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Review

Perspectives on the health care
system of the United Arab Emirates

N.M. Kronfol !

Introduction

The purpose of this report is to examine
some of the available basic indicators of the
health care system of the United Arab Emir-
ates (UAE), to place these indicators in per-
spective as to the likely future
developments in this sector and to suggest
some effective interventions to support the
further development of the health services.

Growth inevitably merges into develop-
ment, a phase that consolidates the earlier
achievements and lays the foundations for
the future. It appears to many concerned
with the health care system of the UAE that
the country is currently at this critical junc-
ture. This paper is an attempt to examine
some of the issues that are likely to be con-
fronted in the next phase.

Demographic indicators

The 1995 population of the UAE has been
estimated officially at 2.378 million resi-
dents. It has also been indicated that the na-
tional population represents some
25%-30% of this number; thus 70%--75%
are expatriates living in the UAE for vari-
able lengths of stay. The distribution of the
population is given in Table 1. The popula-
tion of the United Arab Emirates was re-

ported to have been only 180 000 people in
1968. By 1975, the population numbered
557 000; it doubled by 1980 to about 1 mil-
lion and reached 1.4 million by 1986. The
overall increase has been 13-fold in 27
years.

This increase is predominantly due to
the continuing inflow of expatriates, a tide
that does nol seem (o have changed appre-
ciably since 1968. The overall rate of annu-
al natural population increase has been
noted as 1.86% for the period 1990 1o 1995

Table 1 Population distribution per Emirate
by sex, 1995

Emirate Males Females Total
Abu Dhabi 638 526 289834 928 360
Dubai 467 432 206 669 674 101
Sharjah 251949 148390 400339
Ajman 70 656 48 156 118 812
Oum

Al-Quwain 20 832 14 325 35157
Ras

Al-Khaimah 84 518 59912 144 430
Fujeirah 45830 30424 76 254
Total 1579743 797710 2377453

Source: Annual Report, Department of Planning,
Ministry of Health, UAE, 1995

! Former Chief Adviser to the Minister of Health (1990-1995), United Arab Emirates.
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Table 2 Trends in demographic indicaters and in proportionate distribution of causes of

death, UAE, 1986-1995

Variable 1986 1990 1995

Demographic indictors
Population (million) 1.447 1.844 2.377
Total population increase (%} - 27.4 29.0
Natural population increase (%) 2.96 2.61 1.86
Crude birth rate (%) a1.7 28.2 20.6
Crude death rate (%) 2.1 21 2.03
Infant mortality rate (per 1000 live births) 11.2 11.4 10.0
Neonatal mortality rate {per 1000 live births) 7.9 7.7 7.01
1—4 years mortality rate (per 1000 live births) 1.2 0.7 0.63
Maternal mortality rate (per 1000 live births} 1.0 0.3 0.03

Proportionate mortalify (%)
Cardiovascular 23.3 16.7 20.2
Accidents, poisoning 14.6 11.2 15.8
Respiratory 6.3 2.7 3.4
Tumours 42 48 6.3
Perinatal, etc. 0.1 04 0.3
Unknown 36.1 19.7 19.0

Source: Annual Report, Department of Planning, Ministry of Health, UAE, 1995

(Table 2). However, it is known that many
of the expatriate population is single in the
UAE. If we consider only the total botn to
nationals, namely 20 733 live births, over
their relative representation in the popula-
tion, we obtain an annual natural increase
for the national population of 3.5%, a num-
ber far more likely to represent the true state
and which is similar to the population in-
crease in neighbouring states. Conversely, if
we assume that most segments of the expa-
triate population (generally coming from
neighbouring countries) have the same an-
nual rate of natural increase, we would ex-
pect 63 000 births for the expatriate
population rather than the reported 28 331;
this may also indicate that overall 55% of
the expatriate population is single as far as
its civil status in the UAE. This is an impor-
tant determinant for the planning of mater-
nity and paediatric services in the UAE.

The crude birth rate has fallen from 31.7
to 20.6 per 1000 population in the 10-year
interval from 1986 to 1995; the infant mor-
tality rate has also fallen from 11.2 to 10.0
per 1000 live births in the same period,
while the crude death rate has been stable at
around 2 per 1000 (Table 2). These indica-
tors point to improvements in the health ser-
vices, particularly in causes of death that
can be prevented by immunization or treat-
ment. The neonatal mortality rate has not
varied much (7.0-7.9 per 1000 live births)
indicating the difficult medical conditions
faced in the nconatal period (namely con-
genital anomalies and deformities). Also in-
dicating the improved maternal services is
the major drop in maternal mortality from |
to 0.03 per 1000 live births, a 33-fold de-
crease; this may be attributed to the very
high percentage of deliveries now occurring
in hospital {some 98.9% of deliveries) un-
der medical supervision.
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Table 3 Popuiation distribution (%) in UAE,
1995

Age group Males  Females Total
{years}

Total 0—4 6.89 6.81 13.70
59 6.13 6.07 12.20
10-14 4.06 3.94 8.00
Total 0-14 17.08 16.83 33N
15-24 6.66 6.54 13.2
25-34 17.43 9.45 26.88
35-44 11.92 4.58 16.50
Total 1544 36.02 20.57 56.59
45-54 4.90 1.4 6.31
55-64 1.34 0.54 1.88
Total 45-64 6.24 1.95 8.19
Total > 65 0.65 0.65 1.30

Note that the migrant work force affects the age group
25-64 years

Source: Annual Report, Department of Planning,
Ministry of Health, UAE, 1995

The total number of births born to the
overall population was 49 064 in 1995;
20 733 (nationals} and 28 331 {expatriate).
Of this number, only 29 973 (61%) live
births were delivered in Ministry of Health
{MOH) facilities all over the UAE. Other
governmental and private facilitics must
have delivered the balance (39%). The
MOH hospital infrastructure for maternity
services includes 574 obstetricians/gynae-
cologists and 554 hospital beds; there were
38 424 hospital admissions and 115 409
patient days in 1995, the average length of
stay was 3 days and the hospital bed occu-
pancy was 57%. The Planning Department
in the MOH indicates that there are 36 pri-
vate clinics for obstetrics/gynaecology in
the country, mainly in the major cities of
Abu Dhabi, Dubai, Sharjah and Al-Ain.
These private clinics are staffed by 88 ob-
stetricians/gynaecologists.

