
WHO-EM/CBI/049/E

Evaluation of the
healthy village programme
in the Syrian Arab Republic



Contents

Acknowledgements       4
Preface         5
Executive summary       6
Introduction        11
Country profile        12
The healthy village approach      17
The healthy village programme     19
Objectives of the evaluation      20
Methodology        21
Results and findings       24
Project activities and outputs      36
Conclusions and recommendations     45
Measuring programme success      48

Annexes
Evaluation teams and study area     49
Training courses provided by the healthy village programme 50
Training supported by the Aga Khan Development Network 51
WHO loans for income-generating schemes    52
List of documents produced for the healthy village programme 53
Coverage by healthy village programme interventions  54



© World Health Organization 2007
All rights reserved. 
The designations employed and the presentation of the material in this publication do not 
imply the expression of any opinion whatsoever on the part of the World Health Organization 
concerning the legal status of any country, territory, city or area or of its authorities, or 
concerning the delimitation of its frontiers or boundaries. Dotted lines on maps represent 
approximate border lines for which there may not yet be full agreement.
The mention of specific companies or of certain manufacturers’ products does not imply 
that they are endorsed or recommended by the World Health Organization in preference to 
others of a similar nature that are not mentioned. Errors and omissions excepted, the names 
of proprietary products are distinguished by initial capital letters.
The World Health Organization does not warrant that the information contained in this 
publication is complete and correct and shall not be liable for any damages incurred as a 
result of its use.
Publications of the World Health Organization can be obtained from Distribution and Sales, 
World Health Organization, Regional Office for the Eastern Mediterranean, PO Box 7608, 
Nasr City, Cairo 11371, Egypt (tel: +202 2670 2535, fax: +202 2670 2492; email: DSA@emro.who.
int ). Requests for permission to reproduce WHO EMRO publications, in part or in whole, or 
to translate them – whether for sale or for non-commercial distribution – should be addressed 
to the Regional Adviser, Health and Biomedical Information, at the above address (fax: +202 
2276 5400; email HBI@emro.who.int).

Document WHO-EM/CBI/049/E/07.03/500
Printed in Cairo, Egypt, by Spot Light Graphics



Evaluation of the healthy village programme in the Syrian Arab Republic

5

Preface

The World Health Assembly set the goal of health for all as its main 
objective in 1979 and proposed primary health care as the tool for its 
attainment. It has become evident over time that the major determinants 
of health lie outside the domain of the health sector alone, and therefore, to 
attain this goal requires consideration of the full spectrum of human needs, 
taking into account social, political, economic and environmental factors. 
Recognizing health as a major outcome of human development, the world 
community subsequently set the Millennium Development Goals (MDGs) 
with targets to be achieved by 2015. Under the same approach, the WHO 
Regional Office for the Eastern Mediterranean is facilitating the integration 
of health policies and programmes into national strategic and development 
agendas to facilitate the improvement of health, to reduce poverty and to 
ensure a better quality of life.

Since the 1980s, the Regional Office has actively collaborated with Member 
States in the implementation of community-based initiatives (CBI), including 
the healthy villages and cities, basic development needs and women in health 
and development programmes. These initiatives have a common approach 
in creating supportive political, physical and economic policies and plans for 
all segments of the community with the aim of creating a positive impact on 
the environment and on quality of life. As rural communities face a number 
of unique challenges, the healthy village approach addresses related issues 
in an integrated way, and facilitates multisectoral development to serve as 
a tool to enhance and accelerate the process of improving quality of life and 
achieving health for all.

The Syrian Arab Republic started its healthy village programme in 
1996 and the programme now covers 525 villages all over the country. 
This rapid expansion represents a major achievement, although it has also 
raised a number of questions which are best addressed through an in-depth 
evaluation of the programme. As the Regional Office was already in the 
process of programme evaluation in several countries of the Region and had 
already successfully carried out evaluations in Djibouti, Jordan, Pakistan, 
Sudan and Yemen, it was considered the right time to carry out an evaluation 
of the programme in the Syrian Arab Republic. The Ministry of Health and 
the WHO office in the Syrian Arab Republic undertook the evaluation in 
consultation with international experts from 4 to 15 September 2005. This 
evaluation report can be used as a guide for countries and partners to amend 
strategies and redefine future options to support, consolidate and expand 
the programme. The valuable suggestions put forth in this report can benefit 
other countries in the Region implementing community-based initiatives in 
their own communities.
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committees were found to be functional, although some were found to only 
convene meetings on a very casual basis. Each healthy village has a different 
number of subcommittees, known as specialist committees, for different 
sectoral activities. Cluster representatives are generally female and are the 
most active component of the healthy village programme, although female 
participation in the village development committees and in local decision-
making is limited.

The approach of the healthy village programme has been widely accredited. 
H.E. Asma Assad, First Lady of the Syrian Arab Republic, formed a national 
nongovernmental organization, the Fund for Integrated Rural Development 
(FIRDOS), after witnessing the success of the multisectoral approach of the 
healthy village programme. The programme is on the Government’s agenda 
at both national and governorate levels. At the outset of the programme, 
political commitment was high but has receded as the programme has been 
unable to maintain its earlier pace in meeting objectives and preserving quality 
in some areas. This has occured as a result of rapid programme expansion, 
in addition to managerial constrains. Political support at governorate and 
district levels is of varying degrees.

The programme has succeeded in building partnerships with international 
agencies, such as WHO, UNICEF, the United Nations Development 
Programme (UNDP), the United Nations Population Fund (UNFPA), the 
European Union (EU), and the Aga Khan Development Network (AKDN) 
at national level. At local level, partnerships have been built with national 
nongovernmental organizations, such as FIRDOS and the Women’s Union. 
According to available data, financial support from the Ministry of Health 
from 2002 to 2004 was US$ 2 244 400, WHO support from 2000 to 2005 was 
US$ 493 542, UNICEF support US$ 460 250 (mainly for five governorates), 
and AKDN support US$ 1 681 820 for specific areas. The Ministry of Health 
has mainly borne the cost of the programme at central level, although each 
governorate also has its own budget for salaries, supplies, supervision and 
for operational costs. 

