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In 1981, the World Health Assembly (a) adopted the ~lobal Strategy 
for Saalth for A l l  hy the Year 2000 {HFA/2000), (Resolution WHA34.36). 
followed by the Plan of Action for its implementation (Resolution 
WHA35.23) .  

The monitoring and evaluation of national strategies and plans are 
essentially national responsibilities. However, the Plan of Action also 
requited that WHO governing bodies periodically monitor and evaluate the 
regional and global strategies. Theae activities must be largely based on 
national monitoring/evaluation reports, and/or on other official 
documents. According to the Plan of Action and its amendment (as per 
Resolution WHA39.7), the following reports were presented to the ~egional 
Committee for the Eastern Mediterranean (EMR)t 

- The First Regional Monitoring Report, 1983 
- The First Regional Evaluation Report, 1985 
- The second Regional Monitoring Report, 1988 
- The Second Regional Evaluation Report, 1991 

They are referred to here as Ml, $1, M2 and E2, respectively. Following 
diecuesion by the Regional Committee, the reports were forwarded for 
inclusion in the respective "global reportav. 

The framework for the present monitoring (CFMJ) was distributed to 
Member State8 of the EhfR before mid-1993; they were requested to submit 
the national reports (referring to the situation in 1993 if available, 
otherwise to 1992), at the latest by the end of January 1994, A regional 
meeting was held in September 1993 to explain this new framework and how 
to prepare the national reports. After several reminders, and to abide by 
specified dates ta distribute do~umenta for the pseeent ~ e g i o n a l  ' 

Committee, a cut-off date was set at 2 1  April 1994. For one reason or 
another there was no responee from Afghanistan, ~ s l m i c  Republic of Iran, 
Lebanon, Libyan Arab ~amahiriya, Somalia, United Arab Emirates or Republic 
of Yemen. This report is based on replies from 15 Member States, and on 
information available in the Regional office about the other seven. 
Clarifications about statements or figures that aeemed unclear or 
inconsistent received by the cut-off date have been included. Reports or 
clarifications arriving after that date will be included in the final 
report as the contribution to the global report. 



In reviewing this report, please note the following: 

i) "1988 dataw meane latest data available as of the M2 (1988) report, 
irrespective of the actual reference year. T h i ~  should underline the 
problem o f  timelineaa of indicator valuea reported, and the negative 
effect of different reference year. in giving a meaningful Regional 
average value. 

ii) The presence of contradictory figures in different official sources, 
or data with apparent internal inconsistenciee, is a common problem. 

i j i )  There hnn hann some change in t-he compo~i~inn of the RMR uinca tha 
first evaluation ( 2 9 8 5 )  report, which incLuded Israel but not 
Morocco. The former two Yemene appear in thie report as one. 

iv) In interpreting longitudinal trends, the number and identity of 
countries reporting an indicator value affect, to a varying degree, 
the value of the regional average. 1t i a  aleo worth noting that the 
reference year of reported data affects the value of the regional 
average of all indicators, as ite calculation is often baaed on 
reported country data for different reference years when there is no 
available data tor the eame year. 

V) Name8 of countries are given merely as examplee to substantiate the 
statements, favourable or otherwise, without being exclusive. 

1.1 sociopolitical develoment 

cevsra l  favourable changee occurred in the political aituation in +he 
Eastern nediterranean Region such as the settling of the problem in 
Lebanon, evolution of a unified Yemen and, more recently, the signature of 
the Declaration of Principles on Paleatinian self-rule. Rowever, the 
negative aspects were more significant. Repercuseions of the 1990/91 Oulf 
War still affect many countries, due to mae~ive population movemente, huge 
expenditures and a drop in revenues. The thorny Arab-~eraeli conflict, 
protracted internal conflicts, massive refugee movements, drope in crude 
oil prices, UN sanctions against two Member states, and various border 
hostilities, in a prevailing sluggish world economy, all contribute to the 
scenario in the EHR which includes 5 out of the 47 least developed 
countries (LDCa) in the world. Lack of funds, food, drugs and other 
supplies, of security and the concomitant inability to implement health 
programtea, all add to the suffering of people. Reduction of international 
suppart in health dsvelopment, due to the nmuzging new world aituation 
that followed changee in Eastern Europe and the former USSR, tremendously 
aggravated the health situation in many countries. 



1.2.1 Population size 

The Rogionao total population in 1993 reached about 4 1 5 - 4  million 
(other than 1.84 million Paleetinians in UNRWA-operation fields), 
representing 7.5% of the world's population of 5572 million, compared to 
320 million reported at the time of the firat evaluation report (in 1985); 
thus, the population of the Region increased by about 30%. 

Progress in the control of many communicable diseases resulted in a 
rapid drop in mortality. Tho EMR weighted average arude death rate (CDR) 
is now about 10.2 per 1000 population, 5/1000 or less in five countries, 
but is etill 15/1000 or higher in four countries (all are LDCa) .  Compared 
with 1985, when the average was 12.5/1000, the present average decreased 
by la%, but is still higher than the present world average of 9.2/1000. 
Meanwhile , family planning eff orte in some large-population countries have 
etarted to show results. The EMR weighted average crude birth rate (CBR), 
which was 42.3/1000 in 1985, and 01.6/1000 in 1990, is now 37.6 per 1000 
population, but ie 45/1000 or higher in 5 countries (of which 4 are among 
the LDCe). The rate ie 26.0 for the world total, 14.2 in the more 
developed regions (MDRs) (North America, Europe, the newly independent 
states of the former USSR, Japan, Auetralia and New zealand), 29.4 in the 
less developed regions (LDRs) ( i . e . ,  other), but 43.9 for the LDCs. Thus, 
the rate of natural increase a 2.7% for 1993, below the rate of net 
population increaee; tho population influx into the Region is about 
0.8 million a year. Table 1 give8 a general profile of the EMR, under- 
lining particularly the percentage ahange which occurred from 1985 to 1994 
for each eelected indicator. 

1.2.2 population distribution 

~ h c  overall population density of ths IWR ie 30.2 par lun2, but tho 

inhabitable area conatitutee only a fraction of the total in some 
countries. The urban population aonstitutee 44% of the total, up from 39% 
in 1985. The Region has four urban agglomerations each with a population 
over 5 million, and 27 urban centres each with over one million. 

1.2.3 Population composition 

Due to high birth rates, the EMR haa a young population. By age, 44% 
of the total are below 15 years of age (almoat the same since 1985), 
ranging between 26% in Cyprus and 53% in the Republic of Yemen. The 
elderly population (65 years and over) constitutes 3.1% (10% for Cyprus). 
Thus, the dependency ratio (those below 15 years, or 65 years and above, 
per 100 persons aged 15-64 yeare) averaged 89% for the E m .  It was 50% in 
the united Arab Emiratee (due to a selective expatriate labour force) and 
126% in the Republic of Yemen. The E m  average was 92% in 1985. ~ h i a  shows 
the economic burden on "working-agew people, though certainly not all are 
working and earning. 



Table 1 

selected cbaqraphic a d  sooioeconauLc data for the Region 
for the First (1985) Evaluation -port (El) 

and a i r d  (l994) Nenitorimg -port (Y3) 

* AS percentage among thoee aged 15 years and over 
** For aecond (1991) evaluation report ... = Data not available 

I T E M  

surf ace area (h2 ) 

Total population (milliqn) 

population density (/hz) 

Population composition 
( %  out of total pop.): . Under 5 year8 . 5 - 14 years 
. 15 - 64 years 

6 5  yr and over . Males, total . Males, 15 yr and overf . Females, child-bearing age 
. urban population . Rural and nomadic pop. 
Population growth ( % ) a  . natural increaee 

. Net increase 
Vital statiatice: . Crude blrrba (/looo pop.) 

Crude deaths (/lo00 pop.) . Xnfant mortality (/lo00 LB) . Under-5 mortality(/lOOO LB) . Maternal mortality 
(/lo 000 LB) 

~ i f e  expectancy l yr ) :  M 
P 

~ocioeconomic data: . Adult literacy (a) :  Total 
M 
F . Per capita (US$) r GNP 
GDP 

. unemployment ( t )  

% 

CHANGE 

5.7 

29.6 

31.9 

REG. 

el 

13.00 m 

320.5 

22.9 

16 
28 
52 
4 

5 1 
5 2  ... 
39 

6 1 

2 . 6  

3.0 

42.3  
12.5 
97 

132 
37- 

56 
57 

3 8 
4 9 
2 6 

1 645 
1 375 

3.9 

AVERAGE 

~3 

13.74 m 

415.4 

30.2 

17 
2 7 
5 3 
3 

52 
51 
2 2 
4 4 
56 

2 . 7  

2.9 

3 7 . 6  

10.2 
7 4 

105 
3 4 

6 2 
6 4 

4 6 
5 7 
3 3 
1 162 
1 620 

10.1 

M3 DATA 

R A N G E  

695-2.506 m 

0.520-126.4 m 

2.6-774/km2 

TOTAL 
(million) 

13.740 

415.4 

- 

70.2 
112.2 
220.9 
12.5 

214.3 
120.7 

6.2 
-3.6 
1.9 

-25.0 
2.0 

-1.9 

9.0-21.38 
16.6-31.28 
44.2-67.7% 
1.1-10. OR 
49-63% 
4 1-698 ... 

12.6 
-8.1 

3.8 
-3.3 

-11.1 

-18.4 
-23.7 
-20.5 
-8.1 

10.7 
12.3 

11.1 
16.3 
26.9 

-29 .4  
17.8 

159.0 

17.7-27.1% 
18-1009 

0-82% 

1.0-3.86 
0.7-4 .48 

20.0-52.3 
2.1-28.0 
9.7-182 
12.3-252 

0-110 

42.0-74.1 yr 
41.0-78.6 yr 

11-94% 
18-988 
6-9 1% 

170-17730 
89-17610 

0.0-28.0% 

93.0 
192.8 

232.6 

11.2 

12.0 

1 5 - 6 2  

1.24 
1.15 
1.63 
0.053 

- 
- 

106.4 
67.0 
37.9 - - 
23.5 



T a l e  2.  ~dult literacy rate (\) by aex 

C = No. of counCrios i l l  the interval. 
P = % of the Region's population therein. 

The sex ratio in a population reflect6 the impact of differentials by 
sex in mortality and migration. Adult malea constitute 45% or lea8 in 
Cyprus and Morocco, againsf 60% OK more i n  most aulf countrietl. Ove~all, 
51.6% of the population are malee, and 22.4% are women of child-bearing 
age (WCBA). ~hus, maternal and child health (MCH) servieee must deal with 
almost 40% of the population (about 166 million). 

1.3 socioeconomitz trends 

Females 

Adult literacy (usually for agee 15 years or more), particularly 
among femaleo, playa a major role in the  improvement of health care, for 
the family, the community and the nation. The EHR weighted average adult 
literaay rate (Flobrl ~ndisatar 19) wao 46% (Table 2); it wae higher 

Males 

C 

12 ---- 
5 

---- 
5 

~dult literacy rate 

% 

Leeo than 50% 

50% - 69% ....................... 
70% or mora 

~otal 

C 

5 
-I-- 

5 ---- 
12 

P 

8 7 ------ 
11 ------ 

2 

Total 

E M R  

Trends 

Regional 

Average 

Global 

(E2 ) 

Data 

C 

8 ---- 
5 ---- 
3 

P 

43 ------ 
39 ------ 
18 

6% - 91% ----------- 
3 3% 

31% (23) 

32% (22) 
--------I-- 

26% (20) 
- 

... 
- - -  

...................... 
... ----------- ... 

