forwarded to the National

Assembly,

Community involvement: Yes, Red Crescent and other organizations.

Reorientation of training of health workers: Yes, retraining of health

persomnel organized for TBAs.
Mobilization of material and financial resources: Good.
Goordination within Ministry of Health: Needs improvement.

Intersectoral coordination: Committee on hygiene, cleanliness. Establish

coordination between Ministries of Defence, Interior and the private sector.

Incorporating health component in development projects: Yes, water, agri-
cultural, and sanitation projects planned with health components,

TCDC & ECDC: With Arab countries.

WHO support: Good.
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Egypt Country Sheet

Progress of Tmplementatiom af the Strategy of
HFA/2000

Date of preparation of progress report: 3 February 1983

1'
2.

10.

11.

Political commitment: Yes.

Formylation of strategy and/or plan of action: Yes, formulated acd cons~
titute part of 5-year plan, December 1979.

National strategy forms integral part of national socio-economic develop-

ment plan: Yes, part of national health plan.

Review of health systems to reflect characteristics of PHC: Yes, and
plan adjusted accordingly to include urban population forming 49.27 of

the total populatien.

Progress achieved in implementing the strategy and plan of action: Much
progress achieved in implementation especially in the control of commu-

nicable diseases, diarrhoeal diseases and family planning.

Community involvement: Strong through health councils: part of local

councils and provincial assoclations,

Reorientation of training of health workers: WNational planning adjusted
and reoriented te PHC. Suez Canal School of Medicine is community-

oriented.

Mobilization of material and financial resources: Grants in aids are

used to strengthen health services.

Coordination within Ministry of Health: Progress achieved in coordina-

tion within Ministry of Health at all levels.

Intersectoral coordination: Association of local government and execu-

tive councils promotes intersectoral coordipation.

Incorporating health component in development projects:

Health projects considered part of all development projects.
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12, TCDC & ECDC: Egypt has heen involved in TCDC particularly in research

and control of communicable diseases with other countries.

13, WHO support: Yes,
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Iran Country Sheet

Progress of Implementation of the Strategy ol
HFA/ 2000

Date of preparation of progress report: 13 March 1983

10.
11.
12,

13.

Political commitment: Yes, constitution.
Formulation of strategy and/or plan of actiom: Up to the year 2000/2002,

National strategy forms integral part of national sacio=-scannmi~ develop-
ment plan: Yes, national support considered based on 5-year health deve-—

lopment plan. 1983/87 is the latest ome.

Review of health systems to reflect characteristics of PHC: All health

systems have been reoriented towards PHC.

Progress achieved in implementing the stratepy and plan of action:

Progress and implementation cannot be assessed at this stage.

Community involvement: At peripheral, district and provincial levels

especially in environmental health projects.

Reorientation of training of health workers: Various programmes re-

oriented towards PHC at all levels.

Mobilization of material and financial resources: Efforts made to in-

crease allocation for PHC.

Cocrdination within Ministry of Health: Improved.

Intersectoral coordination: Through multisectoral health council,
Incorporating health component in development projects: Not very strong.
TCDC & ECDC: Neither TCDC nor ECDC.

WHO support: No.
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Iraq Country Sheet

Progress of Implementation of the Strategy of
HFA/2000

Date of preparation of progress report: 6 February 1983

1.  Political commitment: Yes, but not specified where and how.

2. Formulation of strategy and/or plan of action: Yes, formulated but not

yet adopted, December 1979.

3. National strategy forms integral part of national socio-economic develop-

ment plan: Yes, but not specified how.

4.  Review of health systems to reflect characteristics of PHC: Yes, clause of
organizational structure of Ministry of Health and Public Health Law
refleet PHC.

5. Progress achieved in-implementing the Strategy and Plan of Action:

Nos because PHL not launched yet.
6. Community involvement: No, planning was intersectoral.

7. Reorientation of training of health workers: Yes, and carried out ar,

different levels.
8, Mobilization of material and fiﬁancial resources: Good,
9.  Coordinarion within Ministry of Health: Good.
10. Intersectoral coordination: Good.

11. Incorporating health component in development projects: Not necessarily

carried out.

12. TCDC & ECDC: Yes, through Arab Ministries of Health councils and the

Arab Culf Council of Ministries.

13. WHO support: Yes.
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Israel Country Sheet

Progress of Implementation of the Strategy of
© HFA/2000

Date of preparation of progress report: 14 April 1983

1.

2.

10.

11.

12,

13,

Political commitment: Yes, Not shown how.

Formulation of strategy and/or plan of action: No separate stratecgy
for HFA/2000 but health development is in accordance with the principles
and approaches of HFA/2000,

National strategy forms integral part of national socio-economic develop-

ment plan: Yes.

Review of health systems to reflect characteristics of PHC: Np review

made but health care in line with PHC.

Progress achieved in implementing the strategy and plan of action: Very
.

good progress achieved.
Compunity involvement: Yes,

Reorientation of training of health workers: Yes, training reoriented
towards PHC.

Mobilization of material and financial rescurces: Yes, good.

Coordination within Ministry of Mealth: Coordination within health

sector is gonod.

" Intersectoral coordination: Good.

Incorporating health component in development projects: Health compo-
nents are covering all development projects.

TCDC & ECDC: No TCDC.

WHO support: No.
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Jordan Country Sheet

Progress of Implementation of the Strategy of
HFA/ 2000

Date of preparation of progress report: 12 March 1983

1.

10.

11.

12,

13.

Political commitment: Yes, constitution.
Formulation of strategy and/or plan of action: Yes, 1980,

National strategy forms integral part of national socio-economic development
plan: Yes, healch development pian is part of socio-economic development
plamn.

Review of health systems to refllect characteristics of PHC: Yes, PHC
directory established in Ministry of Health and training of PHC workers
commenced .

Progress achieved in implementing the Strategy and Plan of Action: Yes,
good progress achieved through the establishment of bigher health councils,
assessment of health manpower requirements up to 1990, revision of cur-
ricula, establishment of additional PHC facilities and establishment of

monitoring group.
Community involvement: Partly, and is to be strengthened further,

Reorientation of training of health workers: Yes, curricula revised;

in-service training programmes conducted and 730 auxiliaries trained in PHC,

Mobilizmation of material and financial resources: No significant shift in

the proportion of the Ministry of Health budget allocated to PHC.
Coordination within Ministry of Health: Good,
Intersectoral coordination: Goaod.