The concept of intersectoral cooperation is supported at all levels although 
in practical terms is below the expectations. Likewise, intra-departmental 
coordination within Ministry of Health programmes is among the  challenges 
facing the programme as there is  little  collaboration between the healthy 
village programmes and other peer programmes. The existence of a separate 
directorate has given the programme a semi vertical status.  The Ministry of 
Health is working on a reform package directed towards decentralization 
and a reduction of duplicated efforts through planned coordination of 
related activities. All healthy villages have community structures, such 
as village development committees, cluster representatives and specialist 
committees who demonstrate varying degrees of vitality and participation 
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Executive summary

Acknowledging the need to broaden the coordination of different sectors, 
the WHO Regional Office for the Eastern Mediterranean Region has actively 
supported and advocated among its Member States for a community-
based approach to health and development. This approach encompasses 
initiatives that focus on basic development needs, healthy villages, healthy 
cities and women in health and development. Community-based initiatives 
aim at achieving a better quality of life through integrated socioeconomic 
development and by facilitating active community involvement of all 
social groups and by promoting self-reliance, management and financing. 
The initiatives are based on needs-based bottom-up planning which 
supports intersectoral collaboration in the attainment of overall human 
development. 

The Ministry of Health in the Syrian Arab Republic first started the 
healthy village programme in 1996 and has now extended the programme to 
525 villages in 13 governorates. The programme has not been implemented 
in the urban Damascus governorate. The evaluation of the programme 
was conducted from 4 to 15 September 2005, to assess the input, process, 
output and impact of the programme and to review its implementation 
methodologies and processes for programme consolidation and expansion. 
Two evaluation teams, each headed by an international expert appointed 
by the WHO Regional Office, and the national staff of the healthy village 
directorate, conducted the evaluation in 10 out of the 13 governorates, using 
the framework prepared by the Community-Based Initiatives Unit of the 
Regional Office. The selection of villages was made randomly from the list 
of villages which had been implementing the programme for more than 3 
years. Six other villages not implementing the programme were also visited 
in order to compare them with the healthy villages. The information was 
obtained through qualitative and quantitative techniques and from the 
results of baseline household surveys. The information was then compared 
against available current records and national indicators.

The healthy village programme is managed by the healthy village 
directorate under the Ministry of Health and is headed by a director assisted 
by a deputy director. It comprises five units; each has full-time technical 
coordinators and administrative staff, in addition to other support and 
auxiliary staff. Within the health directorate at governorate level, there is a 
healthy village department managed by a head of department which has five 
technical units comprising technical, secretarial and support staff. Each health 
district has field coordinators to undertake the supervision and monitoring 
of a varying number of healthy villages. Each programme area has a village 
development committee of between 10 to 20 members and a chief. The roles of 
members of the committee are clearly defined. Mostly, village development 
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to safe drinking-water from 76% to 98%, and population with adequate excreta 
disposal facilities from 65% to 92%. The immunization of children < 1 year old 
has improved from 79% to 100%, and TT vaccination of mothers has increased 
from 58% to 92%. Similarly, the infant mortality and maternal mortality rates have 
decreased and are now equivalent to the national average of 18.1 per 1000 live 
births and 6.5 per 10 000 live births respectively. Greater health awareness has 
been generated among women as a result of improved antenatal and prenatal 
care and contraceptive use, and use of these services and contraceptives has 
increased. Cluster representatives have been trained on health promotion and first 
aid and subsequently have provided health education to communities. As a result 
of this training there has been a reduction in the incidences of acute respiratory 
infections, diarrhoeal diseases and cutaneous leishmaniasis from 31%, 19% and 
3% to 12%, 6% and 1%, respectively. Smoking has also decreased in some villages, 
and three villages have been designated as non-smoking villages.

The programme is at different stages of development in different 
programme areas. Some villages have met most of their basic and priority 
needs, some are in the process of development, and some are suffering from 
serious problems as a result of their geographical distance from headquarters 
or from reasons relating to a lack of community mobilization. The evaluation 
rating gave the programme an overall score of the programme was 3.4 out 
of 5. This rating signifies that the programme has achieved all planned 
objectives and making satisfactory progress towards sustainability.

The main strengths of the programme include a widespread understanding 
of the approach at all levels; the existence of community structures and 
community-based information centres; infrastructure for basic life amenities 
focused on by the Government as national policy; improved health 
convergence in programme areas; local plans included in government agendas; 
effective partnerships at local level; political commitment and support of 
varying degrees: women’s participation as active cluster representatives; the 
production of advocacy and training materials and the sponsoring of most of 
the operational costs by the Ministry of Health, with the support of partners 
focused on technical and development aspects. 

According to the partners, the main challenges are related to the verticality 
of the programme, overambitious programme expansion with little or no 
consideration for consolidation of old sites, the declining quality of services 
and uneven development, the need for a more centralized management 
system, and the lack of coordination and collaboration between partners at 
central levels leading to ill-defined roles and the duplication of resources and 
services. Other areas of weakness include: the integration of the programme 
with other peer health programmes and intersectoral coordination and 
support are below the expectations the non-utilization of community-based 
initiatives management guidelines and tools; the lack of clearly defined roles 



Evaluation of the healthy village programme in the Syrian Arab Republic

8

in meeting the programme’s objectives. The healthy village teams have 
conducted training on the programme’s concept, in baseline surveys and 
project implementation, in addition to providing training in health, first aid, 
literacy, employment and information management.