Range ------------- 
Reg. average 

E2 (C)  

M2 (c )  _-----------_ 
El (C) 

world total 

nDR# 
............. 
 evel loping C. 
-------I----- 

(LDCP only) 

- 

P 

53  
.-.----- 

36 
---I-- 

11 

18% - 98% 
----------- 

579 

559  (23) 

56% (22) 

459 (20) 

... 
- - .  

... ----------- ... 

11e - 94% ----------- 
469 

44% ( 2 3 )  .............................................. 
458 ( 2 3 )  

----------I 

388 (21) 

66% 
.............................................. 

95% ----------- 
6s@ ----------- 
40% 



c = NO. of countriee in the interval. 
P = % of the Region's population therein. 

among males (57%, range 18-98%) than females (33%, range 6-91%),  and among 
urban (57%) than rural population (29%); urban/rural data were available 
from 12 countries only. The rate For females waa below 50% in twelve 
countries with 87% of the female population in the Region. The EMR average 
changed minimally s ince 1988, and is below the global average for 
developing countries (65%). The rate reached the target of 70% in nine 
countries with just 11% of the EMR population, and was 70% for each sex in 
only five countries with less than 2% of the EHR population. It seems 
unlikely that the EMR will achieve that target by the year 2000. 

Per capita ( $ )  

Leas than $500 
....................... 
$500 - $1999 

....................... 
$2000 or more 

severe negative effects on health occur among the low-income claaa. 
Unemployment data are usually incomplete in devaloping countries and, in 
view of the prevaiLing way of life, the concept itself may be 
inappropriate. The E m  weighted average unemployment rate rose steadily, 
from 3.9% in 1985 to reach 10.1% in 1993. It exceeds 15% in five countries 
with 318 of the EMR population. underemployment, an important element in 
economic activity, has increased more than unemployment. 

Total 

E H R 

Trends 

Regional 

Average 

Global 

(E2 

Data 

GNP 

Range 
------------- 
Reg. average 

E2 (C) ------------- 
u2 ( c )  ------------- 
EL (c) 

World total 
------------- 
MDRa 
------------- 
Developing C. 
------------- 

(LDCS only) 

C 

5 ---- 
7 

---- 
10 

GDP 

P 

4 3 ------ 
4 5  

------ 
12 

C 

$L70-17730 
----------- 

$1161 

$1093 (23) ----------- 
$1131 (23) 
-------"..--- 
$1375 (22) 

$3727 
----------- 

$1 7 7 7 7  
----------- 

$700 ----------- 
$219 

P 

3 
---- 
10 ---- 
9 

3 7 
------ 

5 2  ------ 
11 

$89-17610 ----------- 
$1620 

$1445 (23) ----------- 
$1560 (23) 
----------- 
$1645 (22) 

... 
----------- 

a - m  ----------- 
. . . ----------- 
. . . 



In Table 3, the EMR weighted average per capita gross national 
product (GNP) (Global Indicator 2 0 )  is ~ ~ $ 1 1 6 2 ,  with a loo-fold rarrge, but 
is less than the target level of US$500 in 5 countries with about 43% of 
the EWR population. It ia below the 1985 level, and much below the world 
average (US$3727). The average per capita qrosa domestic product (GDP) is 
higher (USS1620) than GNP, with 3 countriee only below USS500. The impact 
of the drop in crude oil prices and increasing unemployment will be more 
prominent later. Changee in national GNP and GDP data expressed in US$ may 
reflect changes in exchange rates rather than a real rise or drop in the 
GNP~GDP . 
2 -6 In EEALTJS STATUS 

Health status i e  the level o f  health of an individual, family or 
community at a given time. Since it is difficult to define and meaeure 
"Complete physical, mental and social well-being", negative m e a s u ~ e s  of 
mortality and morbidity are commonly used ae proxy indicator.. 

2.1 Bortalitv trenda 

2.1.1 General mortality 

Trends in the crude death rate (CDR) have already been Uiecusaed 
under "population sizew (1.2+1). 

2.1.2 Infant and childhood m r t a l i t y  (Table 1) 

The EMR weighted average infant mortality rate (IMR) (Global 
Indicator 2 )  ie 71 per 1000 live birtha (Ls), down from 97/1000 in 1985, 
but up from 70 in 1991, partly due to higher revised estimates from 
Afghanistan and Morocco, and a eharp rise in Iraq (due to the war and 
economic sanctions). Regionally, it ie 98/1000 for rural and 48/lOOO for 
urban areas. The IWR i a  already below the "targatn of 5 O / 1 0 O O  live hirthn 
in 14 countriee with 37% of the EMR live births (compared to only 
7 countries in 1985), but is 100/1000 or more in 4 countriee, all LDCS. 9 T h i ~  shows a need for greater effort to provide child health services in 
the LDCS. The global average is 75/1000 for developing countries. Five 
countriee of the Region have already achieved "Regional targete for HFA 
strategy by the year 2000n, as set in Resolution EM/RC~~/R.IO. 

The under-5 mortality rate (USMR) (Global Indicator 3) dropped 
further, from 132 per 1000 live births in 1991 to 105 per 1000; it was not 
ueed in earlier reports (global average 104/1000). Thin exceeds the target 
level of 70/1000, set by WHO in its Ninth General Programme of work 
(1996-2001) for nine countries with 65% of the Region's live births. There 
is a wider range within the EHR regarding the U5MR than regarding the I=, 
and a wider gap between the U5HR and the I m  than in the MDRs, pointing to 
the large number of deaths among children due to causes amenable to socio- 
economic improvement. 



T.bl. 4. Xnfant mrtality raw (UW) and mar-ll sortality rate (u5n~) 

hbla 5.  -tarnal lottiLity rala (mat) (per l o  000 li- birth.) 

c = no. of countries in  tha interval. 
L O of the Ragion'a live bir ths  therein. 

USMR Rate 
{per loo0 live birtba) 

Lee8 than 50 
----------d---C-------- 

5 0  - 69 
....................... 

70 - 9 9  ....................... 
100 or more 

C 

10 
---- 

3 ---- 
1 ---- 
8 

IMR 

Total 

E H R  

~ r e n d a  

~egional 

Average 

Mm 

NO data ....................... 
&coo then 10 ....................... 
10 - 29 ....................... 
30 or more 

L 

22 
------ 

13 ------ 
5 

------ 
60 

L 

c 

1 4  ---- 
1 

---- 
3 

---- 
4 

Rsnge ------------- 
mg. average 

E 2 ( c )  ------------- 
W2 (c)  ------------- 
El ( c )  

olobal 

(E2) 

Data 

C 

---- 
12 

---- 
2 ---- 
7 

Total 

E M R  

12.3-  252 
----------- 

105 

132 (23) ----------- 
... 

----------- . . . 
1 0 4  

----------- 
18 

----".------ 
117 ----------- 
$98 

r, 

37 ------ 
5 

-"..-".-- 
46 

12 

L 

1 1  
------ 
33 ------ 

9 ------ 
57  

Rsnge ------------- 
mg. Average 

Tronde 

Regional 

Average 

9 . 7  - 182 ----------- 
7 1 

76 ( 2 3 )  ----------- 
79 ( 2 2 )  ----------- 
97 (91)  

World total ------------- 
~ R R  .".------------ 
Developing c . ------------- 

(Lws only) 

0.0 - 110 ----------- 
3 4 

6 B 
...---------- 

S 4 --""------- 
7 5 ----------- 
I19 

82 ( C )  

M2 ( C )  ------------- 
151 ( c )  

32 1 3 2 )  ----------- 
27 ( 2 0 )  ----------- 
37 ( 2 9 )  



2.1.3 Maternal mortality (Table 5) 

The maternal mortality rate (MMR) (G-), shown here aa 
the number of maternal deaths per 10 000 live births, measures the 
possible risk to a mother when giving birth to a live baby. The weighted 
average is 34 per 10 000 live births, a minor change since the f i r s t  
evaluation. It is below 10/lO 000 in twelve countries in the EMR with 33% 
of live births, and 30110 000 or more in 7 countries with 57% of the live 
births. A downward trend ie expected ~f we achieve the Regional target3 to 
have in every village "at least one trained traditional birth attendant, 
if no other qualified or better trained person ie available, to provide 
the requirad care-" Among the 18 countries providing earlier data, three 
have achieved the Regional target for MHR. 

1t is likely that earlier figurea have been underestimated, as they 
are based on limited hospital data or on defective vital registration. 
However, the average life-time riuk of death from maternal causes is 
toughly 1-2.5 per 10 000 live birth@ if iuhe lives in an industrialized 
country, and as high an 1 in 15 in the LDCs. The majority of women at risk 
are poor, live in rural area*, are poorly educated if at all, and have 
repeated pregnanaies at short intervals. 

2.1.4 Wain causes of arortality 

Aside from the problems of under-regietration of death8 and zhe 
quality of aertifioakion o f  the c a u m r m  of death, not many countries 
reported such etatietice. X f  any, they are mostly at the level of main 
chapters of International Classification of Diaeasee (ICD), or relate 
only to hospital deathe, thus limiting international comparisona. Acute 
respiratory infection. and diarrhoea1 dieeaaes are etill prominent causer; 
e.g., together they led to about 480 000 deaths in Pakiatan and 80 000 
deathe in Egypt in one year, while deaths from malaria are decreasing 
(only 112 daatha in pakietan and none in Egypt) -  Tho s~lna applies to 
EPI-target diseaees (except TB), and other infectious diseaaes in general. 
cardiovascular dirreasee (cvDs], accidents (particularly road-traffic @ accidents ) , neoplama , and other respiratory and urogenital di~eassm am 
causes of death are increasing. 

2.1.5 Life expectancy (Table 6) 

Life expectancy at birth (gobal ~ndicator 1) measures the positive 
aspect of health status. ~ i f o  expectancy averaged 63 yeare (range 
42-76 years)? 62 years for males and 64 yearm for females. It warr below 
50 yaara in 4 out of the 5 LDCe, and higher among males in two of them, 
but achieved the target of "over 60 yearaw in 17 countries (as compared to 
only 12 in 1985). The EI4R average has been progressively rising since the 
1985 evaluation, but tho r i s e  ha. recently slowed down. Earlier increaaee 
i n  life expectancy may have been revieed estimates follawing revision of 
XICR estimates. 



(years) 

Less than 55 years ....................... 
5 5  - 59  years ----------------------- 
60  - 69 ysarcr 
....................... 
70 yeare or more 

Total 

E I R  

Trend6 

Regional 

AVellRge 

Global 

(E2 1 

Data 

Range 
------------- 
R e g .  average 

- - 
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MDRS 

Developing C .  
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C a NO. of countries in the interval. 
P = % of the Region's population (in each sex) therein. 

It is difficult to provide meaningful international comparisons in 
morbidity trends. Data in national reports are quite heterogeneous, and 
are based on general ambulatory (autpatient) cases, or hospitalized cases, 
or only on notifications, implying that they will be subject to 
completeness of notification, if notifiable at all. Some figure6 referred 
to incidenca, others to prevalence; some referred to cases, others to 
epieodee. The number af diseases reported variee from one country to 
another, and for the sama country from one year to another. Hence, when 
hereafter the nsmgs o f  some countries appear, t h i e  should not mean the 
absence of the disease nor even a decrease in other countries. 