The population distribution of the UAE
(Table 3) indicates the migrant nature of the
population. While the male/female ratio re-
mains closely similar in the age group 0-24
years and in the age group 65 years and
ahove, it diverges distinctly in the age
group 2564 years, where the male popula-
tion represents 66.5% of the total popula-
tion rather than the 50-50 distribution
expected in nonmigrant societies.

The paediatric population (0-14 years)
represents 33.91% of the population; thus
the paediatric population is close to
800 000. To cater for this population, the
MOH has some 500 paediatric beds, pro-
viding for 33 500 admissions per year and
125 000 patient days; the average length of
stay 1s 3.74 days and the overall hospital
occupancy is 69%. Care is provided by 77
paediatricians in the MOH. There are also
33 private paediatric clinics with 85 regis-
tered paediatricians, again mainly concen-
trated in the four main cities of the UAE.
The proportion of children between 0-14
years (33.91%) and women in the child-
bearing age group of 1545 years (20.57%)
represent 55% of the wtal pupulation
which highlights the importance of mater-
nal and child health services.

The proportion of those aged above 65
years is only 1.30% of the total population
or 31 000 persons. This geriatric popula-
tion is likely to be mainly nationals as the
majority of expatriates return to their coun-
try of origin upon retirement (60 years in
the civil service) or when they become in-
capacitated by disease. For planning pur-
poses, the health care system is not
over-burdened with chronic illnesses which
usually predominate in the elderly (who
may reach up to 20% in European and
North American societies) and hence the
medical services are relieved of this high-
cost element. However, the fact that a good
proportion of the expatriate population 18
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single status may present the health care
system with different problems, such as
sexually transmitted diseases (which are
usually not fully documented) and psycho-
somatic illnesses (equally under-reported).
Since expatriates are in the UAE hecause
they are employed and have a secure job in
the country, health problems associated
with unemplayment are likely to be far less
than in other societies.

Mortality indicators

The causes of death are shown in Table 2.
The mortality picture resembles that of in-
dustrialized countries, with a predomi-
nance of cardiovascular deaths (20.2%).
However, the category of accidents and
poisoning ranks second with about 16% of
the deaths, while tumours account for only
6.3%. The unknown causes of death are
also high at 19.0%.

This mortality picture highlights the
growing importance of road traffic acci-
dents as a major cause of death, despite the
availability of an excellent infrastructure of
roads, the insignificant amount of alcohol-
ism in the country, the mild year-round
weather with no snow, rain, sleet or freez-
ing conditions and the presence of well-
maintained vehicles. Mortality due to
cancer may be masked by the return of ex-
patriates afflicted with malignant diseases
to their country of arigin. The proportion-
atc mortality attributed to cardiovascular
discases may also be on the low side be-
cause of the small proportion of elderly in
the population, as previously mentioned.

The mortality attributed to infectious
diseases has been much reduced due to the
excellent provision of preventive and pro-
motive health services, such as immuniza-
tion, a good water supply and good sewage
systems. Morality is now dominated by

diseases and conditions related to un-
healthy lifestyles, such as obesity, smoking,
stress, lack of exercise and drugs, much
like industrialized societies.

Finally, mortality attributed to perinatal
diaseases stands at 0.26% of the total num-
ber of deaths, up from 0.1% in 1986. One
may wonder whether the high prevalence
of consanguinity may be partly responsible
for these deaths, which are essentially due
to congenital anomalies.

Health care facilities

Hospitals

The MOH operates 29 hospitals, with a to-
tal number of 4346 beds, thus yielding a ra-
tio of 547 persons per bed or a ratio of 1.8
beds per 1000 people (Table 4). The num-
ber of hospitals and hospital beds has not
increased appreciably in the last decade.
The infrastructure of hospitals was com-
pleted in the early 1980s. With the increase
in the size of the population, the indicators
of utilization have increased; still, hospitals
tend to run at around 55% of their overall
occupancy (preferred at 75%—80%). How-
ever, most of the major hospitals have an
optimal occupancy of around 70%—-80%.
The average occupancy of all MOH hospi-
tals is lowered by the low occupancy in the
smaller rural hospitals and some of the larg
er hospitals in the northern Emirates. Ta-
bles 5 and 6 illustrate the major indicators
of hospital utilization in the UAE. The
4346 MOH hospital beds include beds for
the chronically ill and some of the special-
ized hospitals (a total of cight such hospi-
tals, with 518 beds).