Rapid and overambitious programme expansion has resulted in reduced 
follow-up of programme areas, which has abridged enthusiasm among 
communities. Supervisory visits to programme areas by field coordinators 
and healthy villige department take place two or three visits per month and 
visits from intersectoral teams take place on average twice a year. Almost 
every village has a health facility but there is a good coordination between 
the healthy village programme and primary health care. Health staff are 
involved in the supervision and monitoring of healthy village programme 
activities. 

The Community-Based Initiatives Unit has developed a number of 
documents for programme advocacy and training. Information centres have 
been established in most healthy villages equipped with a computer. This 
represents one of the major strengths of the programme. Baseline information 
and priority needs, vital net charts and family folders are available in most 
villages. In spite of having a fully-fledged information unit, the healthy 
village programme directorate has not maintained adequate data on the cost 
of different programme activities and contribution from other government 
sectors and accordingly, some information was unavailable for the cost–
effectiveness study. 

The programme has supported income-generating schemes through seed 
money provided by WHO and from other partners. Initially, communities 
were provided grants for income-generating projects, now however, 
beneficiaries receive interest-free loans. There is no revolving fund at local 
or district level, only at national level, and this fund is maintained by the 
healthy village programme directorate. There is no cost sharing in projects’ 
initial costs by the beneficiaries, and no concept of service charges or profit 
sharing to raise the community development fund. Usually loans are given to 
individual families and there are very few cooperative projects. The healthy 
village programme has its own financial management system, and does not 
fully follow community-based initiatives guidelines and tools, although 
loans are being repaid in all cases.  

The healthy village programme has made efforts in holistic development 
through numerous multisectoral interventions. Health and social interventions  
have been found to be more sustainable than income-generating projects as 
some income-generating projects have become inactive following repayment 
of loans. Programme-assisted activities have helped to improve social and 
health indicators. In some areas in which the programme has reached a certain 
level of maturity, the adult literacy rate has improved from 70% to 93%, access 
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Introduction
Good health is a social objective and the desired outcome of a range of 

development interventions and its attainment should be actively pursued 
using all available means and resources. Past experiences have revealed that 
health is related to and influenced by complex environmental, social and 
economic factors. Through the Declaration of Alma-Ata in 1978, the world 
community committed itself to achieving the objective of good health for all 
by bringing together related sectors and local communities to agree upon the 
multidisciplinary actions and measures required to achieve a better health 
status for all. The approach embodied in the declaration constituted a major 
shift from previous approaches and practices as it adopted a more holistic 
approach to the attainment of health goals.

Acknowledging the need to broaden the coordination of different sectors, 
the WHO Regional Office for the Eastern Mediterranean has actively supported 
and advocated among its Member States for a community-based approach to 
health and development. This encompasses initiatives that have focused on 
basic development needs, healthy cities, healthy villages and women in health 
and development. Community-based initiatives aim at achieving a better 
quality of life through integrated socioeconomic development by facilitating 
active community involvement of all social groups and by promoting self-
reliance, management and financing. The initiatives are based on needs-
based bottom-up planning which supports intersectoral collaboration in the 
attainment of overall human development. Community-based initiatives 
also strongly advocate for and implement strategies which facilitate access to 
essential social services, appropriate technologies, information and financial 
credit with the explicit aim of promoting a fairer distribution of resources 
to achieve equity among communities and bring about a better quality of 
life. Many countries in the Region have implemented community-based 
initiatives and these are at various stages of development. The Syrian Arab 
Republic started the healthy village programme in 1996 and the programme 
is now undergoing a process of expansion. 

In order to study the impact and outcome of the programme in the 
Region, the Community-Based Initiatives Unit has been undertaking detailed 
evaluations of community-based initiatives being implemented in member 
countries. Evaluation has been carried out for basic development needs 
initiatives in Djibouti, Jordan, Pakistan, Sudan and Yemen with significant 
results and feedback. The programme in the Syrian Arab Republic was 
assessed to have reached a sufficient level of maturity to require an evaluation 
of its status and to collect evidence-based documentation in order to facilitate 
decision-makers in reviewing strategies and developing a pragmatic vision 
for the further consolidation and expansion of the programme and to 
provide conceptual guidelines for related initiatives being implemented in 
the country. 
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within the village development committees; lack of female participation in 
local decision-making; inadequate data or underutilization of the information 
system, the centralization of information and of the revolving fund; absence 
of cost-sharing; weak communication and feedback and inadequate 
supervisory and monitoring visits. 

Partners have shown an interest in strengthening the programme and 
have recommended wider consultation in deciding its future vision. With 
effective coordination at national level, the roles and responsibilities of 
different partners should be well defined within collaborative plans. 
Detailed surveys need to be conducted in all villages to determine village 
needs. Consolidation and strengthening of existing sites by implementing 
a uniform development package which avoids duplication of efforts is 
also needed. The programme needs to focus on health and coordinate 
with relevant sectors and partners for social and economic development. 
Community structures should be streamlined and strengthened to enhance 
their capacity in forming local partnerships and generating resources. To 
facilitate programme sustainability, reforms should be directed towards 
devolution and the decentralization of processes and the strengthening of 
structures. Local facility health personnel should be trained and assigned 
a monitoring role. Economic development options need to be explored, 
such as the one-district one-technology approach and public and private 
partnerships should be promoted. The revolving fund should be introduced 
at local level to help communities understand the concepts of self-financing 
and cost-sharing. The community-based initiatives guidelines and tools 
should be adapted locally and the existing information system should be 
streamlined and information updated regularly. Internal evaluation should 
be a component of the programme and introduced where feasible.