More than 10 000 cases of cholera were reported during 1993 from each 
of Afghanistan, Djibouti and Pakietan, but 8 other countries also reported 
the dieease. The Ialamic Rspublic of Irmn has been regularly reporting 
caaes since 1985, and Iraq, Kuwait and Horocaa have reported cases for at 
l aant -  1 aucceeeive yeare. 

The BPI-taruet diseaeeg are aommnted upon in conjunction with 
immunization (5.6). Nine countries reported cases of gabias during the 
past 3 years, and tha number rxcmeded 3000 cases in 1991 and 1992 in 
Yemen. NO caees of denque were reported; 12 countries reported brucellosie 
(exceeding 7000 case8 from each of 1alamfc Republic of Iran, Iraq and . . .  
Saudi Arabia), while p r e n i v  was reported by 18 countries 
(particularly Islamic Republic of Iran, Sudan and the Republic of Yemen). 
Data on leprosy are difficult to aonpare; most casee were in Sudan and 
Pakistan. oulf countries deport expatriates found to have leprosy. 
Relatrvely epealting, nulneroue caser of syphilis and other eexuallv- 
transmitted diseases are reported from Bahrain , Djibouti and Morocco. 

During the 3-year period 1991-93, large numbers of casss/spisodes of 
diarrhoea1 diseases were reported from Ialamic ~epublic of Iran, Jordan, 
Onan, Pakistan, Tunieia and Yemen, Uphoid and ~aratvphoid from the 
Islamic Republic of Iran, Xraq, Pakintan and Sudan, while limited 
outbreaks of food ~sieoninq occurred in Bahrain, Onurn, Qatar and Sudan. 
Large numbers of caees of acute reauirat~ry infection were reported from 
Egypt and man, and, relatively ~paaking, almo from Qatar. Reported cases 
sf influenza exceeded 25 0 0 0  in ecch of Oman, Pakistan, Tuninia, m w A -  

operation fields; relatively numerous cases occurred in Bahrain. 

During the last 3-year period 1991-93, palaria transmission did not 
occur (or occurred only sporadically) In Bahrain, Cyprus, Jordan, Kuwait, 
Lebanon, Libyan Arab Samahiriya, Qatar and Tunisia; in most of these 
countries, however, conditione of transmiesion still exist and 
reappearance following imported caoes or carriers  cannot be excluded. 
Nationwide control programmes are carried out in Egypt, Islamic Republic 
of Iran (about 47 000 confirmed cases), Morocco, Oman (about 15 000 @ casem), ~akistan (about 99 000 casem), saudi Arabia (about 10 000 cases), 
Syrian Arab Republic and united Arab Emirates; yet transmission often 
occura in limited areas only (e.g., Fayaum in ~gypt), while parts are 
already malaria-free (e.g., eaetern region, Saudi Arabia). In the 
remaining m i x  countrie~ of the Region, control programmes do not cover the ' 

whole population, and transmission is heavy at leaet in parts af their 
territories; the number of cases reported ie about 6600 for ~jibouti 
(1992), 4900 for Iraq (1993), 32 000 for Sudan (1992) and 31 000 for the 
Republic of Yemen (1993). Eight countries reported the absence of 
glracunculiasiq; Oman, Pakistan and Sudan reported a few cases. Eleven 
countries reported leiahmaniaeis during 1991-93, and the number exceeded 
5000 cases in each of Ielamio Republic of Iran, X r a q ,  ~ a u d i  Axabia and 
Byrian Arab Republic. The number of achietoaomiasis casee is diminiehing 
in most countriem; Iraq reported an increame with the appearance of new 
foci in agricultural areas due to lack of molluecicidee. 



Data on dcron-~nt malnutrj=ti~a in the national monitoring reports 
were very sporadic, and related to limited rtudiss on different population 
groups. Thue only two co~ntrier comansnted on vitamin A deficiency, 5 on 
iron deficiency and 5 on iodine deficiency. A0 regards the index of 
Ceetb, available data from 20 oouqtrieu g iva  a mwarl w a i y h t s d  average of 

2 . 0  teeth (range 1.0-4.0 teeth) at the age of 12 years. 

2.3 Dieability trends 

This item was not covered in previous reports, ae many E M .  countries 
had not established nrechanisrnu for the collection and compilation of data. 
The paucity of data limit6 m a r r i l ~ ~ y f u l  cuulparisana. 

2.4 yutritional ltatua ~f (Table 7) 

Global -tor a, the "percontaga of newborns weighing at least 
2500g at birthw and ite negative indicator, "tho percentage of low-bkrth- 
weight (LBW) babiesn, measure6 the nutritional status of the mother and, 
in turn, of the fetus until itr delivery. Low birth weight significantly 
affects infant development and survival. The E m  weighted average was 82%, 
rimilar to the world total, and compared to 939 for the EIDRe. The 
percentage reached the target of  90% in 15  countries with only 31% of live 
births (LB) in the E m ,  and as low ae 70% in two with 38% of the live 
births. The urban newborn wan gmnarally batter nourished than the rural 
one. 

The EHR weighted average for Global ~ndicator 6, the "percentage of 
children whose weight-for-age and/or weight-for-height are acceptablew, 
i - e . ,  with a weight within 80-1209 or f2 standard deviations from the 
national or international refermnce value f o r  that age (or height), is 
67%, well below the target of "8t least 90%". only rix countries with 12% 
of the Region's live birth. reached that level. Variations between 
countries were greater here (range 3 8 - 9 7 8 )  than with birth Weight (range 
70-96%), and the E m  weighted average (679)  was far below that for birth 
weight ( 8 2 % ) ,  indicating increasing malnutrition as the infants grow due 
to multiple caumea influencing nutritional atatus- The limited data given 
ehow a better nutritional statuu of the urban than the rural child, and at 
the age of 12 monthe than at 24 months. Bath indicators show a decreasing 
trend since the 1985 evaluation. Before concluding a deterioration of 
nutritional statue, it ehould be noted that country data, particularly 
earlier ones, were often guess-estimates, or baaed on enall studiea, at 
different agea, and in different population graupe. 
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a .  National h e a l t h  
expenditure aa % of 
GNP 

b. HoH budget 
as 8 of GRP 

a .  WOH budget ae % of 
t o t a l  g o v e r ~ n t .  
budget 

d .  MOH regular budget 
aa % o f  t o t a l  
government regular 
budget 

e. Per capita  ( $ )  
MOH expenditure 

f .  Per  capi ta  ( I )  
national health 
expenditure 

c 3 No. of countries in the interval 
P - o f  tho Regionme population therein 

c b 
Percentage 
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3.1 pinancia1 resources (Table 8) 

Global X n d i c a w ,  the Wperoentrge of graaa national product (GNP) 
spent on healthn, ehows the relative priority given to health. The 
numerator refers to "national health expendituresu, be it government or 
private. country data differ as to what is included in the numerator. Some 
countrie~, therefore, uae emaller aggregates (e.g. government beulLir 
expenditure, or even the NOH only), as well as a percentage of GDP rather 
than GNP. with these reeervations, the EMR weighted average was 4.6% 
(range 0.6-10.0$), lower than in 1988 and 1991. though the per capita GNP 

was nearly the same asr in 1988 (Table 3). The proportion was below the 
target of 5% in 13 countries. 

In the absence of detalla, proxy indicators may be uaed. Data from 
17 countries on the percentage of DNP allocated to the  ini is try of Health 
(MOEI) gave a weighted average of 2.6% (range 0.9-5.1%); it was 2.5% or 
more in 9 countriea containing 35% of the E m  population. This average ie 
slightly lower than in 1991 and 1 9 B B .  The EMR weighted average for the 
total public expenditure on health as a percentage of GNP was 3.3%. 

since the GNP and health expenditures vary Widely in abeolute terms, 
the per capita health expenditure expreseed in Us$ is another proxy 
indicator. The EHR averagem are: from the MOH $23.2 (range $0.4-738) 
againat $30 in 19BB, all government sources $38.0, and a total of $43.3 
(range $1.3-1030) as national (including private) health expenditures. 
Thue there is some drop in per capita health expenditures, despite 
inflation and rising  price^ of druga, food and other health services. The 
WOH spends lee8 than $10 per person yearly in 6 countries containing 5 8 1  

of the e m  population. ~vidently, international cornpariaone and trends 
here should be taken cautiouely, as they are affected by variations in the 
exchange ratorr of national currencies versus the 11SS- 

Whether these reeources are directed according to HFA etrategies 
~ h o w s  in the *percentage of national health expenditure devoted to ioaal 
health services" (Global rndicator 17), f.e., health care delivered to 
individuals, familiea and connnunitiea from the first level of a health 
syatem based on PBC (Table 9). The EMR weighted average is 34% (range 
4%-88%). Apparently, the countriee varied w i d e l y  in what was w a n t  by ' 

"devoted to local health services", apecially if the budget structure does 
not permit calculating this percentage with lrome accuracy. The global 
average for the world total is 18% and 37% for the LDCe. 

The human rasourcoe problems facing EHR countriea vary. There has 
been a massive departure of trained manpower due to known circumetancea 
(Kuwait); and difficulties of replacement (Libyan Arab Jamahiriya, 
Somalia). other problema include a shortage of certain categories, 
particularly dentists, nursing and midwifery personnel, and technicians, 
either due to cultural and employment factore, or to lack of education and 
training equipment and facilities; imbalance between categories, e.g. more 
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S e l e c t e d  indicators of health expenditure - percentage of 
national herlth expendi,tum d m w t e d  to local. baaltb aervices 

C = NO. of countries in the interval 
P = % of the RegiotI'6 population therein 

physicians than nursing personnel; an over-supply of physicians; or a 
shortage in the proportion of nationala, especially physicians (where 
nationale in some countries constitute only lo-12% of the total) but 
higher for auxiliary and nursing staff. Expansion of health services needs 
eeeme to proceed faster than the increase in availability of trainsd 
nationala. 

P 

8 
------ 

4 
------ 
ra ------ 
46 

Percentage 

Wo data ....................... 
Leas than 20% 

-------+--------------- 

20% - 430  ....................... 
50% or more 

Most countries are trying to improve the situation, both in numbers 
and in quality. Training inatitutiona are being opened or expanded, mainly 
for auxiliary disciplines to provide a better balance between the 
categories, as well as new medical achoola (Cyprus, man), nuraing schools 
or institutes (Egypt, Qatar) particularly attracting student6 from the 
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local area (Oman), and health technical institutes (Saudi Arabia). Few 
countries have carried out studies to estimate their future manpower needs 
(Iraq, Somalia). Making better u of exi~ting personnel (Morocco), 
etrengthaning the concept of team work with a job deacription for each 
member (Kuwait, Saudi Arabia), or paying attention to such apecializatione 
as family and community medicine (Jordan, Sudan, syrian Arab Republic and 
the Republic of Yemen) are other approachee. Egypt has pooled the training 
components in all wforeign-financed projectsw under its Department of 
Health Manpower Development, in the Ministry of Health. 