Al-Ain Hospital and Tawam Hospital in
Al-Ain serve as the main teaching hospitals
for the Faculty of Medicine and Health Sci-
ences of the University of the UAE in Al-
Ain; the Al-Ain Region is thus a teaching
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Table 4 Basic utilization indicators, UAE-MOH facilities, 1986—1995

Variable 1986 1990 1995
No. of health centres 92 93 28
Population/centre 15733 19 831 24 260
Visits/person/year/centre 15 1.7 1.5
No. MOH hospitals 26 29 29
Mo. MOH hospital beds 39h2 4341 4346
Population/hospital bed 366 425 547
Hospital bed/1000 population 2.7 2.4 1.8
Maternity bed/population (15-45 years) 349 496 601

% beds/hospital beds (obstetrics/gynaecology) 18.3 16.6 16.8
% beds/hospital beds (paediatrics) 12.4 13.3 127
% beds/hospital beds (medical) 19.3 18.1 16.3
% beds/hospital beds (surgical) 11.1 11.3 13.0
Bed ocoupancy (%) 5190 52.60 56.69
Average length of stay (days) 4.9 55 53
Admissions/population (%) 9.1 8.2 741
Populaticn/operation 32.4 34.5 42.2
% hospital deliveries 97.9 99.1 98.9
Visits/specialty centre/person 1.4 1.6 2.3
No. visits of expectant mothers/centre 6 3.2 3.25
No. visits student/year/school health 1.8 0.8 0.9
Pregcription/person 3.0 25 2.0
Laboratory test/person 3.0 3.4 4.2
Radiology investigation/person 0.29 0.40 0.32
Fopulation/ambulance 11 000 11 600 13 350
No. physicians 1299 1493 1937

% gpecialists/GPs 38.0 39.0 33.5
Population/physician 1114 1235 1227
Bed/physician 3.8 3.9.0 22
Bed/nurse 1.00 1.30 1.04
Population/nurse 394 438 454
Population/dentist 14 331 15763 13135
Population/pharmacisl 16 620 13174 12 068
Population/technician 1083 1127 1586
Patients treated abroad 295 85 190
MOH budget {million dirhams)® 892 954 1149
MOH budget/person (dirhams)® 616 518 483

Source: Annual Report, Department uf Planning, Ministry of Health, UAC, 1995

2US% 1 = 3.68 dirhams
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Table 6 Basic hospital indicators and
categories of health personnel, UAE-MOH,
1995

Variable No.
Nurtber of beds 4346
Admissions 168 290
Patient days 8§99 349
Average length of stay (days) 534
Qccupancy rate (%) 56.69
Operations 56 3356
Total OPD visits 3429 624
Physicians 1405
Dentists 107
Pharmacists 302
Nursing 4194
Technicians 1182

Source: Annual Report, Department of Planning,
Ministry of Health, UAE, 1995
OFD = outpatients department

medical district. Faculty members on the

payroll of the university contribute to pa-

lient care, as well as teaching and research.

They are not on the payroll of the MOH.
In addition to the current hospitals,

there are several important hospital

projects that have been completed or are
nearing completion. The most important of
these projects are as follows.

» The new Sheikh Khalifa Hospital (about
600 beds) has been completed in Abu
Dhabi City and is expected to become
operational in 1998. Some existing fa-
cilities in Abu Dhabi may be closed for
renovation and refurbishment when the
new hospital receives its patient load.

« A new paediatric hospital is being built
in Abu Dhabi City.

+ Another paediatric hospital is being
constructed in Al-Ain, within the
Tawam Medical School complex. A new

800-bed Al-Ain hospital is reportedly

being planned to replace the existing fa-

cility.

» The new Baraha hospital in Dubai is
about to be made operational. It is in-
tended to replace the older Kuwaiti hos-
pital in Dubai.

It is important to remember that the sta-
tistical information provided vnly includes
the MOH facilities in Dubai and excludes
the services provided by the Department of
Health and Medical Services of the Emirate
of Dubai (local government), which is the
major provider of health services in that
Emirate, whether for inpatient or outpatient
services. Data on the services provided by
this department are as follows.

« Number of beds 1233
*  Admissions 61 800
+ Occupancy (%) 71.1
* Total surgery 19 349
+ Total births 12 657
+ Total outpatient visits 1291028
» Radiology tests 209 707
»  Medical laboratory tests 3 692 764
» Prescriptions 992 649
= Physicians 695
*  Nursing staff 2167
+ Pharmacists 100
« Technicians 675

In addition to the MOH and the Depart-
ment of Health and Medical Services of the
Emirate of Dubai, a number of health insti-
tutions operate hospitals, namely the mili-
tary medical services, the oil companies
and, of course, the private sector.

The total number of non-MOH hospitals
is 20, excluding the hospitals of the military
medical services. Their total number of
beds is 1754. Non-MOH hospitals employ
936 physicians, 2707 nursing personnel
and 888 technical staff. It is reported that,

VA84 Y st s el sl ¢ et ! it ¢ L yradt G b Kpcad| W]



156 La Revue de Santé de la Méditerranée orientale, Vol. 5, No.1, 1999

together, they cater for to 93 173 hospital
admissions and close to 2.1 million outpa-
tient consultations.

Recent developments indicate that the
size of the private sector is likely to expand,
more so in hospital facilities. In the summer
of 1996, the new 100-bed American Hospi-
tal started operations in Dubai. In Decem-
ber 1996, it was announced that a new
100-bed hospital was being commissioned
in Abu Dhabi, due to be operational at the
end of 1998.

The distribution of MOH hospital beds
and specialists per service is given in Ta-
bles 4, 5 and 7. The examination of the hos-
pital services provided by specialty and
their utilization invites the following re-
marks.

There is a tendency for nationals to have
a higher rate of hospital utilization than ex-
pected. If one were to use 10% as the norm
for admissions per population per year, the
number of admissions of nationals ought to
be around 60 000 per year. Instead, it is
74 250 or 24% higher than anticipated.
These numbers exclude admissions outside
the UAE, as for example for treatment
abroad, as well as admissions in the non-
MOH facilities and the private sector estab-
lishments.

The medical specialties vary widely in
the utilization of services; some are ex-
tremely over-subscribed, such as thoracic
surgery (110% occupancy), cardiac surgery
(153%), neurosurgery (128%) and oncolo-
gy {260%); somc are crowded, such as car-
diology (98% occupancy), psychiatry
(84%}, urology (92%) and orthopaedic sur-
gery (87%); some are underutilized such as
paediatric surgery (44%) and general sur-
gery (33%). All others are optimally uti-
lized al 60%-70% (Table 3).