A national technical officer in the WHO Representative’s Office should 
be appointed to build local capacity, provide more frequent and effective 
technical support to the programme and to the national nongovernmental 
organizations, such as FIRDOS. WHO support should be more greatly focused 
on health development, the integration of the programme within the health 
sector, the consolidation of the programme emphasizing comprehensive 
development in all areas and adopting strategic changes aimed at programme 
improvement and the implementation of the true spirit of the healthy village 
programme approach.
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the rising demand for quality health services with a greater focus on the 
protection of vulnerable populations. In this context, the Ministry of Health 
has developed a long-term policy strategy (2000–2020), based on improving 
and strengthening primary health care through the dissemination of health 
centres all over the country, increasing the efficiency and the capacity 
of secondary and tertiary level delivery services in line with needs, and 
enhancing the geographical and financial equity of the health care system by 
allowing greater accessibility for the majority of disadvantaged people.

The health sector is also passing through an epidemiological transition 
which is mainly characterized by: an overall decline in mortality rates, 
decreasing rates of communicable diseases, a concurrent rise in the burden of 
disease due to non-communicable diseases and a rise of ageing pathologies. 
The main health problems which have been identified are coronary heart 
disease, tumours, accidents and psychosocial problems. A number of 
unhealthy behaviours, such as smoking, consumption of drugs and alcohol, 
unhygienic practices outside the house, unhealthy eating behaviour, lack 
of exercise, misuse and abuse of prescribed medicines, etc. have all been 
identified as public health problems. Table 1 shows the major causes of 
mortality and morbidity in the country.

Table 1. Major causes of mortality and morbidity in the Syrian Arab Republic

1.

2.

5.

4.

5.

6.

7.

8.

9.

10.

Rank    Mortality           Morbidity

Cardiovascular 

Tumours

Accidents

Respiratory system 

Genitourinary diseases

Endocrine diseases

Digestive diseases 

Nervous diseases

Congenital malformations 

Infectious and parasitic 
diseases

48.8

9.2

7.3

6.4

3.5

3.3

2.9

2.0

2.0

1.7

Digestive diseases

Respiratory system 

Cardiovascular 

Accidents

Genitourinary diseases

Blood diseases 

Infectious and parasitic diseases

Musculoskeletal system and
connective tissue

Tumours

The eye and adnexa 

16.8

15.1

11.7

11.5

7.5

5.3

5.2

3.4

3.0

2.9

Source: Ministry of Health data, 2004 
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Country profile
The Syrian Arab Republic is located in the Middle East and is bordered on 

the north by Turkey, the east by Iraq, the south by Jordan and Saudi Arabia, 
the south-west by Lebanon and Palestine, and the west by the Mediterranean 
Sea and Lebanon. It is one of the world’s oldest civilizations and in its history 
has faced a number of challenges. The country gained complete independence 
in April 1946.

The country has a total area of 185 180 km2 of which approximately
80 000 km2 is cultivable and the remainder is desert and rocky mountain. 
It can be divided into four broad geographical regions: a coastline strip of 
about 180 km along the Mediterranean Sea; mountains with an average 
width of 35 km reaching altitudes of 1729 metres in the north declining to 600 
metres in the south and including the Anti-Lebanon Range of mountains, the 
flat Fertile Crescent which is the most cultivable land; and the desert which 
comprises rock and gravel steppe and represents about 58% of the country’s 
total area. The climate is predominantly dry with about three-fifths of the 
country receiving less than 25 centimetres of rain a year. 

From an administrative point of view, the country is divided into 14 
governorates (muhafazat), each one is divided into various districts (montaka), 
which are further divided into smaller units (nawahi) and finally villages
(al-qariah). The Syrian Arab Republic has a population of more than 18 
million, half of whom live in villages. Over 40% of all Syrians are less than 15 
years of age and almost 57% are between the ages of 15 and 64 years old. Life 
expectancy has steadily increased over the past few years to 69 years for men 
and 73 years for women. The society comprises a number of cohesive groups 
who recognize a common heritage and exhibit great solidarity. 

Under the leadership of H.E President Bashar Al Assad, the Government is 
presently engaged in a process of economic liberalization and modernization 
in all sectors. The country is moving towards economic and social prosperity, 
experimenting with different methodologies for development and progress, 
establishing and strengthening infrastructures, and creating supportive 
systems encompassing widespread political, economic and administrative 
reforms. The country has a medium-sized economy that is dominated by the 
private sector; most activity is generated by agriculture and hydrocarbon 
extraction which accounts for more than 45% of gross domestic product 
(GDP). 

The constitution of the country recognizes the right of all citizens to 
comprehensive health coverage. Primary health care is delivered through 
a governmental network of primary health care centres. Curative services, 
on the other hand, are characterized by a mixture of the public and private 
sectors. Currently, the health sector is undergoing reforms to address 
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Area

Population

Urban population (%)

Crude birth rate per 1000 live births

Crude death rate

Population growth rate

Per capita GNP (US$)

GDP per capita (US$)

Unemployment rate (%)

Adult literacy rate (%)

Primary school enrolment (%)

Total expenditure (US$) on health (per capita)

General government expenditure (US$) on health (per capita)

Total expenditure on health as % of GDP

Out-of-pocket expenditure as % of total health expenditure

Ministry of Health budget as % of government budget

Population with access to local health services (%)

Life expectancy at birth: average (years)

Health-adjusted life expectancy (HALE, years)

Married women (15–49) using contraceptives (%)

Pregnant women attended by trained personnel (%)

Deliveries attended by trained personnel (%)

Vaccination of mothers (TT2) (%)

Maternal mortality rate (%)

Infants immunized with BCG (%)

Infants immunized with DPT3 (%)

185 180 km2    

18 200 m

50.2

26.80 

3.4

2.5

1170 

1150 

11.0

Average:86, M:93, F:78

100

58.0

26.6 

5.1

54.2

3.8

Total 95

Urban: 100, rural: 90

Average:71.5, M:70.8, F:72.8

61.3

46.4

97

99

10

6.5 

99

99

Table 2. Health and development profile

Indicator                 Value

Sources: WHO Regional Office for the Eastern Mediterranean. Regional Director’s report   
               2004, and health system profile, 2005.