Incurporating health component in development projects: Ministry of Health

consulted in planning stage of all big investment projects,

TCDC & ECDC: Yes, witlh Arab Health Ministers councils and with other

Arab countries.

WHO suppnrt: Partly.
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Kuwait Country Sheet

Progress of Implementation of the Strategy of
HFA/2000

Date of preparation of progress report: March 1983

10.

11.

12,

13,

Political commitment: Yes.
Formulation of strategy and/or plan of action: Yes, 1980.

National strategy forms integral part of national socio-economic deve-
lopment plan: Yes, mational strategy is part of national socio-

economic development.

Review of health systems to reflect characteristics of PHC: Yes,
health systems reoriented towards PHC at 3 levels: primary, secondary
and tertiary.

Progress achieved in implementing the strategy and plan of action:

Targets set for different activities and progress is being measured.
Community involvement: Fair but has to be strengthened.

Reorientation of training of health workers: Yes, at all levels of

medical education.
Mobilization of material and financial resources, Yes, good.

Coordination within the Ministry of Health: Yes, principally in PHC,

secondary in gemeral hospitals and thirdly in specialized hospitals.

Intersectoral coordination: Intersectoral coordination with Ministries

of Education, Environmental Health control, Information and other Minis~—

tries.
Incorporating health component in development projects: Yes.

TCDC & ECDPC: Yes, Arab Ministers' of Health Council and Arab Gulf

Council.

WHO support: Yes.
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Lebanon Country Sheet

Pragress of Implementation of the Strategy of
HFA/2000

of preparation of progrese report: No progress report has been received

due to civil disturbances during the

last few years in Lebanon.

National strategy forms integral part of national socio-economic deve-

Review of health systems to reflect characteristics of PHC:

Progress achievad in implementing the strategy and plan of action:

Date

1. Political commitment:

2. Formmulation of strategy and/or plan of action:

3.

lopment plan:

4.

5.

6. Community involvement:

7. Reorientdation of Lraiuing of health workers:

8. Mobilization of material and financial resources:
9. Coordination within Ministry of Health:
10, Intersectoral coordination;
11. Incorporating health component in development projects:
12. TCBC & ECDC:
13,  WHO support:
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Libya Country Sheet

Progress of Tmplementation of the Strategy uf
HFA/2000

Date of preparation of progress report: 12 January 1983

1.

Political commitment: Yes, Constitution, December 1969, Public Health
Law 1973, and Council of Ministers.

Formulation of strategy and/or plan of action: Yes, formulated 1982,

and approved by Secretariat of Health,

National strategy forms integral part of national socio-economic deve-

lopment plan: Yes.

Review of health systems to reflect characteristics of PHC: National
health plan is good and reoriented towards PIIC with 4 levels: PHC unit,

centre, polyclinic and hospital,
Progress achieved in implementing the strategy and plan of action: Cood.

Community involvement: Decentralization and promotion of community in-

volvement well advanced.

Reorientation of training of health workers: Training of health person-
nel reoriented to PHC including nurses, midwives andother rural health
personnel; curricula revised and community health workers training pro-

gramme started.
Mobilization of material and financial resources: Not answered.
Coordination within Ministry of Health: Good.

Intersectoral coordination: Multisectoral health council established;
inter-secretariat committee formed through the General People's Congress

Supreme Committee for Environmental Health is in operation.




11.

1z.

13,
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Incorporating health component in develecpment projects: Yes, preventive

measures are incorporated in industrial and agricultural projects,
TCDC & ECDC: Not answered.

WHO support: Not answered,
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Oman Country Sheet

Prograss nf Tmplementation of the Strategy of
EFA/2000

Date of preparation of progress report: 1 February 1983

10.

11.

12,

13.

Political commitment: Yes.

Formulation of strategy and/or plan of action: National strategy formu-
lated 19 April 1980.

National strategy forms integral part of national socio-eccnomic develop-

ment plan: Yes.

Review of health systems to reflect characteristics of PHC: Yes, adapted

to PHC with 8 compoments.

Progress achieved in implementing the strategy and plan of action: Very

rapid progress in implementing the strategy according to Plan.
Community involvement: Not strong.

Reorientation of training of health workers: Problem to be overcome
because majority of health workers are expatriate with short-term con-

tracts. Nationals are gradually replacing expatriates.

Mobilization of material and financial resources: Adequate resources

allocated.

Courdination within Ministry of Healtht Coordination with the Ministry

is deficient at certain levels due tp the diversity of expatriate staff.

Interscctoral coordination: Cabineb assumes intersectoral coordination

through committees,

Tnrorporating health component in development projects: llealth develoup-

ment project incorperates health components.
TCDC & ECDC: Yes, though Gulf Counecil.

WHO support: Yes,



EM/RC30(83)/5
Annex I
page xvii

Pakistan Country Sheet

Progress of Implementation of the Strategy of
HFA/ 2000

Date of preparation of progress report: May 1983

10.

11.

12,

Political commitment: Yes.
Formulation of Strategy and/or Plan of Actiom: Yes.

National Strategy forms integral part of national socio-economic develop—
ment plan: National Strategy for health is part of the socio-economic

development plan.

Review of Health Systems to reflect characteristics of PHC: Yes, during

the formulation of 5-year plan.

Progress achieved in implementing the Strategy and Plan of Action: Some

progress achieved, but still some constraints remain.
Community involvement: Just beginning.
Reorientation of training of health workers: Yes.

Mobilization of material and finanecial respurces. Yes, but resources to

health are allocated to other fields as well.
Coordination within Ministry of Health: Fair coordinaticn.

Intersectoral coordination: Yes, at national and provincial levels. Such

coordination is lacking at field level.
Incorporating health component in development projects: Yes,
TCDC & ECDC: ECDC yes.

WHO Support: Yes.
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Qatar Country Sheet

Progress of Implementation of the Strategy of
HFA/2000

Date of preparation of progress report: Not reported.