The average length of stay for all hospi-
tals is 5.3 days. However, this is affected

Table 7 Medical facilities and personnel,

UAE-MOH, 1995

Variable No.
Facilities
Urban hospitals 16
Rural hospitals 13
PHC centres (urban) 38
PHC eentres (rural) 680
School health centres 10
Schoof health units 554
MCH centres 10
MCH units 93
Dental centres 8
Dental units 89
PHC personnet 98
Physicians 350
Dental 48
Pharmacy 243
Nursing 460
Technical 100
Specialists and bed/speciaity
Medicine physicians 93
Medicine beds 755
Ceneral surgery physicians 77
General surgery beds 618
Orthopaedic surgeons 23
QOrthopaedic beds 257
QObstetrians/gynaecologists 74
Obstetrics/gynaecology beds 732
Paediatricians 77
Paediatric beds 499
Psychiatrists 16
Psychiatric beds 217
Other medical specialists 287
Other beds 1268
Total specialists 647
Total general practitioners 1290
Total physicians 1937
Total beds 4346

Source: Annual Report, Department of Planning,

Ministry of Health, UAE, 1995
PHC = primary heaith care
MCH = maternal and child health
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partly by the inclusion of psychiatric beds
(average length of stay of 29 days), geriat-
rics (347 days) and radiotherapy (20 days).
However, cardiac surgery has a longer than
expected average length of stay of some 20
days per admission.

Of the surgical operations performed in
MOH hospitals, only about one-third (32%)}
are considered major, in the sense that the
operation lasts longer than one hour. Gener-
al surgery, orthopaedics, urology, ophthal-
mology, otorhinolaryngology and obstetrics
are available in most of the country’s major
hospitals. Paediatric surgery, neurosurgery,
cardiac surgery, thoracic surgery and oncol-
ogy are primarily available in Abu Dhabi
City and Al-Ain. Dubai offers some of these
scrvices through the local government
health facilities. A total of about 18 000 ma-
jor and about 38 000 minor surgical opera-
tions were performed in 1995 in all MOH
hospitals, a rate of 42 persons per surgical
procedure.

MOH hospitals have active outpatient
departments (Table 6); some 1.5 million
new cases consulted the various specialties
in 1993, with ¢lose w0 2 million repeat vis-
its; thus the total load of visits is close to
3.5 miltion per year.

Ambulatory care facilities
The MOH outpatient facilities include pri-
mary health carc (PIIC) centres, maternal
and child health centres (MCH), the school
health system and dental clinics (Table 7).
There were 98 major MOII PIIC centres
in 1995, employing some 350 physicians,
460 nursing personnel, 100 technicians, 48
dental professionals, 243 pharmacy profes-
sionals and 460 nursing staff. In all, some
3.6 million visits were made to the PHC
centres in 1995, generating 77 000 referrals
for further care and medical opinion (a rate
of about 2%). Each of the 350 physicians
attended to 10 000 patients on average;

each nurse to some 8 000 patients (Table
8). Of significance is the fact that the 98
PHC centres, which are spread all over the
UAE, had only about 137 000 persons reg-
istered, or only 5.8% of the total popula-
tion. Both nationals and expatriates had a
comparable registration status, when com-
pared with their respective numbers in the
population. This is indeed low, particularly
since the PHC centre is supposed to be the

Table 8 Utilization of PHC, dental and MCH
centres, UAE-MOH, 1995

Variable No.
PHC
PHC centres 98
Registered citizens 39 654
Regictered GCC citizens 5249
Registered expatriates 92 259
Total registered 137 162
Percentage registered/population 5.8
Attendances 3599 799
Visits/person 1.5
Attendance/physician 102 85.1
Attendance/nurse 78427
Number of referrals 77192
Percentage referrals/attendance 2.1
Dental
No. of patients 435 883
Visit/patient 2.7
Attendance/100 population 19.55
Attendance/dentist 2520
Population/dentist 12 890
MCH
New pregnancies 20 482
Repeat visits 46 042
Postnatal new 9004
Postnatal repeat 7636
Total attendances 83 144

Source: Annual Report, Department of Pianning,
Ministry of Heaith, UAE, 1995

PHC = primary health care

MCH = maternal and child health

GCC = Guif Cooperation Councit
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first entry point into the health care system
of the UAE. Registration is also required
for all health services and recently new leg-
1slation has been enacted to enforce the reg-
istration of all expatriates in order to secure
residency permits in the UAE. This may
considerably increase the number of regis-
tered people, but not necessarily their utili-
zation of the services.

The MCH had some 83 000 visits; new
pregnancies accounted for 20 500 visits or
2.25 visits per live birth. School health av-
eraged one visit per student per year (0.9
visit per person per year). Dental services
are spread all over the UAE. About half a
million people sought dental care in 1995.
There is one dentist for every 13 000 per-
sons on average. The MOH employs 181
dentists and 97 dental technicians (2.9% of
the total health staff); 63% of the dental
staff are males and 7% are citizens of the
UAE.

Health personnel (Tables 9~-11)

The MOH employs 1937 physicians; of
these, 200 are consultants, 447 are special-
ists and 1290 are general practitioners.
Physicians constitute 20% of the health
professionals. Two-thirds of the physicians
are males and only 10% are naticnals. All
specialties are represented. There are 1227
persons per physician and 2.24 beds per
physictan. These are only MOH physicians,
while the denominator is the totality of the
population, inclusive of Dubai. Nursing
staff number 5235 and they represent 54%
of the health staff employed by the MOH;
75% are professional nurses, 84% are fe-
males and only 1.6% are nationals (mainly
assistant nurses).