The E m  weighted average ratio of phyeiciana hae rieen from 4.5 per 
30  ooo population in 1995 to 7- 3  (range 0.6-23.5). The ratio was less than 
5/10 000 in 8 countries with 41% of total EHR population (including all 
5 LDCs), and 15/10 000 or more in 6 (with 20% of the total). There is 
still a lack af dentiate, deapite a rise in the ratio from 0.6 to 0.9 
(range 0.0-8.3) per 10 000 population; it was O.l/lO 000 or less in 
4 countries (a11 local, but 2.0 or more in 7 countries (20% of ~ l ~ l  
population). There was a minor change in the ratio of nursing/midwifery 
personnel, from 9.0 in 1985 to 10.0/10 000 population (range 
1.2-54.2/10 000). Thua there ie an overall ratio of 13-14 nursing/ 
midwifery personnel per lo phyaiciana. For comparison, the ratios around 
1982-85 in the scandinavian countries (Denmark, Finland, Norway and 
Sweden) were 17.9-23.7 physicien~ and 60.1-98.2 nurse8 per 10 000 
population, or 26-42 nurses per tan phyaiciana. The limited data on 
within-country diatribution of human resources ahow wide variations in 
t h e i r  availability, e.g. the ratio wae 10-times ae high or more for 
phyaicians in 5 out of 15 countries, for dentists in 7 out of 11, and for 
nursingjmidwifery personnel in 3 out of 13 countries. 

In partial response to the countries' needs, EMRO's Leadership 
Development Programme in xnternational Health (LDP) has continued. The 
second session took place aa a Regional office activity in 1991/92. Xt was 
then decentralized and held in Engliah Sg Fakiutan during 1993 /94 .  

The E m  weighted average ia 1.1 primary health care (PAC) units per 
10 000 population, close to the 1985 level. The range is 0.1-2.3 units/ 
10 000, and is leas than l.O/lO 000 in 12 countries with 52% of the EXR 
population. The average for hospital beds ie 12.1 beds/lO 000 population ' 

(range 3.3-57.1110 OOO), and is below 10 beds/lO 000 in 5 countriee (4 of 
which LDCs). The latter average dropped from its 1985 level of 13.6/10 000 
showinq that the population is growing famtsr than the expanding health 
care facilitiee. 

Global Tedicrtor l@ states that "Resources for PHC are becoming more 
equitably dietributed" although there are within-country variations in the 
availability of resources (paragraph 3.2). Resources are concentrated 
rnoetly in the capital regions, for r variety of reasons, especially in the 
LDCs. The range was as high as 153- time^ aa high for phyeicians, 113-times 
for hospital beds, even 39-timea as high for nursing/midwifery pereonnel, 
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all in T.nce. TO remedy this aituation, ~riority has been given to under- 
served population groupr in conrtruating new PHc units, or in assigning 
physicians (Horoaco), sometimes by means of legislation (Egypt, Syrian 
Arab Republic). Iraq offere tranefer to provincial capitale after serving 
a number of years In rural r e ,  while Onban haa spread out its new 
nursing institutes in an effort to attract mtudents (and future nurses) 
from nearby areas. 

4.1 National health nolictea and atrrt.raiwg 

Health ir r right and a roci8l goal. HFA continues to receive 
endorsement as policy at the highart Lave1 (Global Indicator 13). Thus, 
countries update their golicias/mt+rtegier to achieve HFA goale. 

For some countries, the objactive has been to addresia specific areas, 
e.g., to revitaliae health faailiti~e dumaged during the war (Kuwait), 
focus on certain programmes in view of imposed sanctions (Iraq, Libyan 
Arab ~amahiriya), expand to undmrrarvsd areas, achieve a balance between 
primary and secondary care (Bahrain). improve management akills, and staff 
development, especially of nationall ( u a b  Gulf countries). 

4 .2  oraanization o f  the health uyltem baasd on PHC 

A health system is usually organized from the local comwnity or 
primary level, through the intrmdiate (diutrict/region/province) to the 
central levels. The latter two levels deal with elements of the health 
system that are dictated by the country'r whiniatrative set-up. 

Expansion of PliC servio~e to rural and outreach areas is a priority. 
some countries have instituted the syrtem of mobile teame (Syrian xmb 
Republic) or flying doctors for mountlrinoum areas and islands (Oman). 
Urban areas, 80 far receiving PBC servfcea through a variety o f  outlet., 
would receive integratmd merviaas in "urban health centrem" (Egypt). To 
further orient and reorganige the health syetems, existing PBC units are 
being upgraded by expanding and improving the services already being 
provided, while identifying priority programmer. Maintaining and proper 
filing of adequate records (e.g., family folders) is crucial for follow-up ' 

of services. 

A proper zrferrat oyotem, between the  primary and the firat level of 
secondary care, offers the patient more advanced medical care when needed, 
and reduces cortly hospital services, especially where people have direct 
access to them. The out-patient dspartmnte in some hospitals have been 
changed into rpecialized clinicr to receive referred cases only (Saudi 
Arabia). Qatar ham introduced the fax syrtem to expedite referral 
appointment.. In rome countries tha referral system is generally weak. It 
would be incomplete if it wore only in one direction: countries try to 
improve referring back cases to the PBC unit for follow-up (Bahrain). 
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The district health system based on PHC is a self-contained segment 
of the health system, for a population in a defined administrative and 
geographical area, with all institutions (up to and including the first- 
level referral hospital), staff and the appropriate support services 
providing health cars in that area. Many countries have adopted t h i s  
system or are taking action to strengthen it through structuring the 
district health team (health areas in Sudan) and training it in management 
and analysis of progress (Morocao), creating a "district health 
directoratew (Egypt) or "boardw with members from local bodies in addition 
to the "district health officer" (Pakistan), or developing the regional 
(district) health information system (Oman). Modifications exist; in the 
Syrian Arab Republic the   in is try of Heelth i a  revising job descriptions 
and organization at governorate level to be in line with the Pnc concept. 
According to the Itblock distribution conceptu in Bahrain, each family 
physician and his staff is assigned to a well-defined catchment area with 
its own population, schools, clubs, mosques, etc. The health ineurance 
Byatem proposed for Cyprus stipulate. *(-hour front-line health care by 
specialists in family medicine: every person registers with the family 
doctor of hie ahoiue who, working with a practical nurae, will provide 
diagnostic, treatment end preventive care to all family members. Attention 
is being given to the role of the private sector which may be encouraged 
with incentives/loans to build hospitale (Pakistan). Private clinics end 
hospitals can collect their vaccine supply from central government stores 
(Bahrain). 

At present, health planning is still mostly centralized, although the 
rural regions/provinces are gradually beginninq to play a role in planning 
(Oman, Sudan, Tunisia)* Centrally, planning may be carried out by the 
"planning unit" in cooperation with the PHc department (Kuwait) and 
members from all health esctors (Bahrain), or with a multisectoral 
committee (syrian Arab ~epublic). Implementation ie often decentralized to 
a varying extent (saudi Arabia). The need for an adequate health 
information system as a tool in proper planning in well recognized 
(Jordan), and efforts to strengthen it are being made at the nat iona l  
level (Morocco) and/or regional level (Egypt, Oman). There are plans to 
provide facilities to make information available to all health sectors at 
various levels (Bahrain). A "wilayat profilew has been developed in Oman 
as a management Cool in the regions, whlle the "health map" is used in 
Tunisia to ensure the rational supply and development of aervicee. 

The Regional ~dvieory Panel on ~ t a a l t h  ~ n f o r m a t i o n  Syntnmn h e l d  ita 
first meeting in nay 1993. After identifying the need for an organized 
process for developing the national health information system (NHIS), the 
Panel formulated a plan of action for WHO, basically to establish a 
methodology, adapted to the EMR, towards the development of N i i I S .  An 
important component of the methodology is to prepare a "procedure manualn 
for Member states. 

Several countries are also restructuring their health care financing 
systems and training managers in health economics to cope with declining 



EH/RC4l/B 
page 20 

resourcoo to the hoalth sector  and tn increane the health ayatern1s 
~fficiency. The Advisory Panel on Health care Financing held its first 
meeting in 1993. 

4 . 4  ~ntersectoral callaboration 

Collaboration may be at the oentral level (Pakistan), at the local 
level (sudan), only i n  apecific sectore or pragrammaa (Bahrain, Cyprus, 
Qatar), or on ad hoc basis but with no permanent system (Djibouti, 
Moroaco). Centrally, it may be carried out through a "board of healthw or 
equivalent (Egypt, Tunisia), provided that it meeta and functions. The 
Fifth Health Plan (1990-95) in Saudi Arabia stipulates creating a council 
to coordinate health care eervices as well as health-related activities. A 
permanent committee may take on the role of coordination, such as the 
Federal social ~ction Prograunne (SAP) committee in Pakistan, or 
programme-specific inteminietotial eonunittees (Egypt, Oman). ~t the 
subnational or local levels, coordination is often through local health 
connrmittees (Sudan) or regional health boards or conunittees (Pakistan). 
Nongovernmental organizations (NQQs) are often alao repretrented on theae 
committees (Tunisia). 

Poor underatanding nf the role of other rectore in ooordinatian in a 
coamwn obetacle. Inaufficient recognition of the epirit of collaboration, 
or situations in which the nos is not represented on committees dealing 
with health-related matters, even on the wigher council for Planningw, 
inefficient managerial structure8 in the ministries concerned, or contiict 
of interest between the sectora involved, orere also quoted. 

community involvement is the procass whereby communities, families 
and individuals assume responsibility for their own health and welfare, 
and contribute to their own development and that of the community. Global 
Indicator 14 specifies: "mchanisms for involving people in the implemen- 
tation of strategies are fully functioning or are being further 
developed". Thsae mecbaniom~r vary, often through elected community 
repreeentativee or leader. in local or diatrict health cornittees 
(Pakistan, Syrian Arab Republic), or through working groups between the 
PHC centre and community leaders (Bahrain), NGOa (Cyprus), or at the 
central level in committaea (Kuwait). The most ccrnmon role is monitoring 
and overseeing the functioning of  programmes (~gypt, Pakistan), or 
identifying neede, motivation, planning, implementation and/or follow-up 
(sudan). The private sector has an important role to play in the care of 
the handicapped a d  tho elderly (Saudi Arabia). New mechanisms include the 
"Baby-~riendly Hospital initiativem (Oman), the wCommittee for Health 
Friendsu (Saudi mabia), or the  health caravans" (Tunisia). More and more 
E m  countriee are expressing interest in the "bamic minimum needen (BMN) 
approach (a.g., a disadvantaged urban area near Alexandria, ~gypt). A 
coneultation was held in October 1993 on svaccelerating BMN in the EMRw, 
and guidelines on EMU promotional, policy and opexati~nal aepecte have 
been prepared. 
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cultural and ~ocioeeonamic canditions, including a low general level 
of education, are important obstacles, as well as lack of vertical and 
horizontal coordination of involvement, lack of the spirit of 
volunteerism, an acquired attitude considering the state responsible for 
the totality of health eervicea, the sketchy status of local bodies, both 
financially and in manpower, or even the lack of a proper eyetem or a 
clear programme for community involvement depending only on initiatives 
and needs (Qatar). 