Infants immunized for hepatitis B3 (%)

Infants fully immunized (measles) (%)

Infant mortality rate

Under-5 mortality rate

Normal birth weight babies (%):

Prevalence of stunting/wasting

Regular smokers (15+ years)

Population with access to safe drinking-water (%)

Population with adequate excreta disposal facilities (%)

99

98

18.1 per 1000 live births

20 per 1000 live births

95

25.7

Average: 26%, M:43%, F: 8%

82

81

•	 One	 hundred	 per	 cent	 (100%)	 of	 births	 attended	 by	 skilled	 health	
 personnel by 2015;

•	 Sixty	 per	 cent	 (60%)	 of	 married	 women	 using	 family	 planning	
 methods by 2015;
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Organizational structure of the Ministry of Health 

Figure 1 shows the structure of the Ministry of Health, in which the healthy 
village programme is a separate directorate under the Deputy Minister for 
Administrative Affairs.

National Millennium Development Goals (MDG)  

The Syrian Arab Republic is pursuing the following national Millennium 
Development Goals (MDGs) which are closely related to health. Table 2 
shows the most significant health and development indicators in the Syrian 
Arab Republic.

•	 A	reduction	in	the	infant	mortality	rate	to	12	per	1000	live	births	by
 2015 from 18.1 per 1000 live births in 2002;

•	 A	reduction	in	under-5	mortality	to	13	per	1000	children	by	2015
 from 20 per 1000 children in 2002;

•	 The	 goal	 of	 99%	 of	 1-year-old	 children	 vaccinated	 against	 measles	
 by 2015 and the maintenance of high general vaccination coverage 
 and the introduction of new vaccines;

•	 A	 reduction	 in	 the	 maternal	 mortality	 rate	 from	 60	 per	 100	 000	 live	
 births in 2005 to 32 per 100 000 live births by 2015. In 2002, the
 maternal mortality rate was 65.4 per 100 000 live births;

Figure 1. Ministry of Health structure
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The healthy village approach
The healthy village programme was introduced in several countries of 

the Eastern Mediterranean with the intention of enhancing and accelerating 
the process of achieving the goal of health for all and to address the specific 
challenges faced by developing rural communities. The programme has 
given priority to creating supportive environments with a focus on village 
development and has assisted in the provision of basic amenities in order 
to improve the health and quality of life of rural populations. Recognizing 
the importance of the interrelationship between economic development 
and health, the programme has been further expanded to include economic 
development schemes. To achieve multidisciplinary local development, the 
organized participation of communities and strong intersectoral collaboration 
at all levels is considered an essential component of the approach. The 
approach also offers health professionals and community leaders a unique 
opportunity to adapt health activities to local circumstances and to bring 
about effective intrasectoral collaboration. Healthy village initiatives attempt 
to facilitate ongoing development activities and provide opportunities to 
build partnerships to overcome the most serious problems.

As a holistic development approach intended to improve the quality of 
life and health of rural communities, the programme reflects the following 
specific objectives: 

•	 mobilize	communities	and	stakeholders	to	build	partnerships;	

•	 stimulate	 and	 strengthen	 local	 level	 decision-making	 process	 and	
 empowerment;

•	 raise	community	awareness	on	health,	hygiene	and	other	issues;

•	 promote	 and	 mobilize	 needs-based	 health	 and	 environmental	
 initiatives;

•	 facilitate	 collaboration	 between	 the	 health	 sector	 and	 other	 sectors	 at	
 local level;

•	 place	 a	 high	 priority	 on	 improving	 environmental	 and	 basic
 services;

•	 encourage	and	promote	the	mobilization	of	resources	for	integrated	
 socioeconomic development.

The following strategies are adopted to meet the above-mentioned 
objectives:

•	 forging	dialogue	at	all	levels	on	health	and	environmental	issues	in	
 rural settings;
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•	 A	 significant	 reduction	 in	 the	 number	 of	 people	 suffering	 from	 HIV/
 AIDS, malaria and tuberculosis;

•	 A	 significant	 reduction	 in	 the	 threat	 caused	 to	 health	 through
 smoking, unhealthy eating, pollution and careless driving.

Other national MDGs, including: access to safe drinking-water, 
sustainability of environmental indicators, the promotion of gender 
equality and empowerment of women, universal primary education and the 
eradication of extreme poverty and hunger are also goals which are directed 
towards substantially improving the health status of the population. The 
attainment of these goals requires strong intersectoral and interministerial 
cooperation but are achievable through the healthy villages approach.
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The healthy village programme
Taking the initiative from the Regional Office, the Ministry of Health 

adopted the healthy village programme in 1996 and the country offices of 
WHO and UNICEF collaborated to launch the programme in three villages 
during the experimental phase. After achieving demonstrable success in these 
model areas, the approach was gradually extended to other governorates 
and areas. Currently, the programme has been implemented in 525 villages 
in 13 governorates.

The model phase of the programme was to test the strategy in country-
specific situations. The programme was initially implemented in 1996 in 
three governorates: rural Damascus, Daraa, Alqunaitera, and in three vil-
lages: Alkafreen, Akraba, and Bir-Ajam. In the middle of 1997, the healthy 
village programme was extended to a further 38 villages to cover a popula-
tion of 86 800. At the beginning of 1999, the healthy village programme was 
further extended to cover 113 villages and by 2001, the programme had been 
implemented in 213 villages. In 2002, the programme was extended to 311 
villages, and then to 350 by the end of 2003. In 2004, the country had 429 vil-
lages implementing the initiative and by 2005, 525 villages were implement-
ing the programme.