Paramedical technical staff number
1499; 46% are at the technician level and
the rest are assistant technicians. Together

they constitute 15.6% of the health team;
56% are males, and 5.6% are nationals. The
majority of paramedical personnel are em-
ployed in MOH hospitals. There are 694
medical laboratory technicians who per-
form some 10 million tests, a rate of 4.2
tests per person (Table 12). Radiology/im-
aging technicians number 345; they process
about 751 000 radiological examinations
on 626 000 patients (0.32 examinations per
person per year). The radiological examina-
tions are mainly routine X-rays. The MOH

Table 9 Physicians by specialty, UAE-MOH,
1995

Category No.
Specialists
internal medicine 71
Chest 4
Cardiology 18
Psychiatry 16
Dermatology 22
Paediatrics 77
General surgery 68
Neurosurgery 4
Urology 11
Paediatric surgery 5
Orthopacdic surgery 23
Ophthalmology 16
Ctorhinclaryngology 26
Obstetrics/gynaecology 74
Anaesthesiology 70
Radiology 3
Clinical laboratories 36
Physiotherapy 6
Social medicine 14
School health 9
Not stated 46
Subtotal 647
General practitioners 1290
Total 1937

Source: Annual Report, Department of Planning,
Minisiry uf Heailth, UAE, 1995
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Table 10 Health personnel by category, UAE- Table 12 Diagnostic services, UAE-MOH,

MOH, 1995 1995

Personnel No. Diagnostic services

Consultants 200 Radiology (No.) 750 944
Specialisls 447 Rate/persen 0.32
General practitioners 1290 Routine {No. of patients) 535 909
Dentists 131 Routine (No. of examinations) 626 035
Dental technicians 97 CT scan 18 373
Pharmacists 197 Ultrasound 89 914
Assistant pharmacists 165 Angiography 415
Nurses 3838 Laboratory tests (No.} 9 880 651
Assistant nurses 1397 Rate/person 418
Technicians 698 Prescriptions {(No.) 4 826 939
Assistant technicians 801 Rate/person 2.03
Total 9611

Source: Aunwal Repuil, Department of Planning,
Ministry of Health, UAE, 1995

Source: Annual Report, Department of Planning,
Ministry of Health, UAE, 1995

Table 11 Distribution of health personnel by sex, nationality and category, UAE-MOH, 1995

No. % Male Female % Nationals Expatriates %
of total males nationals

Total physicians 1937 202 1226 71 63.3 195 1742 10.1

Total nursing 5235 545 848 4387 16.2 84 5151 1.6
staff

Total dental 278 29 175 103 62.9 20 258 7.2
staft

Total pharmacy 662 6.0 450 210 68.0 27 635 4.0
staff

Total technician 1499 15.6 844 655 56.30 84 1415 5.6
staff

Grand total 9611 100 3543 6068 36.9 410 9201 4.3

Source: Annual Report, Department of Planning, Ministry of Health, UAE, 1995

also employs 69 physiotherapists, 22 op-  tant pharnacists. Together they form about
tometrists, 51 respiratory therapists and 51 7% of the health professionals; 68% are
nutritionists/dieticians. Pharmacy staff  males and 4% are nationals. Some five mil-
consists of 197 pharmacists and 465 assis-  lion prescriptions are dispensed yeaily or
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Table 13 Private sector: clinics, personnel, about two per person per year in MOH fa-
pharmacies, 1995 cilities.
The private sector employs an addition-
Private sector No. al 1839 physicians, of all specialties, 451
Private clinics nurses, 152 radiographers and 74‘ laboratory
General clinics 264 technicians, employed in 798 private medi-
Group praclice 127 cal and dental clinics (Table 13). An addi-
Obstetrics/gynaecology 36 tional 847 pharmacists and 391 assistant
Eye 21 pharmacists work in 458 private pharma-
Ear, nose and throat 24 cies and 86 pharmaceutical stores.
Orthopaedics 23
Urology 13
Paediatrics 33 Financing the health services
Others 50
Dental 207 The 1995 MOH federal budget amounted
Total 798 to 1.26 billion dirhams (1 US$ = 3.68
Personnel dirhams); 71% of this budget pays the sala-
II::g:ss;cians 122? ries and benefits of MOH staff, about 25%
. are spent on genetal services, pharmacenti-
Radiographers 52 g . o
Laboratory technicians 74 cals (160 million dirhams or 13% of the to-
Specialiste tal budget) and tre.atr_nent.abroad of some
Medicine 126 190 refer_rals (35 mllhop dithams or 2.8%);
General surgery 58 4%-5% is left for equipment. The federal
Orthopaedics 41 health budget actually spent is 92% of the
Ear, nose and throat 60 budgeted figures (Table 14).
Eye 71 The federal health institutions are also
Obstetrics/gynaecology 88 supported by contributions from the local
Anaesthesia 18 governments, primarily the local govern-
Paediatrics 85 ment of the Abu Dhabi Emirate. Additional
Laboratories a7 resources are spent on the health services
Radiology e of the military by the Ministry of Defence
Physiotherapy 6 . ; .
Dermatology a5 budget apd the 911 companies have their
Not spacifiod a8 own medical services for their staff and de-
General practice 744 pendants. The Emirate of Dubai manages
Dental 401 and operates its own hospitals and health
Pharmacies centres. The Crown Prince Courts of Abu
Pharmacies 458 Dhabi and Dubai cover the costs of treat-
Stores 86 ment abroad for several thousand nationals,
Pharmacists 847 In addition, the private sector is financed by
Assistant pharmacists 3 contributions by nationals and expatriates
Source: Annual Report, Department of Planning, seeking their health services. Health insur-
Ministry of Health, UAE, 1995 ance companies have made their entry in