There is a growing interest in reeearch that focuses on problems of 
the health system. New divisions dealing with this area have been 
established in some countries (Iraq, Kuwait) or are planned in others 
(Cyprus). In some areas, there may be no structure at the MOH level to 
coordinate research. 8SR may be carried out or organized by established 
institutions, e.g. the National ~natitute of Health (Morocco), by 
committees between the MOH and the Medical School to formulate research 
(Bahrain, Jordan), or through separate projecte, e.g. the "Project on HSR 
and DevelopnIent" (Pakistan) and the "centre for Research, Studies and 
Development in Healthw (~jibouti), both financed by the World Bank, or by 
varioua profonsionala (Qatar, syrian nrab Republic). A "provisional plan 
for HSRw for the period 1991-95 has identified 18 topics for this 
research, and thare are plans to establish a database as a national 
information source for research (Oman). Research may be carried out by the 
MOH in collaboration with other agencies (Egypt). 

4.7 Technolow for delivery o f  PHC 

Rapid advances in science and technology and their application have 
profound implications. Special committees have been established for the 
provision of technology (Bahrain). Standard specifications for drugs, 
chemicals and equipment have often been aet, and are strictly followed 
(Qatar). Member states of the Gulf cooperation council (Gcc) collaborate 

@ in the selection and p u m h a ~ e  of appropriate technology. Morocco is 
introducing a computerized ayetem on equipment required by eatabliahment, 
to permit procurement according to the needa and specifications of each 
locality. A shortage of trained personnel, the absence of a eystem for 
exchange of information on tschnolagy, and the lack of documented 
standards for each technology, are the main obstacles in this respect. 

4.8 International support for health evatem developlnent 

International support for national efforts in developing health 
systems should be aimed at etrsngthening the health infrastructures and 
promoting appropriate health services and technoloqy, so as to create a 
multiplier effect in the receiving countries. Global ~ndicator 15 refers 
to the "amount of international aid received or given for health, whether 
as a donation (aid) or ae a Loan". 
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Intercountry cooperation through tBe GCC may be in the control of 
malaria and other diseases, the bulk purahase of drugs, and in the joint 
production of eesential drugs, medical suppliee and health education 
material. cornpariaon of the amount of aupport is difficult- vary few 
countries provided figures that referred to one aingle year or to a 
planning period, were often partial, and did not allow for the calculation 
of a regional average. For example, in 1992, Egypt, Iraq, Morocco and 
Tunisia received a total amount of international a i d  of about 
us$44 million, UsS1.4 million, us$13.5 million and VsS5.6 million res- 
pectively, while ~jibouti received u8611 million in 1991. However, optimum 
use of such aid is what counts. ~roblema include laborioue administrative 
actions, lack of coordination between ministries in aid for health-related 
activities, inadequate evaluation maahanisma, and a drop in bilateral aid 
following the Gulf War. 

4.9 Emercrencv ~re~aredneea and xelieg 

Unpredictable natural and man-mado disastera lead to serious 
emergency states, affect many sarvicea, and require rapid provision of 
various forme of medical care, eafe water and ranitation, environmental 
health, shelter and involve psychosocial aspects, not to mention creating 
long-term effects. Examples or fheae are el)rthcJUWeS, the Gulf War 
affecting many countriea, and civil etrifr and the influx of refugees in 
others. 

Intersectoral programmes (including health) are needed for a rapid 
response during both the emergency and rehabilitation phases. A national 
plan to deal with health aspects in emergencies may be part of a "national 
dieaater preparedneas planw (Egypt, Oman) or ie done separately, often at 
a later date (Qatar, Saudi Arabia). Plans may need to be tested (Bahrain), 
tested by situation simulation (Tunieia) or upgraded in the light of 
nctlirrl experience (Egypt). The CCC Ministers of Health have rsaommended 
the development of a "disaster centren for the Gulf Statee. 

5.1 Health education and ~rosaotio~ 

Health education and pramtion is an essential. element of PHC aiming ' 

at the adoption of healthy attitudes and practices. It is ueually 
integrated into national health programmes as an activity at the central 
level, but may also be a subnational (regional) activity  ahra rain, syrian 
Arab Republic). Here the MOH often collaborates with other government 
bodise (Oman, Qatar), NGos (syrian Arab Republic), or may depend on other 
sectors euch ae the Hiniatry of ~nforauation and Culture (Iraq) ar its 
equivalent. In some countries there is no rreparate unit for health 
education. 
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often, tho role of health education io not fully recognized by 
decision-makers in some countries, or eufficient efforts are not made to 
develop this specialty. Lack of trained staff, particularly in the 
national language, weak integration of activities by the various bodies, 
insufficient eupervision and auchanimnir for communication, absence of a 
proper health education progrartnne, or of studies on behaviour performance 
and needs, the usual "limited budgetm, insuffiaient audiovisual aids and 
lack of tranaport are many other problem.. 

5.2 ~ o o d  ~ U D D ~ Y  and Droner nutrition 

Food and nutrition influence health aratue. Dependence on imported 
food i t eme  is often the response to inauffioient local production, e.g. 
due to limited cultivable area (Djibouti, Qatar), as an indirect 
consequence of  oil induetry development which attracts more people, 
increase. soil salinity and create. a ahortage of underground water 
(Bahrain), or population growth faster than increased food production 
(Egypt). UN sanctions cgainat Iraq are a opecial case. some aountries have 
witnessed an increaeed con8umption o f  food, changing food habits arid a 
tendency to "quick mealsu with low nutritional value and high fat content, 
l e s ~  vegetables, fruits and high-fibre food. Those, associated with a 
medentary life, emoking and atrema, are cauaing an increase in cases of 
cancer, CVD, diabetes and obesity. 

some countries have formed "national connnitteea for nutritionw 
(Iraq), have national nutrition plsnr (Syrian Arab nepubllc) OF intend to 
develop them (Cyprus), have carried out surveys to aasese nutritional 
rtatus or intend to do so (saudi Arabia), or have introduced a syetem for 
nutritional surveillance (Tuni s ia ) -  Betting policies to ration main food 
items and/or provide eugplementary food and nutrient6 to those in need 
(Djibouti, Iraq, Pakistan), promoting breast feeding (Qatar), or health 
education on proper nutrition (Saudi Arabia) are other approaches. several 
ministries may be involved in addreasing the problem of faod shortage, 
e.g. thoae of health, agriculture, education, economy. a - 
5.3 safe w-r and baaio manitat- (*able lo) 

In reeponee to Global subindicator 7.1, "Percentage of the population 
with safe drinking-water available in the home or with xeaaonable access", 
13 countries containing 43% of the population have reached 80% or higher. ' 

The EMR weighted average ia 71%, up from 67% in the 1991 evaluation. The 
urbanlrural gap is ronewhat narrower than before. Thua 19 countries 
c o r ~ l a k n i n g  97% of the urban population have reaahed r coverage of 8 0 0  or 

moxe, with an Em weighted average of 93% (up from 91%), while 8 countries 
with just 4% of the rural population reached 80% coverage; the rural EHR 
average is 5 %  up from 48%. With respect to the "Percentage of the 
population with adequate excreta-disposal facilities availablen 
-L, coverage in lees than with aafe drinking water. The 
E m  weighted averages are 56% overall, 87% urban (up from 80%) and 34% 
rural (up from 28%). However, 9 countries containing more than two-thirds 
of the EMR rural population have a coverage rate below 50%. 
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Table 10 

~opulatioa coverage: safe drinking-vater and adequdte sanitation 
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workehope and training couress: waate  w a t e r  r e i ~ s n  and CEHANET procedures 
for information exchange were the main topics discussed. 

Among the problems that face expansion of coverage are: problsma of 
financing and tariffs (Morocco), high internal migration resulting in the 
development of unhealthy urban fringe6 (syrian Arab Republic), lack of 
fuel for running the machines (Sudan), or lack of spare parts for 
mnintananna and rapair nf thaaa manhjnea (Traq). 

5.4 paternal child care, includin~ famflv ~ l q n n i n s  for health 
(Table 11) 

5.4.1 Maternal care 

Concerning Glahn1 &~hindica+nr 8.1, nPercentage of pregnant unman 
attended by trained personnel during pregnancyn, Lees than 50% received 
antenatal care in 6 countries with 54% of live births in E m ,  and reached 
80% or laore in lo others with just 14% of the live birtho. The E m  
weighted average is 52% (range 2-1000) ,  lower than in 1991. It la likely 
that national figures are, in many cases, mere guess-estimates rather than 
baeed on adequate statistics. The EHR average is below the global average 
for developing countries, oven far the Lnce. Uxhen/rural data ahow an 
advantage for the former in most countriea that reported both figures; the 
EMR average8 are 65% and 28%, reepectively. ~ ~ c l u d i n g  countries with no 
data, coverage for urban women was less than 50% in 3 countries with 17% 
of live birtha in urban areas, and for rural women in 7 countriee with 64% 
of live births in rural areas. 

With respect  t a  Global ~ a i n d i o a t o r  0 . 2 ,  "Peroentage of drlivcriea 
attended by trained personnelw, the EMR weighted average is 51%, almost 
the same for antenatal care, also lower than in the 1988 and 1991 reports, 
and lower than the global average for developing countries. The coverage 
rate im below 50% in 7 countries with 62% of live births in the E m .  The 
EMR average6 were 78% for urban and 35% for rural areas. Institutional e delivery represents one form of attendance at childbirth by trained 
personnel. fnstitutional deliveries as a peraentage of all deliverieu had 
an EMR weighted average of 270,  a slight drop from 1991. It was below 50% 
in 9 countries with 76% of live birthe in the EMR. For both measures, they 
were persistently higher in urban than rural areas. The number of 
countries that have so far achieved the Regional targets is 9 for ante- 
natal care and 5 for care at childbirth, yet the current E m  averages for 
both are well below the target. 

5.4.2 Infant care 

Data on the "Percentaqe of infante cared for by trained personnel" 
(Global Subindicator 8.3) give an E m  weighted average of 61% (range 
30-100%). Like the others it is lower than in the 1988 and 1991 reporta, 
and lower than the world total average. The coverage rate is below 50% in 
two countries only, but these have 41% of all live births in the Em. 
Urban/rural data were available from 11 countries; in no country was 
coverage for the rural infant higher than for the urban. only two 
countries have, so far, achieved the Regional target, but the EMR average 
is well below it. 
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5.4.3 Family planning for health 

xndiq&ol; 3 refer8 to "Percentage of women of child-bearing 
age using family planningw. Bowever, data in the table refer only to 
"currently-married women". Ro data were availabla frwn 7 countriee with 
10% of live births in the Em. In five other6 (with 499 of total live 
births) the rate wae below 30%. The EHR weighted average is 33% (range 
7 - ~ b & ) ,  a caneiderable increase from that of 188 (ranpe 8-47%) in the 1991 
report. Coverage may be limited in rural areas and urban fringes, or 
family planning (FP) may be the responsibility of another ninistry in weak 
coordination with the MOH. Strengthening oL training, revision of the data 
collection system &nd expanmion or aervicee to rural areas are commun 
remedial measure#. Other activities include: uae o f  mobile FP teams for 
rural areas and domiciliary vieits for motivation (mrocco); introducing a 
community-based motivator and eerviae provider in large villages 
(Pakistan); expansion of BP services to hospitale (Syrian Arab Republic); 
or provialon of IUD. free in a11 health centres and coordination with .GOB 
(Bahrain). 