10.
11,
12,

13l

Political commitment:
Formulation of strategy and/or plan of actiom:

Naticnal strategy ferms integral part of national socio-economic develop-

ment plan:

Review of health systems to reflect characteristics of PHC:
Progress achieved in implementing the strategy and plan of action:
Community involvement:

Reorientation of training of health workers:

Mobilization of material and financial resources:

Coordination within Ministry of Health:

' Intersectoral coordination:

Incorporating health component in development projects:
TCDC & ECDC:

WHO support:
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Saudi Arabia Country Sheet

Progress of Implementation of the Strategy of
HFA/2000

Formulation of strategy and/or plan of action: Formulated September 1979,

National strategy forms integral part of national socio~-economic

development pian: National strategy is part of national socio~economic

Review of health system to reflect characteristics of PHC:
Health services have been re-oriented towards PHC coordinating both

preventive and curative medicine, with good referral system.

Progress achieved in implementing the strategy and plan of action:

Good progress achieved in implementing strategy at all levels,

Community involvement: Community involvement is very strong especially

between Islamic leaders, businessmen and community leaders,

Reorientation of training of health workers: Re-~orientation of training
is good. Expansion of medical school and paramedical institutioms as
Mobilization of material and financial resources: Very good resources
have been mobilized for PHC and health services in general.

Coordination within Ministry of Health: Good coordination between

Intersectoral coordination: Good and high levels of intersectoral co-

ordination heing ectablished incorporating ministries of education,
Incorporating health component in development projects: Health

TCDC & ECDC: Good, technical cooperation with Gulf States,

Date of preparation of progress report: April 1983.
1. Political commitment: Yes.
2.
3.
development plan,
4,
5.
6.
7.
well as fellowships abroad help in reorientation.
8.
9.
ministry departments,
10.
health, planning and finance.
11.
components incorporated in all projects.
12,
13. WHO support: Not answered.



EM/RC30(83)/5
Annex I
page xx

Somalia Country Sheet

Progress of Implementation of the Strategy of
HFA/2000

Date of preparation of progress report: 31 March 1983,

10.

11.

12.

13,

Political commitment: Yes, Constitution.
Formulation of strategy and/or plan of action: Yea, May 1980.

National strategy forms integral part of national socio-economic
development plan: Yes, national strategy is part of national socio-

economic development planl

Review of health systems to reflect characteristics of PHC:

Health systems re-oriented towards PHC at all levels,
Progress achieved in implementing the strategy and plan of action: Yes,

Community involvement: Yes, with local health committees, 1982 ,headed

by the Party's chiefs. *

Reorientation of training of health workers: Country-wide training pro~

gramme being launched with the assistance of United Nations organizations.

Mobilization of material and financial resources: Yes, though foreign

and international aid still required,

Coordination within Ministry of Health: Coordination committees and

councils created at all levels of Ministry.

Intersectoral coordination: Yes, national social development committees

with representatives from different Ministries.

Incorporating health component in development projects: Sugar factory,

dam building, and agricultural programme incorporate health component,
TCDC & ECDC: Yes, with various countries.

WHO support: VYes.
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Sudan Country Sheet

Progress of Implementation of the Strategy of
HFA/2000

Formulation of strategy and/or plan of action: Natiecnal strategy has

National strategy forms integral part of naticnal socilo-economic

development plan: Yes, national strategy is part of national. socio-
Review of health systems to reflect characteristics of PHC: PHC project
Progress achieved in implementing the strategy and plan of action:
Progress achieved particularly in HMD, PHC and information system,
Community involvement: Yes, at all levels of planning and implementation.
Reorientation of training of health workers: Yes, management courses at
all levels were undertaken and tepic included in all training institutes
Mobilization of material and financial resources: Good mobilization of
Coordination within Ministry of Health: Coordination within the Ministry
Intersectoral coordination: Other ministries and departments participated
Incorporating health component in development projects: Health components

incorporated in all agricultural and industrial projects.

TCDC & FCDC: With Egypt very strong and also TCDC in training health

bate ot preparation of progress report: 8 February 1983,
1. Political commitment: Yes, Constitution.
2,
been formulated in 1980.
3.
aconomic development plan.
4.
adapted to demographic and geographic coverage.
5.
6.
7.
and medical schools.
8.
financial resources.
9.
of Health is good.
- 10.
in planning and organization of meetings held.
11,
12.
manpover. Financial assistance from other countries.
13. WHO support: Yes.
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Syria Country Sheet

Progress of Implementation of the Strategy of
HFA/2000

Date of preparation of progress report: February 1983,

1.
2,

3.

10.

11.

12.

13.

Political commitment: Yes, Constitution and resolutions of the Party.
Formulation of strategy and/or plan of action: Yes, March 1980.

National strategy forms integral part of national socio~economic

development plan: Health strategy is part of socio—economic development

plan.

Review of health systems to reflect characteristics of PHGC: FHG adapted

during Fifth 5-year Plan of Action being formulated,

Progress achieved in implementing the strategy and plan of action;
Progress achieved is very little because plan of action is still being

formulated.
Community invalvement: Local administration ensures community participation.

Recrientation of training of health workers: Health personnel being re-
trained; curricula strengthened, and departments of community medicine in

faculties of medicine strengthened to reflect HFA strategy.

Mobilization of material and financial resources: Enough financial

resources being mobilized for PHC.
Coordination within Ministry of Health: Good coordination within Ministry.

Intersectoral coordinatiocn: Supreme Health Coincil ensures proper co-

ordination between ministries.

Incorporating health compenent in development projects: Health projects
considered as part of development in all other department projects.

TCDC & ECDC: Good.

WHO support: Yes,
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Tunisia Country Sheet

Progress of Implementation of the Strategy of
HFA/2000

Date of preparation of progress report: 1883/

4,

10.

Political commitment: Yes, Constitution.
Formulation of strategy and/or plan of action: Yes, February 1980,

National strategy forms integral part of national socio-economic develop~

ment plan: Yes, national strategy part of national socio-cconomie

development plan.

Review of health systems to reflect characterigtics of PHC: PHC system
established in Tunisia since adoption of HFA resolution, and covering
4 levels namely: dispensaries, health centres, district hospitals and

specialized hospitals,

Progress achieved in implementing the strategy and plan of action:
Progress achieved and monitoring of basic health care system is

recognized as essentigl.