the last two years as well; some of these
companies are national companies, others
are branches of international concerns,
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Table 14 Budget allotments (in ‘000 dirhams), MOH-UAE, 1995
Budget allotments Budgeted Actual Difference % difference
Section |
Salaries (division 1) 393 400 350 156 43 244 11.0
Salaries {division 2} 482 600 461 130 43244 4.4
Salaries (division 3) 12 000 8252 3748 31.2
Subtotal (salaries) 888 000 819 538 68 462 7.7
Section I
Chemicals/drugs 160 000 157 436 2564 1.6
Meals/laundry 26 000 25916 84 0.3
Hospital cleaning 2000 18 089 1911 9.6
Treatment abroad 35 000 35 000 0 0
Algassemi/Kalba hospitals 4600 4334 266 5.8
Building rents 14 265 3907 10 186 1.7
Others 49 265 3907 10 186 20.7
Subtotal 309 700 294 441 15 259 4.9
Section I
Equipment 50 000 27 608 22 392 448
Others 10 060 7803 2257 22.4
Subtotal 60 060 35 411 24 649 41.0
Grand total 1257 760 1149 390 108 370 86

Source: Annual Report, Department of Planning, Ministry of Health, UAE, 1995

Discussion and perspectives

Current status of the health care

system .

If an observer were to review these figures

and data, he/she would conclude that the

UAE enjoys an exemplary health care sys-

tem, for the following reasons:

» The United Arab Emirates has a rela-
tively small population, with only 1.3%
above the age of 65 years. Most of the
expatriates with chronic illnesses return
home for treatment and retirement.

+ All families, whether nationals or expa-
triates, have at the very least an accept-
able income and a dwelling. The
diseases associated with poverty are
thus minimal. Health care is relatively
free to all, nationals and expatriates, ex-

cept for minor charges that all can be af-
forded and even these may be waived in
case of financial need.

The country has a modem infrastructure
in all its sectors. Thus, diseases associ-
ated with poor, unsafe water systems or
poor sewage disposal are minimized.
The prevention of illnesses, whether by
public health measures (such as food
control, inspection of imports), immuni-
zation programmes, health education,
school health, is advanced by any stan-
dard and in most cases is free. There is
no financial toll on the care-seeker.
The health institutions (hospitals, health
centres, dental clinics) have all been
built relatively recently; they are clean
and generally well equipped. The UAE
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has one of the highest ratios of beds per
population.

= Health staff is available in all facilities
and generally in good ratios, whether
physicians (all specialties), nursing staff
or paramedical workers. Ratios of staff
for the MO alone and for the country
as a whole are indeed very favourable.

* Expenditure on health care is sizable if
one were to add up the contributions of
all departments, ministries and agencies
for health care.

In view of the above, and of many other
similar arguments and points in favour of
the current health care system, why is it that
the perception of people remains that the
health care system is not as good as it
should be, that the quality of care in its fa-
cilities leaves much to be desired and that it
needs a major overhaul? Why is it that pa-
tients prefer to be treated abroad, despite
the difficulties associated with treatment
abroad? Why is it that patients seek the pri-
vate health care sector of the UAE in in-
creasing numbers? I shall attempt to
respond to some of these queries, by re-
viewing first the macrolevel of the health
care system of the UAE.

Unique nature of health care

Health care in the UAE s first and fore-
most the responsibility of the Federal Min-
istry of Health. Thus, it is essentially a
public and a governmental responsibility.
Being so, it is regulated by mandates issued
-by supraministerial bodies, such as the Civ-
il Service Commission, the Budget Bureau
and the Ministry of Finance. These su-
praministerial regulations affect all minis-
tries and all sectors, since these agencies
are indeed created to streamline govern-
mental rules and regulations, pulicies and
procedures and systems,

However, the MOH has the following
distinct differences that differentiate it from
other ministries and governmental agencies.
* A very large proportion of MOH em-

ployees are technical, 9611 out of a total

of 14 000-15 000 employees (65%—

70%).

+ Disease and sickness require continu-
ous monitoring and the availability of
care in health care facilities around the
clock. Although, skeletal staff and on-
duty personnel assure the continuity of
care, it is difficult to provide optimal
care when the hospital is on a 6-hour
shift per day, 5 days per week. Meadical
professionals cannot provide a service if
the official schedule is 7:00-13:30 or
even less—judges, engineers, directors,
agencies can and do, health care profes-
sionals cannot, for discase and illness
are unpredictable, and care is immense-
ly inelastic.

* Flexibility is essential in the manage-
ment of health care facilities. These fa-
cilities may run short of medical
supplies, pharmaceuticals, office sup-
plics, rcagents, cven with carcful plau-
ning done one year earlier.
Decentralization and devolution of au-
thority are required for the management
of health care facilities.

* Health care is labour-intensive and la-
bour-sensitive. The quality of the staff is
essentially what differentiates the ser-
vice provided and the quality received.
The process of change in a health care
system is the basic client-provider rela-
tionship. It is this relationship that de-
termines the outcome. This one-to-one
relationship has an immense impact
which is independent of the facility and
the technology (these are structure and
environmental factors in the health care
system).
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Having noted the above, under the cur-
rent system, based on the Civil Service
Commission, the emoluments paid to phy-
sicians and nurses are generally not attrac-
tive enough to interest American- and
European-trained professionals in large
numbers, or in numbers large enough to
maintain a “critical mass” of professionals
capable of inducing and sustaining im-
provement. However, the selection com-
mittees are flooded with candidates seeking
employment in the UAE, some of whom
will even accept grades and positions infe-
rior to the grades they are entitled to by law.
Thus, there is a large supply of profession-
als available and the Civil Service and/or
the Ministry of Finance see no reason to
revise the current salary structure. This
structure has not been revised since 1979,
despite the yearly increase in the cost of liv-
ing and rates of inflation since then.