The attainment of national basic development needs is met through the 
promotion and support of primary health care services, the provision of a 
sufficient and safe water supply and sanitation and basic education. Infor-
mation centres equipped with computers map data obtained through health 
and family screening surveys conducted in each village. Surveys also include 
information on activities implemented in the village. Community schools 
implement a health curriculum, and students are set problems relating to 
public health and local development. To support and promote protection 
of the environment plantation campaigns are carried out and domestic gar-
dens are encouraged. Plans concerning the disposal of solid waste are also 
developed and implemented. Women are trained in primary and reproduc-
tive health care and literacy campaigns are conducted. Reproductive health 
services ensure the provision of pre-natal service for pregnant women and 
activities related to maternal care are promoted by cluster representatives. 
Child-friendly homes and communities are promoted adopting the conven-
tion on children’s rights as a strategy for action to implement projects and 
50% of houses have attained the label of child-friendly homes. Pioneering in-
come-generating development projects have been implemented, and reflect 
positively on the individual’s and family’s income and welfare, and positive 
lifestyle behaviour has been encouraged through the involvement of youth 
in carrying out behavioural changes and through the adoption of positive 
lifestyle behaviours.
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•	 strengthening	the	capacity	of	rural	communities	to	initiate,	plan	and	
 sustain environmental health projects;

•	 using	 basic	 development	 needs	 methodology	 as	 a	 tool	 for
 communities to mobilize participation, assess community needs and 
 set agendas;

•	 helping	 communities	 to	 mobilize	 resources	 and	 implementing	
 multisectoral development projects with a focus on health, the 
 environment and education;

•	 promoting	 appropriate	 technologies	 as	 a	 means	 of	 responding	 to	
 social and cultural preferences, budgeting costs and ensuring 
 sustainability;

•	 developing	 mechanisms	 to	 ensure	 that	 women	 play	 a	 more	 central	
 role.

Characteristics of a healthy village 

The healthy village approach leads to constructive evolution in local 
situations through changing behaviours and through bridging gaps in health, 
social and economic development. The following are the key characteristics 
of a healthy village: 

•	 physical	environment	is	clean	and	safe;

•	 creation	of	social	harmony	through	whole	community	involvement;

•	 community	 has	 access	 to	 varied	 experiences,	 interaction	 and	
 communication;

•	 historical	and	cultural	heritage	is	promoted	and	celebrated;

•	 health	services	are	accessible	and	appropriate;

•	 economy	is	diverse	and	innovative;

•	 sustainable	use	of	resources	for	the	community;

•	 quality	of	life	for	the	majority	is	improved	to	an	optimum	level;

•	 major	health	problems	prevailing	in	the	country	are	tackled.
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Methodology 
The evaluation was conducted using the framework developed by the 

Community-Based Initiatives Unit and subsequently tested in the evaluation 
of basic development needs initiatives in Djibouti and Yemen. The evaluation 
proposal and related tools were shared and agreed upon by the health 
authorities of the country. The Syrian Arab Republic was asked to provide 
basic information required for the planning and organization of the evaluation 
exercise and for confirming data in the field. Budgetary information relating 
to the programme was scarce and this affected the quality of the evaluation. 

The WHO Regional Office appointed two international experts, Dr 
Muhammad Mahmood Afzal from Pakistan and Dr Nazar El Faki from 
Sudan, to help conduct the evaluation.

The terms of reference were as follows.

•	 review	 the	 planning	 and	 implementation	 processes	 of	 the	 healthy	
 village programme, its effectiveness and impact on the health and 
 welfare of people;

•	 review	 other	 community-based	 initiatives	 and	 community	 health	
 agents and find the linkages between these processes within an over
 all fresher strategic approach to health and community 
 development;

•	 adapt	 existing	 WHO	 community-based	 initiatives	 evaluation	 tools	
 based on local needs;

•	 evaluate	 community-based	 initiatives	 and	 their	 outcome	 in	
 collaboration with national experts responsible for the programme 
 and other interested national and international agencies;

•	 examine	 possibilities	 and	 modalities	 to	 initiate	 healthy	 village	
 initiatives around health centres and adapt them as national
 strategies for poverty reduction, and integrate community 
 involvement as a principle for improving primary health care 
 services;

•	 analyse,	 document	 and	 present	 the	 results	 of	 the	 evaluation,	 use
 them as an evidence-based tool for advocacy in health and 
 development;

•	 provide	 findings	 and	 recommendations	 of	 the	 evaluation	 to	 the
 WHO Representative’s Office and the Regional Office;

•	 present	 findings	 to	 government	 officials	 in	 a	 joint	 meeting	 of	 the	
 Ministry of Health and other related ministries, United Nations 
 agencies and other potential partners.
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Objectives of the evaluation
The evaluation of the healthy village programme is intended to assess the 

input, process, output and impact of the programme, aimed at reviewing the 
implementation methodologies and the processes for programme expansion 
and its institutionalization in the health and development sectors.

Evaluation was carried out to meet the following principal objectives:

•	 appraise	the	healthy	village	programme	structures,	programme	
 management, political commitment and partnership;

•	 analyse	the	programme’s	implementation	processes	and	progress;

•	 assess	 the	 changes	 in	 health	 and	 other	 socioeconomic	 indicators	 in	
 programme areas;

•	 identify	 lessons	 learned	 and	 the	 major	 constraints	 and	 guidelines
 for future vision;

•	 make	 recommendations	 for	 appropriate	 actions	 to	 improve	 the	 pro
 gramme’s initiatives and process.

The evaluation looked at the following key factors:

•	 whether	 the	 programme	 is	 in	 line	 to	 achieve	 its	 goals	 and	 outcomes	
 planned at the outset and is being implemented in accordance with 
 prescribed principles and criteria;

•	 offers	 a	 mechanism	 to	 improve	 the	 health	 and	 well-being	 of	 indi
 viduals and communities, facilitating the process of overall human 
 development; 

•	 defines	 and	 gains	 a	 better	 understanding	 of	 the	 principles	 of	 the
 community-based approach;

•	 builds	 and	 provides	 a	 resource	 of	 common	 knowledge	 and
 experience to be used in other development programmes.
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The necessary information required for the evaluation was obtained through 
qualitative and quantitative techniques including:

•	 review	of	programme	documents;	

•	 interviews	 with	 key	 policy-	 and	 decision-makers,	 managers,
 partners and other stakeholders;

•	 focused	 group	 discussions	 with	 programme	 management,	
 intersectoral teams and community groups; 

•	 observation	through	field	visits	using	a	standardized	checklist.