Community involvement: Yes, through health councils, Communities

participate in programming and implementation of strategy.

Reorlentation of trainfng of healtli workers: Faculty of Medicipe ve-
oriented community medicine programme to PHC, Health institute cur-

riculum includes elements of PHC.

Mobilization of material and financial resources; Yes, separate budget
allocated for PHC services.

Coordination within Ministry of Health: Coordination within Ministry of
Health is good.

Intersectoral coordination: Intersectoral coordination facilitated
through national commissions such as Commission of Environmental Health,

Drinking Water and Control of Food Substances.
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11. Incorporating health component in development projects:
Health components included in other development projects,

12, TCDC & ECDC: TGDC with European countries and some Arab countries,

13. WHU'support: No.
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United Arab Emirates Country Sheet

Progress of Implementaticn of the Strategy of

HFA/2000
Date of preparation of progress report: Not reported.
1. Political commitment:
2. Formulation of strategy and/or plau of action:
.3. National strategy forms integral part of national socio-econemic
development plan:
4., Review of health systems to reflect characteristics of PHC:
5. Progress achieved in implementing the strategy and plan of action:
6. Community involvement:
7. Reorientation of training of health workers: )
8. Moﬁilization of material and financial resources:
9. Coordination within Ministry of Health:
10. Intersectoral coordination:
1l1.  Incorporating health component in development projects:
12. TCDC & ECDC:
13." WHO support:
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Yemen Country Sheet

Progress of Implementation of the Strategy of
HFA/2000

Date of preparation of prgg;pss.report: 8 January 1983,

1.
2.

3.

10,

11.

12,

13,

Political commitment: Yes, in Constitution.
Formulation of strategy and/or plan of action: TFormulated in July 1980,

National strategy forms integral part of natiomal socio-economie develop~
ment plan: National strategy forms integral part of national sccio-

economic development plan.

Review of health systems to reflect characteristics of PHC:

Health systems at all levels re-oriented towards PHC,

Progress achieved in implementing the strategy and plan of action:

Progress achieved in PHC is good,

Community involvement: Community involvement is very strong through

Confederation of Yemeni Development Associations (CYDA),

Reorientation of training of health workers: Re-orientation of training

carried out at all levels.

Mobilization of material and financial resources: Mobilization of external

and internal resources for PHC is very strong,
Coordination within Ministry of Health: @ood,
Intersectoral coordination: Geoed.

Incorporating health component in development projects: Health components

included in all other development projects,

TCDC & ECDC: Yes, with Gulf countries and Saudi Arabia,

WHO support: Yes,
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MONITORING PROGRESS: FREQUENCY DISTRIBUTION
" OF COUNTRIES ACCORDING TO THE VARIOCUS
INDICATOR VALUES



Indicator 3:

The Percentage of the
Gross National Product
spent on Health

Interval c* p¥*

Less than
1.0

1.0 - 3 88.7

2.0 - 1 1.6

3.0 - 3 19.5

4.0 - 2 22.7

5.0 - 1 40.2

6.0 -

7.0 - 1 4.0

8.0 -

9.0 -

10.0 or
more

Datiil not 12 100.9
available

Regional 2.97
.97
Average*®*

MONITORING PROGRESS: FREQUENCY DISTRIBUTICN OF COUNTEIES
ACCORDING IO THE VARIOUS INDICATOR VALUES

Indicator 10: Indicator 12:
Life Expectzancy at The Gross National Product per Head
Birth
Interval c* a8 N Interval c* | p* Interval . C P
Less than Less than $ 4 000- 2 | 4.7
40.0 $ 100
40,0 - 5 48.6 $ 100 - $ 5 000- 1 0.3
50.0 - 6 [188.2 $ 200 - 2 117.1f] $ 6 OO~
60,0 - 4 14.9 $ 300 - 3 J110.9§ $ 7 DOO-
70.0 or ,
more 2 4.7 $ 400 - 2 50.6t $ 8 200-
Pata not
21.2 - -
available 6 $ 500 1 2.131 $ 9 000
Regional o $ 1 000- 5 173.3)1 $ 10 000 2 ho.o
Average** or more
$ 2 GO0~ 1 0.9 Data not 4 6.8
available
$ 3 GOo- Regional $ 1 379
Average**
* ¢ = Countries; P = Pcpulation therein (in millioms).

%% TFor the reporting countries, using the population in each
country as the weight.

T abed
II Xasuuy
Y/ (£8) VEDE/Wu
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MONITORING PROGRESS: FREQUENCY DISTRIBUTION OF COUNTRIES
ACCORDING TO THE VARIOUS INDICATOR VALUES (cont'd)

= B W
v 2 3 & Rl
o o i B o
o T W g oo R . 1M w
= — ~ ~ N N W i)
fial qa & g g O L0 [a TS e m
TN oW O N (o o - MU -
S2y TEEE) = g8 L -
o e M= [ | = =] [T
0 o — oo o SIS 0 3o o o «©
aho 58! 9 o 7 oabw % b
Interval 000 Ued 3w O du g 85 & g 3 A
g =2 GEeAam | 9 0 g grg g oa <
g o £z £ awn® F Sugo 2
g = g8 H B Oo = .0 0 ¢ o
T TR g S o eh Ao —
oo o Ly [ =3 Y2 O oert ) |
[=l=" ¥ Q ] U ¢ o o
b pe m1 g MR ey MR OB o
c* p* C P C P C P P
Less than
10.0 1 4.9
10,0 - 2 4,7 2 3.5 32.4
20.0 - 2 1.9 3 18.7 106.0
30.0 - 1 3.1 3 44,6 40.2
40.0 - 1 4.9 44 .7
50.0 - 1 9.7 1 4,9 7.0
60.0 - 1 3.4 14.6
70.0 - 1 3.1
80.0 -~ 2 51.2 1 5.9 3 62,4 5.0
90.0 - 1 1 87.1 6 £2.3 1 9.7
150 - 4 29,7 —‘;'—_‘_,——-—:ZP<:LH5_-,‘k\\ﬁ
200 or more
Data noct
. 5 18.1 13 1198,0 13 148,0 20 260.0 27.8
available
Regional
Average** 97 32 87 74 3

# ( = Countries; P = Population therein (in millions).

%% For the reporting countries, using the population in each country as

the weight.