With time, health professionals, who
may have been full of zest initially, become
disillusioned because no incentives have
been offered. Their professional growth
may also have been stemmed because they
have not had the opportunity to go to Amer-
ican and European health facilities and
practise at these institutions {due to licence
restrictions). Programmes of continuing ed-
ucation have been episodic and often un-
planned. The quality of care offered by the
physicians, nurses and technicians is thus
bound to deteriorate with time. Morale sags
as well. This climate does not encourage
the recruitment of much needed new pro-
fessionals who are concerned with main-
taining their professional growth and
updating their skills and knowledge. Such
professionals merely accept to come for
short visits and consultations.

Financing the health care system
Financing the health services presents its
own set of problems. Like all countries that

have essentially a publicly-{inanced health
care system, the MOH has to compete with
any and all other sectors for federal money.
With the increase in public spending, the
decrease in state revenues, the rapid escala-
tion in the cost of health care and the in-
crease in the number of people it serves, the
money allocated by the federal budget is al-
ways going to remain less than what is ex-
pected and wished, The mere availability of
the supply generates the demand for medi-
cal services. Furthermore, there are few if
any barriers to health care: there 15 no fi-
nancial toll, little queuing, no problems
with accessibility and little social inconve-
nience.

Health officials have to-date relied on
additional money to be provided by the lo-
cal government to complement the federal
budget. The sum has grown to be quite sub-
stantial, yet more is needed and will contin-
ue to be required. Co-payment through
some basic forms of cost sharing apparent-
ly vielded 0.5 million dirhams for the MOH
in 1995. Clearly, more will need to be done
in that field.

Overseas treatment

The “political” pressure that could assist in
the further development of the health ser-
vices has been reduced by the overseas
treatment of large numbers of nationals, es-
timated variously at some 50006000 per
year. Overseas treatment releases any pres-
sure that may build up to improve further
the quality of health services in the UAE. It
also contributes to undermining the confi-
dence in the health care system. Hence, the
circle is complete: with more and more pa-
tients going abroad there is less and less
pressure to improve the system, Moreover,
it is difficult to support the further expan-
sion of a health care system that caters
mainly to expatriates, without any contri-
hution from the employers or the clients.
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Increasing professionalism in the
health care system
The “professionalization” of the manage-
ment of the healih care system, although al-
ready initiated, is still far from being
complete. Professional systems in procure-
ment and materials management should as-
sist in the provision, distribution and
monitoring of pharmaceuticals and medical
supplies. Useful and timely information
systems are urgently needed to provide de-
cision-makers with well analysed options
and recommendations. Financial systems
and cost analysis have lagged behind be-
cause of the public nature of the health care
system and the minimal urgency to contain
costs. Quality control, medical and nursing
audit and all other evaluation and assurance
systems need to be anchored and estab-
lished at the core of the medical services.
The development of a professicnal en-
vironment within the health care system
needs to be accelerated. Health profession-
als need to be assured of their tenure, their
immunity should medical malpractice oc-
cur (as it always will occur inadvertently)
and their security. Likewise, these profes-
sionals serve all segments of the population
and their skills and knowledge have to be
updated and maintained. Relicencing must
be required from all health professionals
who deal with clients and patients.

Nationalization of health
professionals

The nationalization of health professionals
has also lagged behind, despite the efforts
made. Only 10% of the physicians, 1.5% of
the nurses, 7.2 % of the dentists, 4.1 % of
the pharmacists and 5.6 % of the paramedi-
cal staff are nationals. Nationalization con-
tributes to the assurance of continuity, to
the development of pressure for improve-
ment, to the enlargement of the mechanism
of outreach within the community of na-

tionals, all of which yields power and in-
duces change. There is undoubtedly a
greater credibility that emanates from cir-
cles and sources that are well known to the
decision-makers and who are permanently
resident in the country.

Registration of clients

The registration of clients, whether nation-
als or expairiates, must be encouraged and
required. As noted above, only 5.7% of the
total population had registered in PHC cen-
tres. Unless the referral process becomes
effective and efficient, it is difficult to ratio-
nalize the process of patient care, referral
and follow-up.

Options for the health care system
Some groups have favoured the contracting
out of some or most of the major MOII hos-
pitals to private management companies
with excellent track records in the manage-
ment of health care facilities. Such interest
is fuelled by the concern to maintain quali-
ty of care, contain costs and obtain value-
for-money services.

Interest has also been expressed in the
establishment of a private national compa-
ny for the management and delivery of
health services and health-related pro-
grammes. This interest is to be seen against
a background favouring a degree of privati-
zation of the health care sector of the UAE
as well as in many countries in the area.
Management companies for health care fa-
cilities have yet to be established in the
UAE or to a large extent in the rest of the
Arab world. Although such management
companies have sprung up widely in indus-
trialized countries over the past 3-4 de-
cades, such a transformation has not yet
occurred in the Arab world to any signifi-
cant extent. Perhaps the primary reason for
this lies in the fact that, in most Arab states,
the public sector prednminates. Private en-
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tries in health have had to be, by necessity,
limited as it remains hard to compete with a
government-sponsored, free service ar the
point of delivery. On the other hand, gov-
ernments have been relatively insensitive to
the cost of medical care, in some countries,
or unshaken by the quality of care provided
to citizens seeking the public services in
other countries.

It is anticipated that a national manage-
ment company would submit its bid with
the credibility and expertise of an interna
tional management company; the national
company would remain, however, the pri-
mary contractor should the bid be succcss-
ful. With proper planning, over a few years,
the capacity and expertise of the national
company, along with its network, would be
developed. By being the primary contrac-
tor, the national company would oversee
the performance of staff and have inside in-
formation that would ensure control and
build for the future.