General rrroblema and actions 

h variety of problem# were encountered in providing MCH services. 
Insufficient numbers o f  trained staff, arpecially at the periphery, a lack 
of supervision, and a lack of trenrport facilities, especially for 
emergencies, were common factors. The drain of trained manpower to other 
aountries; qualitative deficiency in training in certain f l e l d o ,  as in the 
control of diarrhwlal diaeamee; a lack of diagnostic and management 
equipment; a lack of motivation in following the infant's growth or the 
concept of  safe motherhaad: or ahanging practice., whereby breast-feeding 
ie currently not a aonutmn practiaa among women in some countries are 
example6 of other problems. The policy in athar countriee may also be to 
increase births. 

~ctions taken includes expansion of training of physiaiane and nuraes 
(Egypt) and/or TaAs in particular (Sudan); promoting breast-feeding (Saudi 
Arabia); introducing a child-care quality asairranco check-list (Bahrain): 
safe motherhood campaigns (~akimtan); consultants attending antenatal 
clinics to supervise and provide an-the-spot training for health centre 
staff (Qatar); a numbor of beds in every front-line hompital reserved for 
emergency obetetricel care (Pakistan); or a committee to investigate the ' 

cause of every maternal death (Oman). 

5 . 5  Control of Loc&.Lv en-a die- 

There har~ k e n  a drop in the incidence of muly of the endemic 
diseases (Kuwait), or of specific dieeases of national importance such as 
schistoeomiasis (ggypt). Several faotors have led to an increased 
incidence of m o m  dieeaeea, e.g., rlow davtalapl~ent of control measures in 
rural areas ar low utilization rates of existing facilities; the 
prevailing emergeqcy oituation w i t h  Ts b e c d n g  a mare eesioue health 
problem than ever before; lack of chemicals for diagnosis and control, and 
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Tmaunkzatioa cmerrrgs for infantm and for women 

coverage 

0 

No data 
...................... 
Leas than 506 

50% - 78% 

80% - 89% 
...................... 

> 

Coverage 

0 

NO data 
---------------+------- 

Lees than 50% 
....................... 
503 - 7 9 %  

....................... 
80% - 89% 

----------------------- 
90% or more 

90% or more 

------------ 

BCO 

Total 

E M R 

Trends 

Regional 

Average 

Global 

Data 

Trende B2 ( C )  

Regional W2 (C) ------------ 
ilverage ~g ( c )  

C 

2 
---- 

4" 
---- 

3 
---- 

2 ---- 
11 

Range ------------- 
~ e g .  average 

E? ( C )  

M2 ( C )  --------.----- 
81 ( c )  

World total ------------- 
HDlU ------------- 
Developing C.  
------------- 
(LDCS only) 

c = lo. of countriea in the interval. 
= % af the Region's population 

therein. 
TT Pxtag. W = Tetanue toxoid ( 1  doeea) . 

during pregnancy. 
a gco is not included in national EPI 
IncLUdes 3 countritra yhere TT2 ie 
nat included in national EPI 
Includes 11 countries where R3V 
is not included in national EPI. 

L 

B ------ 
2 

------ 
1 2  

------ 
35 ------ 
4 3  

5 1  - 100% 
----*------ 

88% 

868 (22) ----------- 
6 7 %  (18) ----------- 
51% (la 1 

77% ----------- 
80% ----------- 
77% 

----------- 
5 6 %  



EM/RC4 1 / 8 
page 3s 

the appearance of new foci of urinary bilharziasia in agricultural areas: 
cyclic variations as for measles; or nmrsly intensified and better 
notification of cases. 

hc ions taken have included strengthaning (Pakistan), or overall 
revieio , of the disease surveillance syatem (Oman); decentralizing 
impleme ! tation of control prograaunea; nmbila teams and home visiting for 
out-reach areau (Marmoo); improving the referral system; or rapid 
repatriation if the patient is a foreigner (Bahrain). m a n  introduced a 
malaria eradication programme in the Sharqeya Region in 1991 and, 
following its succese, is extending it to Batinah Region. 

Global Indicator 10 deals with tho "Percentage of infants reaching 
their first birthday that have been fully inununixed". For the proper @ management of the programme, anely~ia of data mepmzately for each antigen 
would be needed. The weighted average for 1993 showed the highest coverage 
rate for (08%), followed by ( e 0 0 ) ,  then meaules (78%). 

Twelve countries accounting for 25% of total live births in the E m  have 
reached 90% coverage with at leaat three doses of DPT/OPV. In addition, 
5 out of the 20 countries reporting aoverage and accounting for 18% of the 
Region's live births have achieved more than 90% coverage for meaalee 
immunization. Eleven of the 16 countries immunizing with BCG and 
accounting for 43% of the live births in the Region have already achieved 
more than 90% o o v e r a y e .  The vaccinatian cuverage  f o r  Che P a l e s t i n i a n  
population cared for by UNRWA hag reached 95% for BCG, 94% for DPTS/OPV~ 
and 91% for measlea. The EMR average for 1993 immunization coverage among 
children before their first birthday was mliqhtlv lower than that for 
1992. It is worthwhile noting, however, that the average for all four 
immunizations was higher than the global average for developing countries. 
Pour out of the five LDCs (with about 20% of total live births) had 
coneietently the loweet coverage rates. rive countries (Bahrain, ~slamic 
~epublic of Iran, Oman, saudi Arabia, united u a b  ~miratee) in addition to 
UNRWA have already achieved the regional target for infanta (that is at 
least 95% by any antigen). Lately, immunization against be~atitis B has 
been introduced in monte countries; only 10 countries (with about 33% of 
total live births) provided data, and the coverage rate with HBV3 was 
above 90% in six (overall range 15-96%). other imunizationa being added 
to the p r o g r a m  are agOlnrt and German measles (Bahrain, Cyprus, 
Kuwait, Oman, Qatar, Saudi uabia, United hrab Emirates) and Haem.  
influenza s (Qatar). 

As for aobal Gubindicator 8.4, "Percentage of women immunized with 
tetanus toxoid (TT) during pregnancyn, the weighted average is 52%,  range 
12-87%. Coverage was below 50% in 9 countries with 41% of total live 
births (including countries where TT2 vaccination of pregnant women is not 
included in national E P I ,  e.g. Lebanon, Qatar and United Arab Emirates). 
No country achieved the Regional target for women's imunization, (viz., 
at least 96%). The reported coverage with TT for woman o f  child-bearing 
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ago in tho EI(R was 16% (range 4-869) .  which is also lower than that 
reported in 1991. 

From the countries* point of view some obstacles have been 
encountered. Donor support started to shrink and withdraw, e.g., USAID, 
CIDA, Rotary and UNICEF (Pakistan, Syrian ~ r a b  Republic), other problems 
mentioned were: irregular supply of vaccines (Sudan); complacency due to 
euccesa in achieving n ~ ~ n i v e r s a l  coverage" in 1990 (Pakistan): the problem 
of public comprehension of the necessity of completing the seriea of 
vaccinations (Morocco), lack of  syringes (~akistan) and lack of transport 
(sudarl ) . 

It may be useful here to look at the incidence (in 1993) of the 
EPf-target diseases (excluding Afghanistan and Somalia which did not eend 
rsporte), to refleot the impact of the programme. The SL1R is quickly 
approaching the target of "eradication of poliomvelitis by the year 2000". 
Thus, 13. countries and UNRWA-operation fields reported no caaes (against a 
total of 9 in 1990), and the number of caaes was less than ten in 3 more. 
The total number of reported cases, however, rose between 1390 and 1993 
from 1497 to 2451 casea because of the sharp increase in c a m e  reported 
from Pakistan (now accounting for 74% of the total). During the same 
pariod, the total numbor of reported aauae nf r l i ~ h t h e r i a  dropped from 3763 
to 405 (of which 59% were from Iraq) and 10 countries reported no cases; 
pertussis dropped from about 2 7 , 6 2 8  to 2089, measles from 51,390 to 
50,347, from about 10,154 to 4858 (38% of them from 
Pakistan m d  46% from Egypt), and tuberculosis from about 235,422 to 
33,929 (of which 66% from the ~slamic Republic of Iran). The target for 
peonata4 tetanus elimination is 1995. No cases were reported from 
8 countriee (and UNRWA): the number of reported caaen dropped from 4907 to 
3338, of which 88% were from Pakistan and Egypt (see Table 13). 

T a b l e  13 

Bumber of reported canes of BPI disease8 d u r i n g  1990 and 1993* 

* Source: The Expanded Programme of 
Immunization, EHRO. 

 ise eases 

polio 
~iphtharia 
pertussis 
lieaslea 
Total tetanus 
Neonatal tetonum 
~ubercuLosis 1 

 his included all typee of tuberculoais 
(all agea) for 1990 and only pulmonary 
tuberculosie, miliary tuberculoeis and 
tuberculoais meningitis, tuberculosie 
among children (0-4 years) for 1993. 

1990 

1 497 
3 763 

2 7  838 
51 390 
10 154 
4 907 

235  422 

1993 

2 451 
405 

2 089 
50 347 
4 858 
3 338 

33 929 
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5.7 Treatment far C-_n .disea%es and 
5.8 prinuafv health care coveraaa 

Global Indicator 11 refers to coverage by local health services 
e ,  treatment of common diseanee and iiijurioa), including a v a i l a b i l i t y  
of eaeential drug6 within one hour's walk or travel. At the same time, 
Global Indicator 12 refere to coverage by PHC (with at laaet the 5 iteme: 
safe water and adequate sanitation, MCH, PP, imunization, and treatment 
of common dieeaaea and injuries). Thua Indicator 12 is rather new in the 
mense that it is a separate indicator, while in previous reports "coverage 
with PHC", the overall title included the individual componente. Thie ia 
why o u u ~ l t r i e s  have interpreted the  t w o  indicators  d i f f e r e n t l y ;  acnnatimea 
am synonymous, offering one aet of data, and eometimee simply repeating 
the five figurea in answering item 5.8; a minority gave two figurer. 
Table 14 summarizes the data provided. 

0 Table 1 4 .  Population aowraget Local health eenricea/eiic 

C - Mo. of countries in the interval. 
P = % of  the Region'e population therein. 

coverage 

% 

L e s s  than 50% 
....................... 

S O B  - 796 ....................... 
80% - 89% 

....................... 
90% or more 

Total Urban 

Total 

E U R  

Trends 

Regional 

Average 

C 

3 
---- 

3 
---- 

2 
---- 

1 4  

C 

0 
---- 

2 
---- 

0 

20 

Rural 

Range ------------- 
~ e g .  avarage 

E2 ( C j  ------------- 
n2 (C) ------------- 
~1 (c)  

Global 

(E2 ) 

Data 

P 

9 
------ 

15 
------ 

4 5 ------ 
31 

P 

0 
------ 

3 
------ 

0 ------ 
97 

C 

4 
---- 

5 
---- 

2 
---- 
11 

27%-100% ----------- 
82% 

82% (23) 
----------- 
79% (22) ----------- 
73% (ail 

65%-100% ----------- 
97 o 

97% ( 2 0 )  
----------- 

96% (18) ----------- 
94% (14) 

. * .  
----------- 

... 
----------- 

... 
----------- 

... 

P 

25 

5 2  
------ 

3 
------ 

20 

World total ------------- 

359-1001 ----------- 
7 3% 

72% ( 2 0 )  
-..-+------- 
64% (17) ----------- 
62% (14) 

... ----------- 

... 
----------- 

... 
----------- 

... 