Indicator 7:

MONITORING PROGRESS:
ACCORDING TO THE VARIOUS INDICATOR VALUES (cont'gd)

FREQUENCY DLSTRIBUTION OF COUNTRIES

The proportion of the populatien for whom Primary Health Care is available

%Z Pop. served by:

Z fully immunized

Z attended

5 = o by trained persommnel
3 230k Infants under one year =g °
o] U @ + o -~ s [T
< 3 - - 0 =} =1 1] Qo o~ H
wb B & bl ol -t ‘ g ~E g5 3 :
, =] 2 g -] :
g = U ed DPT-Polio | Measles BCG £ S 9 g6 o n g o
oY E w dT Q> =z D4 omn [ 2, O &8
Interval o~ g o w =] o~ - 9 D 3 ©
RNl U O @ o 3 U M EIRII] o
ol RS g4 = = 3 doses one dose one dose s w 3 R 2 @
© 2 O D o .o ~ o O
=] }-‘, ‘5 ‘%P g o Q- [=1 = =V ¥ e I 1] [ =B o i ] =T}
- 2o [T [ ] -3 @ oo b B B
3 e ﬁ ﬁ o = o [-FI - I g a - o
= R SEaE T - S n o ER
SE5 8 2S5 E Ay B oo 5 W = aw Hm
cxl px | c | P c P c P C P ¢ P C P C P C P
Lfgsotha“ 1 |16.8 { 4 {124.91 5 |125.8] 9 |{135.7 | 10 | 206 2 | 45.1%1 2 [45.1°
10.0 - 1 [16.8 ] 3 |98.0 |2 106} 3 | 32.5] 1 | 0.2 | 2} 48] 3 |12.9
20.0 - 1{ 0.31]3 27.8] 1 0.7 1 ]0.9 1 | 3.4
30.0 - 4 |13.2 1] 24 1 9.7 { 2 11.9
40.0 - 1 {87.1 ]2 J16.3 |1 40.2 1 9.3 1 | 44.7
T
50.0 - 1 | 40.2 3 | 48.5 1 | 40.2 1] 6.5/ 1 |6.5
60.0 - 2 {84.9 {1 3.1 3 | 48.1| 2 4.0 2 | 6.5
70.0 - 3 160812 |12.4 |1 44,7 1 1.6 2 | 48.7 1 0.3
80.0 - 1| 3.4 3 8.9 1 4.0 1 6.5 14{ 0.3 1
90.0 - 6 | 19.0 | 5 9.9 | 2 1.0 6 54.3 3 6.2 3 7.4
Data mnot 6 137.1 16 {37.1]6 | 16.5| 6 | 16.5 7 | 36.0 | 8 |20.8] 11 [|163.3 | 13 {169 |16 215.2
available ) ‘
Regional 52 4 28 29 25 4 7 31 23
Average |

* (¢ = Countries;

k&

P = Population therein (in millions}).

For the reporting countries, using the population in each couniry as the weight.
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COMMENTS ON THE INDIVIDUAL INDICATORS (as of 15 September 1983)

Indicator 1

Health for all has received endorsement as policy at the highest official
level

In most countries the Constitution contains a statement on the rtight of
citizens in respect of health. Other forms of endorsement that were
mentioned included: the Head of the State (Oman), the Party (Afghanistan),
and the Council of Ministers or the Ministry of Health {Bashrain, Djibouri,
Iraq and Saudi Arabia). The replies could be classified as "'wves" in 19 out
of the 20 countries. No reports were received from three countries.

Indicator 2

Mechanisms for invelving people in the implementation of strategies have
been formed or strengthened, and are actually functioning

Here, as with the previous indicator, most countries responded
favourably. local people's asstmblies or councils, trade wunions,
profesoional and group organizations and voluntary crganizatious were Lhe most
commonly mentioned mechanisms for community participation, particularly at the
local and operational levels, Decentralization of health services was
prominent in some countries, and is being introduced in others. At the other
end, community participation was described as being "under discussion” or 'not
vet developed” in two countries (Jordan and Kuwait} and as 'not enough" or
"not fully" in two others (Oman and Pakistan). Data were disqualified for
two countries, and no reports were received from three others.

Indicator 3

The percentage of the grosc national product spent on hcelth. (The set
landmark is "at least 5%").

Eight countries were able to provide the indicator wvalue, as defined
{(Afghanistan, Iran, Israel, Jordan, Kuwait, Pakistan, Syria and Tunisia).
Three others (Cyprus, Oman and Yemen) indicated that the numerator related to
the Ministry of Health only.

Out of these eleven replies, only two (Iran and Israel) crossed the
5% mark; at the other end three (Cyprus, Oman and Pakistan) were less
than 2%, and four (Jordan, Syria, Tunisia and Yemen) were 3-4%. The range
was between "around one" (Pakietan) and 7.0%4 (Israecl). The unweighted
average was 3.5%Z, while the weighted average (using the population size for

the weights) was 2.9%.
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The replies of seven countries were disqualified. A different
denominator (e.g., national budget, development budget, public or government
expenditure) was wused by five countries; one country gave data on
expenditures but not enough to compose the indicator, and the seventh country
only said "Ne", i.e., not at least 35%. In addition, two countries clearly

stated that data were pnot available. Thus data were not available for
12 countries, representaing 37% of the total population in the Region.

In light of the above, it is worth considering the proposal to use under
this indicator more than one measure, according to both the numerator and
denominator.,

Indicator 4

The percantage of the national health expenditure devoted to local health
care. (No pertinent indicator value was set, only that it should be
. tcasonable percentage', and that the percentage considered ''reasonable"
would be arrived at through country studies).

Most countries were not able to provide the appropriate indicater value.
This was mainly because the national accounting systems could not permit the
explicit indentification of the components of the indicator, more so those
related specifically to "local health care".