Simple statistics, such as percentages and ratios, in addition to data 
gathered from qualitative techniques, have been used in describing the 
characteristics of the study variables in relation to the healthy village 
programme. The results of baseline household surveys have been compared 
with data obtained from available current records and national indicators. 
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The achievement of these tasks required the collection and analysis of 
relevant information and data through existing reports and records, focus 
group discussions, interviews with policy-makers, key decision-makers 
and field investigation in programme areas. Questionnaires and other tools 
for qualitative and quantitative evaluation needed to be developed and the 
questionnaire used in the course of the evaluation. The evaluation report was 
to be presented to national policy-makers in collaboration with the WHO 
Representative’s Office.

A descriptive comparative cross-sectional design was used to conduct the 
evaluation. In order to ensure a more representative study, programme areas 
from 10 out of the 13 governorates were selected. The three other governorates 
(Aleppo, Ariqa and Al-Hasika) were excluded because of their geographical 
distance from headquarters and due to time constraints. Six other villages not 
implementing the programme were visited as control areas for comparison 
with healthy villages. These villages were in: Homs, Tartous, Latakia, Idlib, 
Hama and Dair-Alzour. In order to cover the maximum number of areas 
during the limited time, two evaluation teams were formed each comprising 
an international expert and national staff of the healthy village directorate. 
Annex 1 includes the structure of the evaluation teams, the villages visited 
and the time-frame.

The study population included in the evaluation comprised:

•	 healthy	village	programme	managers	and	staff	at	all	levels;

•	 community	 structures,	 such	 as	 the	 village	 development	 committees,	
 cluster representatives and technical/specialist committees, in 
 addition to community members in general, and notables in control 
 villages, and beneficiaries in selected villages;

•	 intersectoral	support	team	members	in	two	areas;

•	 decision-makers	 and	 managers	 in	 several	 governorates	 and	 at
 district level;

•	 health	officials	at	governorate	and	district	levels;

•	 heads	of	related	departments	in	the	health	sector	at	national	level;

•	 partners	 at	 national	 and	 local	 levels,	 including	 nongovernmental	
 organizations and community-based organizations.

Healthy villages which had been implementing the programme for 3 
years or more and/or which had gained a sufficient level of maturity were 
selected for evaluation. The selection was made randomly from the list of 
the villages provided by the healthy village programme directorate and two 
villages	 were	 selected	 from	 each	 governorate.	 Villages	 not	 implementing	 the	
programme were selected randomly for comparison with healthy villages. 
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many villages, other organizations use the services of cluster representatives 
to approach communities and to deliver community-based services.

Female participation in the village development committees and in local 
decision-making is limited. In the majority of healthy villages there are units 
of the Women’s Union. Female participation at local level is most effectively 
reflected in the role of the cluster representatives and health volunteers.

Political commitment

Adopting a multisectoral development approach to achieve social and 
health objectives has been broadly acknowledged as successful in political 
circles, and hence, over the past few years has enjoyed a sufficient level of 
commitment, ownership and support from the Government. As a result, 
the programme has been placed firmly on the Government’s agenda at both 
national and governorate levels.

During field visits it was observed that political commitment at 
governorate and district levels, in terms of frequent follow-up and financial 
support for programme activities was present but existed to varying degrees. 
During interviews with partners and stakeholders it was apparent that at the 
outset of the programme, political commitment was high but has subsided, 
mainly as a result of the programme not being able to maintain its earlier 
pace in meeting its objectives and being unable to preserve quality in all 
areas. This also indicates that the level of satisfaction of the decision-makers 
in the programme’s outcome has declined, and hasty programme expansion 
coupled with managerial problems has relatively affected the programme’s 
standing. 

Partnerships 

One of the achievements of the programme is that it has succeeded in 
building partnerships with international agencies, such as WHO, UNICEF, 
UNFPA, European Union (EU), and the Aga Khan Development Network 
(AKDN) at national level, and with national organizations, such as FIRDOS 
and the Women’s Union, at local level. During meetings with partners, 
many critical areas were pointed out for corrective action, and a number of 
valuable proposals and suggestions were made. These called for extensive 
consultation by all parties and the need for these proposals to be considered 
by the Ministry of Health for incorporation into future plans.

WHO continues to support the programme through technical and 
financial support. In the past, WHO support was mainly in terms of technical 
support, capacity-building, and advocacy, in addition to seed money for 
socioeconomic initiatives in programme areas. WHO has expressed concern 
over overambitious expansion of the programme with little or no consideration 
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Results and findings 

Programme organization 

At national level, the healthy village directorate works under the Ministry 
of Health and is headed by a full-time director and a deputy director. It 
comprises five units: community health promotion, basic development 
needs, information, supplies and finance and administration. Each has a 
full-time technical expert who acts as coordinator, and secretarial staff. In 
addition to the above, there are support staff, including three purchase 
officers, four drivers and one auxiliary staff. Each governorate has a healthy 
village programme department, managed by a full-time head of department 
with five technical units identical to the programme directorate at national 
level and manned by technical, secretarial and support staff.

At district level, each health district has a field coordinator responsible 
for the supervision and monitoring of programme activities. They liaise with 
communities and assist in programme implementation. They are not full-
time and receive a per diem payment when they visit the field. As there are 
a large number of villages assigned to each coordinator, the coordinators 
usually only visit each area once a month.