The primary advantage of a national
company is indeed in what an international
company prefers not to be, namely to be the
primary contractor. International compa-
nies, particularly in the Arab world and the
countries of the Gulf Cooperation Council,
opt against entering into bids and placing
money up front in order to be reimbursed
later. In this regard, a national company
would have a definite edge in the negocia-
tions and indeed would be better placed to
secure its payments and advances on time.
In view of the delays that are usually asso-
ciated with reimbursement, an installment
facility of payment would be required to
settie payments on time.

A national company, while under the
mother agreement with the international
company, may bid tor smaller projects and
contracts, given the entry it already has es-
tablished with the international company.
By so doing, the national company would

acquire additional expertise of its own, in
preparation for future contracts. A national
management company may develop its own
subsidiaries or may contract out itself (for a
profit) services such as catering, laundry
services, general services and staff accom-
modation. At the same time, a national
company could second some of its junior
national staff to the contracts that are en-
tered with the international management
company in order to prepare these health
professionals to assume responsibilities at
the next round of negotiations. Such na-
tional expertise may also become the nidus
for naticnal subsidiarics in information sys-
tems, materials management, quality con-
trol and staff recruitment, as they learn the
business from the major international com-
pany.

While the contracting out of one or
more hospital (or any other (acility) (o the
private sector, or to a voluntary group, is
possible, and may well be envisaged, the
overall responsibility for the health sector
must remain the purview and raison d’etre
of the MOH. The Ministry cannot relin-
quish its constitutional authority in promul-
gating legislation, planning, monitoring,
control, provision of non-personal health
services, quality conirol and emergency
services. The Ministry could only relin-
quish, if it wishes to, the managerial and
operational levels, not the strategic and
control layers of authority and responsibili-
ty.

Management companies may certainly
be freed from the bureaucracies attached to
the public sector of any country. Private
management also provides for flexibility,
instant action, immediate response with no
strings attached. Administrative and finan-
cial systems have usually been well tested
and are generally efficient. Management
companies may well serve to respond to
criticisms levied against administrative, fi-
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nancial and other non-medical issues.
However, contracting-out to private man-
agement companies is unlikely to ensure
the quality of care provided by the health
professionals of all kinds. In fact, the pri-
vate sector may choose to cut corners in or-
der to save on its contracts by hiring health
professionals with variable levels of com-
petency.

Another option consists in twinning
hospitals, in their entirety or some of the
departments, with centres of medical excel-
lence, well known worldwide for the supe-
riority of their medical care and
cducational capabilitics. For cxamplec, the
cardiovascular programme in hospital X in
the UAE enters into an agreement with an
academic centre Y in the USA. The US-
based centre supports the UAE department
through the secondment of a senior profes-
sivnal to the department for a fniwe period
of time. This senior professional assists the
department in the hospital, as well as other
officials, in defining up-to-date profession-
al systems for patient care, education and
training. The housestaff training pro-
gramine is thus strengthened. Visiting staff
contribute to the continuing education of
the other members of the department. Qual-
ity control is assured by the monitoring
team set up with the academic medical cen-
tre. _

The seconded professionals may be per-
fectly willing to spend perhaps two years in
the UAE; they would return after the as-
signment to their departments and posi-
tions. They have not risked their
professional growth; in fact, they will have
strengthened their administrative and pro-
fessional growth through the assignment in
the UAE. Contacts have not been lost with
their peers in the USA because the second-
ed professionals would return home on an-
nual leave and return to the academic
medical centres where their office, staff

and peers are located. They will have kept
abreast with the new knowledge through
these trips and through the visiting consult-
ants who have visited the UAE.

The hospital or department in the UAE
will have defined a preferred relationship
with the academic medical centre in the
USA. The perception of the public of the
quality of care in that hospital or depart-
ment will have been enhanced. The original
staff will have benefited from the exposure.
Medical students and housestaff will have a
far better chance of joining the academic
medical centre in the USA to continue their
graduatc cducation.

The academic medical centre in the
USA would succeed through this twinning
programme to access the health sector of
the UAE and become better known. More
patients may now be referred for treatment
there. More of its stall may be invited for
consultations and conferences. It could en-
courage the initiation of joint international
projects and research. It is a win-win situa-
tion for all.

Private sector

The private scctor facilitics and personnel
should be carefully monitored. As it stands
currently, the perception of the medical ser-
vices it provides is not favourable with re-
gard to most of the practitioners and
facilities. Efforts are needed to monitor
quality of care and encourage the formation
of group practices, outpatient facilities,
monospecialty hospitals and larger general
hospitals.

Health insurance

Health insurance companies are likely to
increase and widen the scope of their oper-
ations. Arrangements, much like managed
care programmes and health maintenance
organizations, arc apparently imminent,
with some association and atfiliation with
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medical centres abroad (regional and inter-
national} as well. This may well serve to
promote cost sharing, particularly if the
employers and employees were to contrib-
ute to the premium.

Conclusion

This report has been an attempt to provide
the reader with an overview of the main
health care indicators in the UAE. The
somewhat unusual demographic situation

has been described, the mortality indicators
have been reviewed and the utilization indi-
cators of hospitals, health centres, health
facilities and programmes have been analy-
sed. Finally, the main findings pertaining to
the macrolevel have been discussed. The
paper is a first attempt at defining perhaps
some of the main problems faced by the
health care system of the UAE. More spe-
cific and detailed papers addressing de-
fined parameters or issues may be
prepared, as the need arises.

We, the Member States of the World Health Organization (WHO), reaf-
firm our commitment to the principle enunciated in its constitution
that the enjoyment of the highest attainable standard of health is one
of the fundamental rights of every human being; in doing so, we af-
firm the dignity and worth of every person, and the equal rights, equal
duties and shared responsibillities of all for health.

Source: Health-for-all policy for the twenty-first century. Annex: World Health Declaration
Fifty-first World Health Assembly. Resolution WHA 51/7. 16 May 1998.
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