Only two countries (Bahrain and Israel) gave straightforward indicator
values. Nine other countries added qualifying statements, such as: of
Ministry of Health budget, of government health expenditure, excluding
development budget, excluding external aid, excluding health personnel budget,
excluding urban hospital care, etc. Evidently, such reservations affect the
indicator values to a varying extent. Accordingly, there was quite a wide
range, between 3.5% {(Somalia) and 72% {Yemen). Out of these eleven replies,
five (Afghanistan, Bahrain, Democratic Yemen, Jordan and Kuwait) were between
10% and 30%Z, five were higher (Djibouti, Iran, Israel, Saudi Arabia and Yemen)
and one lower (Somalia) than 10%. The weighted average was 33%.

Nine replies were disqualified: five were vague or unrelated; two stated
that data were unavailable, and no answer was given in twec reports. Three
reports were not submitted. Thus data were not available for 12 countries,
representing 68% of the total population in the Regiom.

It is clear that differences in inclusions and exclusions in the numerator
andfor the denominator render the comparability of the reported indicator
values rather difficult. As was mentioned above (lndicator 3), one might
have to cansider the use of several measures under this indicator, with
countries reporting on the measures for which they had the appropriate data.

Indicator 5

Rescurces are equitably distributed

This indicator was probably the one least understood, and to which the
responses were the least satisfactory.
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A number of countries paid attention to the component resocurces (viz., per
capita expenditure, staff and facilities), disregarding the crucial aspect,
namely, the within-country wvariations, It is 1likely that the way the
explanatory notes were presented contributed to that wmisunderstanding: the
three types of resources were written, each in a numbered line, indented, with
extra spaces in between, while reference ro geographical areas or population
groups was mentioned in the running text that followed.

A few countries could provide within-country distribution of resources,
but only as absolute figures without the corresponding population data. More
countries, however, simply gave descriptive statements, ranging between "fair"
to "almost equally distributed", cne reply was simply "yes", but no supporting
figurea werc given. Onc reply (Sudan) was Frank enough to state that "there
is maldistribution of resources"

Indicator 6
The straregy for health for all has been accompanied by explicit resource

allocations and is receiving sustained resource support from more affluent
countries

Generally speaking, there is good mobilization of resources, tecnhnical Ay

well as financial. Resort to support from bilateral and international
agencies was common. In six "afflnenr'" sountries no externdl resources were
received (Iran, Israel, Kuwait, Libya, Oman and Saudi Arabia). In one other
country (Syria) a complete national strategy has not yet been formulated. No

supporting figures were given in many replies.
Indicator 7
The proportion of the population for whom primary health care is

available. (The global indicator explicitly mentioned "primary health care
is available to the whole population'.)

Fiva components ware identified:

(7.1) Safe drinking water in the home or within 15 minutes' walking distance

Thirteen countries were able te provide mcaningful data, separately fnr
urban/rural, and/or for the total population. Three countries gave
descriptive replies, one mentioned non-availability of data, and ene did not
give any reply at all. However, data from reports for the Water Supply and
Sanitation Decade were available fer six additional countries, and are
included in the analysis. Data were not available for four countries,
representing 12% of the total population in the Region.

The disparity in the availability of safe drinking water is marked. It
was as low as 10% in Afghanistan, upto "all the people" in four countries
(Bahrain, Cyprus, Kuwait and Lebanon). The proportion was below 50% in six
countries (Afghanistan, Demvcratic VYemen, Djibouti, Pakistan, Somalia and
Yemen) and was 90% and over in eight countries (Bahrain, Cyprus, Israel,
Kuwait, Lebanon, Libya, Saudi Arabia and the United Arab Emirates). The

unweighted overall average is 70%, while the weighted average is 52%.
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(7.5} Adequate facilities for hygienic waste disposal available in the home
or immediate vicinity

Thirteen countries provided data. Other replies were disqualified for
reasons similar to those mantioned for the preceding component (safe drinking
water). However, data from other sources were available for five additional
countries and are included in the apalysis, Data were not available for five
countries with 13% of the total population in the Region,

Here, alse, the disparity 1is obvious, ranging between "minimal®
{Afghanistan) and "almost all people”. For four countries the proportion did
not reach 20% (Afghanistan, Pakistan, Somalia and Yemen) while it exceeded
90% in six countries (Bahrain, Cyprus, Israel, Jordan, Kuwait and Libyal.
The unweighted overall average is 59%, while the weighted average is 40%.

(7.c) Proportion of infants under one year fully immunized

This part of the report was attended to very unsatisfactorily, Rarely
the reply was very specific, i.e., to state that the data referred to infants
under ome year fully immunized against the six diseases covered by EPI. Many
simply mentioned "immunized", occasionally '"adequately immunized", The
commonest data presentation was in three figures for DPT Polio, Measles, and
BCG. But more, or less, detail was occasionally the case; one country did
not specify the vaccinations. Many mentioned the age of one year, but a few
referred to “children under 5" or "at school entry".

Twn countries gave absolute figures for wvaccinations and not percentages
of those covered; one described certain vaccinations as "limited" or 'not

universal', Two countries gave data referring to the capital city only.
One country did not reply at all; four did not give any figure; three gave
descriptive terms such as "offered", "widely available" or "progressively

expanding"; one country simply said "yes'.

Data from national EPI programmes ceculd provide much of the missing
information. Tt was noticed that, in many cases, data given in the progress
report were far above those provided by the EPI programmes; however, the
figures given in the official progress reports were the ones used in the
analysis.

The summary of data is as feollows:

(7.3a & 7.3c) DPT Polio: Thirteen countries were bslow 30% (Afghanisran,
Democratic Yemen, Djibouti, Iraq, Lebancn, Oman, Pakistan, Saudi Arabia,
Somalia, Sudan, Syria, United Arab Emirates and Yemen), six exceeded

70% including two (Bahrain and Cyprus) 90% and over, and four between the two
extremes. The weighted average is 29%% for DPT and 32X for Polio, uLhierwise
coverage was very close for both.