90% ----------- 
MDRS 
------------- 
 evel loping C .  
------------- 

(LDCa only) 

100% 
----------- 

89% 
----------- 

70% 
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Tha $Mil weighted avsrage is 0 2 %  (range a7-1001). It reaahed 90% or 

more in 14  countries containing 31% of the total population and is higher 
for the urban than for the rural population due to wide distribution of 
the latter over spareely populated areas. The EMR weighted averagea were 
97% (range 65-100%) for urban, and 73% (range 35-100%) for the rural. 
areas. While 20 countries containing 97% of the urban population have 
reached a coverage of 90% or more, the comparable figures were only 
11 countrise oontalning 20% of the rural population- Tho figures were 
almost the erne aa in the 1991 report. The global average ie 90%. 

6. -8 IH =THY LXPESTY&ES MID EWIROlsI(IRFr 

Among the changes needed to achieve ~ ~ ~ / 2 0 0 0 ,  healthy lifestyles and 
healthy environment are two aspects requiring efforts in many sectors of 
society as well aa by the individual, the family and the conrmunity. 

6.1 promotion of healthv lifestvlefi 

A person'e particuLar way of life is shaped by the valuea, priorities 
and practical opportunities within specific cultural, social and economic 
eituations. Reference has been mads ( 5 . 2 )  to changes in food habite, such 
ae inareasod aonoumption of food, the tendency to "quick anorlo** and 
reduced coneumption of fruits and vegetables. These are harnful life- 
styles, particularly if nocompanied by a sedentary life, emoking and 
alcohol conaumption. The role of liberal sexual behaviour in the spread of 
AIDS and the harmful effscte of gemale circumcieion are of growing 
concern. 

Two other problem areas are tobacco conaumption and the abuse of 
psychoactive aubetancea. Member Btates are taking various remedial 
measures, w c h  a# intensifying health education, using mass media and 
occasions of "speairl days" and keeping in mind the training of required 
manpower. Anti-amking clinics have been aucaessful in encouraging about 
108 of heavy smokers to quit smoking (Saudi Arabia). Health establiehmenta 
have been declared smoking-free zonera (Egypt), even the compound of the 
MOl3 itself, with ronm other rniniatriaa following this example (oman). 
Campaigns, increaeed taxation, regulations dealing with tobacco and/or 
drug produotion, advsrtieing, sales and use (Bahrain, Cyprus, ~uwait, 
Qatar and Saudi Arabia), and promoting sports for youth  ahra rain, , 

Pakistan) are other measures. Control of psychotropic drugs is often 
undertaken partly by the ~inistriee of Health through their psychiatric 
unite; agten other ministries (Ministry of ~nterior) and NGOs are also 
dnvolvea. certain harmrul lifestyles, such the use of khat, have been 
found resistant to change (~jibouti, Yemen). Lack of sufficient data and 
the need for epidemiological and socioeconomic surveys is another problem 
(Tunieia). Intersectaral collaboration is often encouraged (Jordan). 

6.2 Protection of a haalthv e n v i r m e n t  

The lank between environmental hazards and health ia of growing 
concern; a healthy phyeical environment promotea health. Varioue sources 
and conditions cause environmental hazards, ao action plans should be bor;h 
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multisectoraL in nature, and should onaourage participation of tho 
community (Cyprul). Countries noted that the Miniatry of Health should 
collaborate with the municipalities in water supply and sanitation, the 
Miniatry of Agriculture in use of peeticidee, and the industrial eector in 
management of industrial waste (Egypt) or in the selection of places for 
development of industries (Qatar). The primary responsibility for 
coordination may rest with the MOB (Pakistan), a separate Ministry of 
Environment (Syrian Arab Republic), or with a spec ia l  "board/c~uncil~ 
(~uwait); here the role of the MOH ehould be defined. The environmental 
health sections/divisions in the MOHS need strengthening in order to be 
able to provide adequate input for promotion and the creation of a 
supporting environment for health. 

Legislation is essential, to define the roles of various bodies 
involved, for the control of sourooo of pollution (Bahrain), or to lay 

@ down strict specifications related to pro~edures or the use of substance. 
(Jordan, Saudi habia). Introducing advanced methods for the analysis or 
detection of pollution is aleo important (~gypt). Oman gave attention to 
the development of a computeri~ed information system for water, eanitation 
and food hygiene programmee, to serve in "environmental epidemiologyM. The 
appropriate involvement of exiating national service, academic or research 
institutions w o u l d  bc vary f r u i t f u l  (Tunisia). Common related problems 
included lack of trained staff, inadequate laboratory facilities, 
reference documents or legislation; inadequate local framework or weak 
industrial eet-up; and above all, limited resources. 

The eignature of the Declaration of ~ r i n o i p l e e  on 1 3  September 1993 
heralde a new era for the ~alestinians. It guidea their negotiations for a 
self-government period in the west Bunk and Gaza strip. This will have 
great implication8 for the develapment of health services. 

UNRWA cares for approximately 2.9 million registered refugees (as of 
end 1993). in f ivo "operation f ieldsw : West Bank, Gaaa Strip, ~ordan, 
Lsbanon and syrian Arab Republic. &bout 35 40% of them live in o m p s  and 
the reat live in town0 and villages; the urban population conetitutes 
30-50% of the total. The birth rate is high (35-55/1000), the crude death 
rate is low (7.4/1000), hence the population growth rate is high 
(2.9-4.9%). So the population is young; about 50% are below 15 years of 
age, and women of child-bearing age form another 22%, with an average 
family size of 6 persons. The per capita income in the Gaza Strip is $780, 
ancl nearly double tnat ( S l r u o )  in the west sank; the unen~ployn~enL rate i r r  
very high (25-40%, and may reach loo% when curfew is imposed). The adult 
literacy rate is about 60%. 

The IMR and U ~ M R  are estimated at 41 and 51/1000 live birtha, 
respectively, being lower in the campa due to easy access to PBc services 
provided by UNRWA, but are as high a8 48 and 62/1000, respectively, in the 
villages. The main cauees of mortality among infants and children are 
perinatal problems ( 2 6 % ) ,  respiratory infections (23%), congenital 
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ronr l i t innu  ( 1 5 % )  and diarrhoea1 dieeases (13%). The atate of violence, 
unreet and economic hardship prevailing during 1993 affected the overall 
health situation. Up to the end of September 1993, those killed during the 
intifada reached 1255 persona, or which 2 6 %  were children; 85% of the 
total were shot. 

~espiratory j.nXection~ ere the leading cause o f  morbidity. During 
1993, there were no reported cases of diphtheria, partuesie. neonatal 
tetanus (none for the last 8 years), malaria, cholera, schietoaomiaeis or 
leproay. one case of acute flaccid paralysis and two caees of polio were 
reported from the Jordan field; and as regards HIV/AIDS one case was 
reported from the Jordan rleld and two from the Lebanon f i e l d .  several 
limited-scale outbreaks of measles were notified in the Jordanian, 
Lebanese and Syrian fields. The number of reported TB caees has remained 
relatively constant for the past six years. Casem of influenza, dysentery, 
hepatitis, zoonoeee and tubetoulogis need attention. Brucelloaie continued 
to be endemic in the five fields, mainly in the Weat Bank. ~eiehmaniasie 
continued to be reported in the Syrian field, and limited outbreaks of 

0 
meningococcal meningitis were reported from the weet sank. Diabetes, cvus 
and cancer cases are increasing. There is increasing suffering from 
psychotic disturbanoes and mental disorders. About 17 000 casualties 
occurred during 1991-93, and 8 4 %  of all injuriea during the intifada lead 
to permanent disability. A aurvey of the auxnpe in the Qa2& Strip showed 
that 67% of pregnant wornan suffered from anaemia in their last months of 
pregnancy. Boam 2 . 2 %  of children were underrmight during their second year 
of age. 

In the Weat Bank wd Garpa Strip, thera are 487 governmental and 
nongovernmental centree for health care, 23 hospitals, and 1.3 hospital 
beds per 1000 population. In addition, there are 39 govermttental and UNRWA 
laboratories and 28 dental clinics; all 60 rehabilitation centres are 
nongovernmental. There is no national drug policy. There are about 
2350 physicians, 600 dentieta, 650 phamwoiats, 2000 nurses and 380 tech- 
nicians. There is a shortage of nursing/midwifery and auxiliary personnel 
as well as a shortage of specialists. Health sector operating expenditures 
amount to $141 million (excluding private expenditures on drugs), and a 
another $10 million capital expenditure. Out of the current expenditurea, 
48% go for hoapltale, 35% for PRC and 6.6% for dental services. 

According to UNRWA data, first visits for aaibulotory general lnedical 
care reached 345/1000 population, with an average of 3.2 repeated visits 
per patient. About 6500 cases of diabetea were registered during 1993, and 
the cumulative number of registered cases, as o f  end 1993, reached about 
26 000 cases. There were 12 general hospital admissions per 1000 popu- 
lation, with an average bed stay of 4.0 days, and a bed-occupancy rate of 
95%. The corresponding figurea for UNRWA maternity unite were 2.7 per 1000 
population, 1.9 days bed stay and a 6 5 %  bed-occupancy rate. 

About 70 000 pregnant women received antenatal supervision; about 69% 
of the r e p o r t e d  deliveries w e r e  i n  hoopitale or camp maternities, in 
addition to another 16% at private clinics. There were 26 000 family 
planning (FP) acceptors attending 90 FP clinics; IUD devices were the most 
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eonrmon form ( 5 8 % )  followed by contraceptive pills 4 2 7 % ) .  About 76 0 0 0  
infants received care during their first year of life, and 73% of them 
were regular attendants. Vaccination coverage for infants was 94% f o x  
DPT/polio, 96% for BCG and 91% for measlea; 38% of pregnant women under 
eupervlslon were ~ ~ u n i z e d  with YI,. rhe proportio~i ul: s l ~ e l L t f ~ a  I ~ L V V ~  by 
indoor water connectione was 93%, and 57% were connected to the sewerage 
systems while 97% of the camps were served with regular refuse disponal 
arrangements. 

The present monitorzng report demonstrates, in general, good progreas 
in implementation of HFA strategies, as shown by the trends in the 
different indicators given in Figure 1. Yet, certain hplementation 
aepanta n t i l l  o h m  slow progress or even suffer a setback, as a result of 
known circumstances coupled with a rapid increase in population. Below is 
a summary of the current situation and trends at the Regional level. 

(A) psmoqraDhic ana Hocioeconom;lc trend4 

1. The crude death rate and the crude birth rate both went down, but the 
rate of natural increase went up. 

2. The adult literacy rate and the per capita ENP (at current prices) 
both showed a limited increase, against a remarkable increaee in the 
unemployment rate. 

1. The under-5 mortality rate showed a reasonable drop, but both the 
infant mortality rate and the maternal mortality rate Increased. 

2. There was a limited increase in life expectancy. 
3. Levels of adequate nutritional status of children dropped. 
4 .  Acute respiratory infection8 and diarrnoeal dlseases continue to be 

prominent caueea of mortality. While the incidence of many infectious 

e and parasitic dieeaees is decreaeing, CVDs, neoplasms and accidents 
(speoially traffio accidents) are increasing as causies of death .  

5. Large outbreaks of cholera took place in a few countries. 

( c )  ~ e ~ o u r c e s  ~ Q X  health 

1. Relatively speaking, financial allocatione for health, even 
allocations devoted to local health care, are diminishing despite 
inflation and the rieinq coot of hea l th  ocrviaee. 