(7.3b) Measles: Similarly, here, nine countries were below 30% (Afghanistan,
Cyprus, Democratic Yemen, Djibouti, Lebancn, Pakistan, Saudi Arabia,
Sudan and Yemen); two only exceeded 70% {(Israel and Kuwait),and twelve between
the two extremes. The weighted average is 31%.
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(7.3d) BCG: Thirieen countries were below 304 (Afghanistan, Bahrain, Cyprus,
Democratic Yamen, Djibout. Iran, Jordan, Kuwait, Pakistan, Somalia, Sudan, United
Arab Emirates and Yemen); three exceeded 70% (Egypt, Iraq and Oman), and six
were between the two extremes. The weighted average was 29%. Notably, some
countries mentioned that they were not pushing BCG vaccination as tuberculosis
was v wure a serigus  problem. Data wera not availahle for one
country,representing just one percent of the total population in the Region.

(7.3e) Proportion of pregnant women immunized against tetanus (2 doses)

Rarely were figures given; in fact the majority did not mention anything
at all about this item. Data from EPI programmes secemed sketchy. In fact,
coverage wae 16-39% for three countries only (Bahrain, Kuwait and Oman);
while all other seventeen reporting countries were 10% or less (of which
thirteen had a coverage of 5% or less), The weighted average is 4%. Data
were not available for three countries with 3% of the total population in the
Region,

In general, for the aspect of immunization coverage under Indicater 7,
the proposal to refer specifically in the explanatory notes te the EPI
national programmes as a source for these data might be considered.

(7.4) Proportion of the population to which local health care is available
within one hour's walk or travel

Eight replies were excluded, either because they were vague (2}, or
mentioned "unknown" (1) or no entries were made (5). Three reports were not
submitted. Thus data were not available for 59% of the fotal papulation in
the Region.

Out of the remaining twelve countries, six mentioned that PHC was
available for almost  all the popularion (Bahrain, Cyprus, Egypt, Israel,
Kuwait and Libya). At the other end, the figure was under 20% for three
countries (Democratic Yemen, Somalia and Yemen). The weighted average is 71%.

(7.5) Proportion of wonen who were attended during pregnancy and at
childbirth by trained personnel

More than half of the countries did not pravide any reply or figure,
representing 61% of the total population in the Regicn. For the reporting
ten countries, the proportion ranged between 2~-5% (Somalia and Iran) and
almost all pregnancies {Cyprus, lsrael and Kuwait). The weighted average for
the ten countries is abouC 31%.

(7.5b) Proportion of children cared for up to at least one year of age by
trained personnel

This element has bean reported upen by a number of countries smaller
than for the preceding element of maternal care. (For possible explanation,
aec Cencral Remarks 2 & 3).

Only seven countries provided figures, These ranged between 1-8%
{Somalia and Iran) and more than 90% (Bahrain, Israel and Libya), with an
overall welghted average around 23%. Data wer nut available for asixtecn
countries with 78% of the total population in the Region.
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Indicater 8

The nutritional status of children is adequate

Two measures belong here:

(8.1) Proportion of newborn infants having a birth weight of at least 2500 g,
(The set landmark is "at least 90%").

Four countries mentioned explicitly that data were not available; five
gave general statements, e.g., "adequate" or "within normal range", and one
did net cnter any reply to this indicator. Data were not available for
13 countries representing 54% of the total populaticn in the Region.

Only ten countries provided data, and these were based on special
studies. Uf these, six were in rthe "safe zoue", having crussed the 90% mark
(Bahrain, Iran, Israel, Kuwait, Syria and Tunisia), while three were in the
range 80-90% (Afghanistan, Egypt and Oman). The proportion ranged between
50% (Somalia) and 96.5% (Tunisia}), with an overall weighted average around
87%. How far the studies quoted are hased on representative samples is
another problem.

(8.2) The proportion of children under 5 vears of age having a weight for age
that corresponds te the reference values. (Here, again, the set
landmark is "at least 90%')

This measure was the least repuried upon. The majority of countrics
mentioned the non-availability of data; others did not reply at all. Thus
only three countries gave figures, between 40%Z (Somalia) and 92% (Syria), with
Libya in hetween. Data were not available for 94% of the total population in
the Region,

It is clear that the Organization needs to make greater effort in the
collaborative programmes with the countries to introduce mechanisms to obtain
data on birthweight and on the weight of children under 5 years, either as
part of the MCH service, or through ad hoc studies.

Indicator 9

The infant mortality rate for all identifiable groups. (The stated
landmark-is "below 50 per 1000 livebirths').

Data frem other published sources were sometimes greatly different from
thosé reported (e.g., 21.5 against 57, or 36 against 107, or being "yes',
i.e., below 50 against 92). However, it must be reiterated that the figures
in the officially submitted reports were the ones used in the analysis. In
light of apparent under-~registration, some published data are based on
demographic estimates, others based on reported deaths, while for some other
countries the reported data seem to be opinion estimates.

‘As was to be expected, rates varied widely from 12.8 (Israel)
to 182 (Afghanistan), Only six countries crossed the 50 per 1000 mark
(Israel, Cyprus, Bahrain, Kuwait, Libya and Lebanon), while, aL Lue oviler end
nine countries had infant mortality rates above 100, with an overall weighted
average of 99 per 1000, a really high figure,
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Though the countries were expected to report "the rate observed among
various population groups', thirteen countries reported the national figure
only; two gave figures by peographical region, two by urban/rural, one by sex
and one by nationals/expatriates.

Indicator 10

Life expectancy at birth. (Set landmark is "over 60 years'),

Life expectancy was in the seventies in two countries (Israel and Cyprus),
and crossed rhe 6O years mark jun seven wther countries (Bahrain, Iraq, Jordan,
Kuwait, Lebanon, Syria and the United Arab Emirates), It wasg still below
50 years in six countries (Afghanistan, Democratic Yemen, Oman, Somalia, Sudan
and Yemen). In two countries (Afghanistan and Pakistan), life expectancy
among males was somewhat higher than among lemales. The overall weighted

average 1§ 55 years.
Indicator 11

The adult literacy rate for both men and women. {Set landmark is
"exceeds 70X").

One country specified that the data were for "above 6 years", the second
for "15 years and over'", the third as for "adults", while other countries did
not specify any age limit. Four countries gave data hy sex. Data from

other sources were used for seven countries, but could not be made availabie
for twe countries with less than one percent of the total population in the

Region.,

Here also the range was very wide, from 5% (Somalia) to 'mearly all adult

population" (Cyprus). Only four countries crossed the 704 mark (Bahrain,
Cyprus, Israel and Lebanon). Out of the other 17 countries, the proportion
was below 40% 1o eight couutries C(Afghanistan, Djibouti, Pakistan, Saudi
Arabia, Somalia, Sudan, the United Arab Emirates and Yemen). The overall

weighted average is 36%.
Indicator 12

The gross national product per head, (Set landmark: '"exceeds US$500").

Data from the progress reports, complemented by data from other published
sources, were available for all countries. This is the only indicator where
the picture for the Region is rather bright: sixteen out of the 23 countries
have GNP per head exceeding $500, and the range was really wide, from as low
as $200 (Afghanistan) to as high as to exceed $ 10 000 per head in four
countries (Kuwait, Qatar, Saudi Arabia and the United Arab Emirates). In
fact it was $1000 and over for fifteen out of the sixteen countries. The
welghted average is around $ 1 630.
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MONITORING PROGRESS: FREQUENCY DISTRIBUTION OF COUNTRIES
ACCORDING TO THE VARIOUE INDICATOR VALUES {(cont'd)
~ =] 3] ;
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P S ~ = @
R et b Yo @
[ — O LU Y] LI o T TR w4
o o oW -~ o wn 3] 0 - a4
- -4 0N . o T N DO —
[= AT V] Bl = 0 o W o0 5] 1] —
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bt e o oo = £ bD O 9
S '@~ ow .o o & 0 Sa4 o ©
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o oy Q 805 S0 Ao —
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=R =] K Q ] [T =
K EXC BBy BN <&
C* P¥* ¢ r C P G P C i
Less than 1 5.1 1 5.1
0.0 e
10.0 - 2 4.7 1 2.1 3 23,2
20.0 - 2 1.9 4| 22.2 o7 |
30.0 - 1 3.2 | 3446
£0.0 - ] 2.7 1 9.6 ) 1 5.1 3 1.6
] —
50.0 - 3 10.7 1 5.1 2 17.2
60.0 - 1 3.5 4 |16.8
70.0 - 1 3.2
80.0 - 3 65.3 1 6.1 3 62.4 4 7.7
90.0 - 1 87.1 6 62.5 1 .7
Ll\.“
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1\\\\. rl.l.l..l.ll:.ff.f
200 or more T
Data not
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* C = Countties;

P =

Population therein (in millions).

*% TFor the reporting countries, using the population in each country as
the weight.
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Agenda item 7

REVIEW OF THE REPOQRTS ON MONITORING PROGRESS
IN IMPLEMENTATION OF THE STRATEGIES AND PLANS OF ACTION
FOR HEALTH FOR ALL BY THE YEAR 2000

This Addendum has been prepared following the
recommendations of the Interceuntry Group Meeting
on Indicators for Monitoring and Evaluation of
Progress Towards HFA/2000, held in Damascus, Syrian
Arab Republic, 24-29 September 1983.
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INDICATORS FOR USE FOR THE
REGIONAL MONITORING OF PROGRESS TOWARDS HFA/2000

(A) The twelve Global Indicators already approved by the Werld Health Assembly
(Resolution WHA34.36).

(B} Supplementary Indicators (disaggregated and proxy indicators to the Global

Indicators):

1. Proportion of the recurrent (regular) budget and the total government budget
which is allocated to the Ministry uf Health. (Supplement to Clobal Indi-

cator 3).

2. Proportion of the total public expenditure devoted to health and health-

related services.(Supplement to Global Indicator 3).

3. Annual health budget (ox, if available, puhlic expenditure on health, or

total health expenditure) per capita. (Supplement to Global Indicator 3).

4, Per capita (or per thousand population) health resources for primary health

care, separately for urban and rural areas:

(a) TFinancial.

(b) Personnel (physicians, nurses, dentists, pharmacists, community healtch
workers, traditiomal birth attendants, etc.).

(¢) Facilities (PHC centres, out-patient services, hospital beds). The
national norms sheuld alsc be indicated, if established. (Supplement

te Global Tndicator 5).

5. Percentage of population covered by safe water supply, separately in urban

and rural areas. (Supplement to Global Indicator 7.1).

6. Percentage of population covered by sanitary waste disposal, separately in

urban and rural areas. (Supplement to Global Indicator 7.2).

7. Annual incidence rate of each of the 6 EP]-target diseases for the most

recent 5 years, {Supplement to Global Indicator 7.3).

8. Percentage of population covered by local health care, separetely in urban

and rural areas. (Supplement to Global Indicator 7.4).
9. Maternal mortality rate. (Supplement to Global Indicator 7.5).

10. Proportion of children having a weight-for-age in relation to reference values

at the entrance to the primary school, (Supplement to Global Indicator 8.2),.
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Introduction

The Intercountry Group Meeting on Indicators for Monitoring and Evaluation
of Progress Towards HFA/2000 was held 1n Damascus, Syrian Arab Republie, during
the period 24-29 September 1983. It was attended by twelve participants trom

twelve countries in the Region.

After discussing the experience of the countries with the rwelve global
indicators approved by the World Health Assembly (Resolution WHA34.36), the
Group proreaded ro discuss what indicators could be used to monitor and evalu-
ate progress in the implementation of strategies towards HFA/2000 at the Regional

level.

In addition to the twelve global indicators, the Group recommended a limited
number of Supplementary Indicators, in the sense that they are disaggregated and
proxy indicators to the Glebal Indicators, There are alsoc two New Indicators.
The attached sheet lists these indicators, It was the general view of the
Croup that providing values for these additional indicators will not constitute

a heavy burden on the national authorities.

The Regional Committee may like to review these indicators. The Regional
Indicators should be approved by the Regional Committee, inasmuch as the Global
Indicators had been discussed and approved by the World Health Assembly. Member
States in the Region would be committed to include the indicators, as approved

by the Regional Committee, in their progress and evaluation reports in future.
L]
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Life expectancy at birth, separately for males and females. (Supplement
to Global Indicator 10).

Gross domestic product (GDP) per head. (Supplement to Global Indicator

12). The annual growth rate should also be computed.

Additional Indicators

Average annual rate of natural increase.

Unemployment rate.