2. The availability of human reeourcee is improving in quantity and in 
quality, but the relative imbalance between physicians and nureing 
personnel and imbalances of within-country distribution persist. 

3. The availability of fac~lities for PHC improved, but not for 
hospitalization. 

4 .  rnternational support for health system development is diminishing. 
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(D) Develo~ment of health svetems baaed on PHC 

1. HFA continues to receive endorsement as policy at the higheet level. 
2. countries update their policies/strategies to achieve HFA goals. More 

attention ie being given to expansion to underserved areas, regional 
(subnational) planning, health finanaing and cost containment, 
management and information systeme, decantralized administration, the 
district health syetam, improving the quality of PHC, nnd i n n t . i f ~ ~ t . i n g  
a proper referral system. 

3 .  These is wide tacope for improvement in the areas of intersectoral 
collaboration, community involvement, and the role of NGOS. 

4. There is a growing interest in the role of health system research. 

(E) Implementation of PHC 

1. There i s  a growing dependence on imported food items. unfavourabls 
factors such as bad food habits, a tendency to "quick meals" and a 
sedentary lifestyle, etc., are growing. 

2. Population coverage with safe drinking water facilities and adequate 
sanitation has increased, more so for the latter in rural areas. 

3 Except for the use of contraceptivaa, the various indicators of 
coverage with McH oorviaas exhibit r metback, probably nne Panfnr in 
the aforementioned increasee in infant and maternal mortality rates. 

4. Immunization coverage fox infants shows progress in all antigens; 
that for pregnant women with tetanus toxoid ehowed minor change, but 
that for women of child-bearing age has increased. 

The main recornendations are as followsr 

1.   ember state8 should allocate, from public resources, more financial 
input to health services at least to cover inflation and the riaing 
cost of drugs, equipment and services, if not to expand or improve 
the quality of service, realizing that the improved health of the 
population is an investment towarda ewcioeconomic development. 

2. Member states should continue seeking internationat support for 
health ayetem development, from international, multilateral and 
bilateral sourcee, by submitting well-prepared propoeals, in areae 
that will have a multiplier effect, for priority health programmes, 
but not to replace national reaponsibilitiee to meet current 
expenses. Adequate coordination of international aupport, and a 
"master plann identifying the areas where that support would be 
needed, are crucial. 

3. However, with the prevailing trend of reduction in international 
eupport, Member States should not neglect efforts to secure 
additional national funde: 

(a) directly, if possible, through the introduction of cost-sharing 
by the recipient of curative serviaes, or through the promotion 
of community participation: or, 
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(b) indirectly, through ratinnalininq +-he prnvininn of services, 
taking cost-containment measures, and providing a greater role 
for NCOa. 

4. 1t is essential to optimize the utilization of whatever resources 
(national and international) are available, and all ways to achieve 
this should be investigated by: 

(a) better planninq, identifying and, if necessary, concentrating 
on priority programmes rather than thinning out resources. 

(b) better oruanizatioa of the health ayatem baaed on PHC, through 
review, revision and distribution o f  roles, responsibilitiee 
and functiona of varioue health facilities and personnel, at 
the different levels of the health eystem, and atrengtheninq 
the district health system. 

(C) better manaqemeng, by establishing adequate national health 
information systems, making batter use of available 
information, decentralizing administration while raising the 
managerial capabilitiea of eenior and mid-level managers, and 
carrying out health Byetern research to solve operational 
problems of the health services. 

(dl bettar i m n l s m e m ,  by increaeing the knowledge and skills 
of health workers, by continuoua aupervision, feedback of 
information, and strengthening the collaboration and 
coordination between various lavola of the health system, as 
well aa between the h e a l t h  sector and other health-related 
sectors, rationalizing the provision of health service8 in 
terms of equity and quality, and tackling wastage and defective 
management in these eervicee. 

5. TO avoid any further aetback in implementation of  the HFA strategy, 
the woqramme areas that should receive top priority, are MCR 
services and immunization. The nightmare of the resurgence of 
malaria following premature reductian of national contributions 
should alwaye be considered. 

6. Member statea, and WHO, should utilize the findings in thia third 
~egfonal report on monitoring progresa (the laat monitoring report 
until the year 2000), aB a guide for joint Governtmnt/WH~ programme- 
budgeting and action for health development. 

7. The role of WHO collaboration in impleatenting HFA sitratow, in 
providing technical support even outside the collaborative 
programmes, in preparing proposals for and in securing international 
support, in coordinating such support, and in aontinuous and/or 
periodic monitoring and evaluation of BFA strategy, should be fully 
recognized. 
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Figure 1 

Regional averaga trsadr for .<lls r e k t e d  =A indicators 
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1. Member States should allocate, from public resources, more financial 

input to t h e  h e a l t h  servicee, at ' e a a t  to cover inflation and the 

rising costs of drugs, equipment and services, if not to expand or 

improve the quality of services. 

.- 

2. Member States should seek, as much as poesible, to eecure additional 

national funds, either directly, through the introduction of 

cost-sharing by the recipients of curative services, or through the 

promotion of community partiaipationr or, indirectly, through 

cost-containment meaeures, and providing a greater role for NGOS. 

3. Member States should continue seeking international support for 

health systems development, by submitting well-prepared proposals, in 

areas that will have a multiplier effect, for priority health 

programmes, but not to replace national reaponsibilitiee to meet 

current expenaem. hdaquats cuordingtlur~ of international support 

should be realized. 

4.  optimal use of available resource@ ehould be made through: 

(a) better ~lanninq, identifying and, if neceaeary, concentrating 

on priority programmes, rather than thinning out resources; 

(b) better orqanization of the health system based on PHC, through 

the more explicit definition of roles, responsibilities and 

functions of various health facilities and personnel, at the 

different levels of the health system, and the strengthening of 

the district health 8yetem; 



( c )  better manasement, by establishing adequate national health 

information systems, making better use of available 

information, decentralizing administration, while increasing 

the managerial capabilities of senior, and mid-level, managers, 

and carrying out relevant health systems research; 

(d) better -, by increaeing the knowledge and okilla 

of health workers, by continuous supervision, feedback of 

information, and strengthening the collaboration and 

coordination between various levels of the health system, as 

well as between the health sector and other health-related 

sectors, rationalizing the provision of health services in 

terms of quantity and quality, and tackling waetage and 

defective management in these services. 

5. TO avoid any further setback in the implementation of HFA strategies, 

high priority should be given to MCH programmes. The nightmare of 

resurgence of maLaria following premature reduction of national or 

international contributione ehould also always be considered. 

6. Member Statee, and WHO, uhould utilize the findings in thin third 

regional report on monitoring progress (the last monitoring report 

until the year 2000) am a guide for joint government/wao programme 0 
budgeting and action for health development, to ensure the 

achievement of HFA goals. 

7. The role of WHO collaboration in implementing HFA strategies-in 

providing technical aupport, even outside tho collaborative 

programmes, in preparing proposals for and in securing international 

support, in coordinating such support, and in continuous and/or 

periodic monitoring and evaluation of HFA strategies--should be fully 

recognized and utilized. 
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S v for the ~ e p o r t  

~espite favourable political developments regarding the restoration 

of peace in Lebanon and the Israeli-~alestinian agreement, civil strife 

and wars in Afykdniutan and sornalia have caused great loss i n  human lives, 

injuries, displacement of populations and the disruption of health 

delivery systems. 

Even if the GNP per capita has increased slightly as compared to the 

findings of the second evaluation exercise (1990), the difficult economic 

conditions caused by inflation and deterioration in terms of trade, are 

putting s e r i u u u  s l r r i i i l n  url ~ c ~ u u r ~ e s  d a - v u t e c l  to h e a l t h  at a time of 

increasing demands and expectations. As a result, the limited available 

data has showed a downward trend in per capita health expenditure in both 

nominal and real terms. Most governments are giving a low profile to 

health in their investment budgets. Allocation of resources within 

Ministry of Health budgets does not always benefit primary health care 

services. 

The problems of availability of human resources for health vary 

between and within c n l t n t r i e s  and hetween  categories of health personnel. 

~t seems, however, that health services are expanding faster than the 

increasing numbers of trained nationals. physical accessibility to health 

services is improving, although it remains unbalanced within countries in 

favour of urban areas. In some countries incentives are provided to 

improve equitable access to health care. 

Population growth is still high due to a high level of fertility and 

a continuing decrease in mortality rates. The regional population is 

young, with 44% below the age of 15, although some countries are slowly 

going through a demographic transition. The demographic structure puts 

more pressure on the health system due to specified health needs (i.e., 



MCH services). The growth of the population which exceeds that of the 

economy has led to an increase in unemployment and particularly in under- 

employment, with a negative impact on health status. 

Health is considered a human right and a social goal. HFA continues 

to receive endorsement at rhe highest level and many countries have 

updated their policies and strategies in line with HFA goals. 

Member States are paying great attention to the development of health 

systems based on primary health care, with expansion o f  services to rural 

and remote areas, decentralization through well-functioning district 

health systems, proper referral systems and improvement of the managerial 

process for national health development. 

Innovative approaches to intersectoral collaboration and community 

participation and empowerment are being initiated in many countries, using 

the Basic Minimum Needs approach and other means. As a consequence, access 

to safe water and appropriate sanitation is increasing, although coverage 

of the rural population by adequate sanitation still needs more 

improvement. 

The development of health ~ystams basad on primary h e a l t h  care has 

led to improvement in many areas marked by indicators despite downward 

trends in coverage by some health services. ~igures used in previous 

reports were either guess-estimates or drawn from limited studies. 

However, MCH services, including prenatal and postnatal care, assisted 

deliveries and immunization programmes need more support. 

LIE i~upact of h e a l t h  services on "complete physical, mental and 

social well being" is difficult to measure, negative measures of mortality 

and morbidity are used as proxy indicators, 

Infant mortality is decreasing even though some countries are still 

far from the regional target. The number of countries which have already 



reached their regional target has doubled between 1985 and 1993. The 

slight increase from the second evaluation report is due to higher revised 

estimates from some countries and to a sharp increase in infant mortality 

in Iraq as a consequence of the embargo, as well as the conflict situation 

in some less developed countries in the Region. 

The maternal mortality rate has changed slightly since the first 

evaluation in 1984. ~igures related to maternal mortality are likely 

underestimated, based on limited hospital data or on defective vital 

registration. Meanwhile, the majority of the women who die live in poor 

areas, are poorly educate if at all, and have had repeated pregnancies at 

short intervals. 

~eliable data related to the causes of mortality are scarce and are 

often limited to hospital deaths, thus limiting international comparisons. 

Acute respiratory infections and diarrhoea1 diseases are still prominent 

causes of mortality. Deaths resulting from EPI target diseases (except 

tuberculosis) are decreasing while deaths due to cardiovascular diseases, 

accidents (particularly road traffic accidents), neoplasms and other 

respiratory and urogenital diseases axe on the increase. This situation 

has emphasized the epidemiologic transition witnessed in many countries of 

the Region. 

Trends in morbidity are rather difficult to assess for the sake of 

international comparisons. Data in national reports were quite 

heterogeneous and based on outpatient and inpatient medical records, 

However, malaria is still a souxce of great concern as well as the 

resurgence of tuberculosis, cholera and AIDS. 