At community level, there is a village development committee consisting 
of between 10 to 20 members and one chief. The roles of the members are 
not clearly defined and as a result only a few members in each committee 
are active in programme activities. The majority of village development 
committees are, however, functional and active, although some were found 
to only convene meetings on a casual basis. A conflict of interest among 
community groups was also noted in two villages which caused disunity 
and a lack of solidarity among the community and adversely affected 
programme activities.

There are also subcommittees known as specialist committees. They are 
responsible for specific areas, such as health, culture, social issues, sanitation, 
water, income-generating projects, etc. They also work in close collaboration 
with the village development committees.

Cluster representatives are the most active component of the healthy 
village programme in each village. In most areas, there is one cluster 
representative for each cluster of houses, although some communities have 
nominated three to five cluster representatives, each responsible for separate 
areas, such as health, sanitation, education, etc. Only a few villages have 
male cluster representatives. There is one head cluster representative in each 
village. Their duties mainly include coordinating the activities of cluster 
representatives and liaising with the village development committee. They 
understand their role clearly and regularly visit their catchment areas. In 
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AKDN has been supporting the programme since 2003 in 16 villages, 
and has so far contributed to primary health care activities, healthy 
lifestyles, training and capacity-building for cluster representatives and 
health committees, quality of life improvements and micro-financing. 
AKDN considers sustainability as the main challenge to the healthy village 
programme and sees the redefinition of objectives and clear guidelines as 
essential for the expansion of community-based structures and services.

FIRDOS has witnessed tremendous success and has gained in popularity 
since its inception in 2001. Because of shared common objectives for social 
and economic development, there are local level alliances between the 
healthy village programme and FIRDOS in some villages, particularly in the 
establishment of community schools, child-friendly homes, various other 
social projects and for the issuing of interest-free loans for income-generating 
schemes. As there is no coordination at central level, collaboration usually 
takes place between communities. FIRDOS has its own supervisory and 
intersectoral teams in districts, which work on a voluntary basis to support 
and monitor field activities. As FIRDOS is engaged in the multisectoral 
development process, and in order to avoid duplication of effort, there is 
a need to define the roles of related partners and to work on joint plans for 
related activities.

The Women’s Union, a national level nongovernmental organization, with 
its central office in Damascus, has 14 bureaus, with one in each governorate. 
It has 114 women’s associations placed in these governorates, each with 
between 10 to 20 female members and has a total 1727 units (one in each 
village). Since the majority of healthy villages have female units, there is 
close collaboration at local level which is absent at central level. The Women’s 
Union has recommended the establishment of close linkages at central and 
governorate levels, especially in the focus on women’s health and social 
development.

Advocacy and promotional strategies 

As the approach of the healthy village programme has been widely 
accepted as successful, advocacy and the promotion of the programme has 
taken place at both central and local levels, and a number of advocacy tools, 
such as brochures, pamphlets, posters and T-shirts have been developed. 
The support of partners has been highly commendable in this respect. The 
adoption of a multisectoral development approach by other organizations 
and the development of partnerships demonstrate the success of advocacy 
efforts and represent acceptance of the programme’s underlying concepts. 
Advocacy, however, has decreased as a result of budgetary allocations but is 
still necessary to sustain the process and to focus on those villages in which 
community mobilization is below an acceptable level. 
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for consolidation of old sites. The verticality of the programme and the 
duplication of effort are also issues for review. The current evaluation intends 
to further its technical cooperation and to strengthen the programme as it is 
passing through a transitional phase and requires strategic modalities.

UNICEF, as a key partner in the programme, has provided substantial 
support since the programme’s inception and is collaborating in five 
governorates covering 150 villages. It has partially supported seven out of 
nine components adopted by the healthy village programme. UNICEF also 
has expressed concern over the declining quality of services and uneven 
development under rapid expansion. The absence of coordination and joint 
plans between partners is seen as a major hurdle for the sustainability of 
future support from UNICEF. Due to the programme’s success, UNICEF 
has suggested strategic modalities, such as a review of strategies for the 
programme’s expansion with uniform development of existing sites and a 
resurveying of all villages to grade them according to categories of successful 
and sustainable, developing or facing serious problems. UNICEF is of the 
opinion that as other partners are also engaged in multisectoral socioeconomic 
development, the healthy village programme needs a review of its role in 
order to focus to a greater extent on health, and to play a greater coordinating 
role in socioeconomic activities. They also wish to see the programme 
incorporated into the various primary health care programmes—a proposal 
that has caused heated discussion in different government circles.

The EU has assisted the Syrian Arab Republic by contributing 30 million 
Euros for reforms and the strengthening of civil society. Being one of the 
major partners, the EU is interested in positive reforms in the health sector, 
in particular, reforms for the integration of the healthy village programme 
within the health sector. As the next 5-year plan is under preparation and 
the Ministry of Health is working towards devolution and a decentralization 
process under health care reforms, the EU proposes that it is time to decide 
whether the programme is integrated into primary health care or is given 
a special status between government and national nongovernmental 
organizations under the Ministry of Local Affairs. The EU has offered to 
host a consultation workshop to discuss and define the future vision for the 
programme. The EU has also proposed to train people at local level to build 
capacity in order to be able to self-sustain, generate local partnerships and to 
mobilize resources while opening new opportunities for public and private 
collaboration.

UNFPA is currently collaborating with the programme within reproductive 
health activities. UNFPA was enthusiastic to team up with the programme in 
its plans for rapid assessment of communities and implementing needs-based 
activities for reproductive health, recognizing this could be easily facilitated 
through existing community organizations in the programme villages.
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UNICEF support

UNICEF has supported mainly five governorates and collaborates with 
the healthy village programme for selective activities. According to available 
records from 2000 onwards, main support has been in training and capacity-
building, representing 45.02% of the total. Its second largest area of support 
has been in advocacy (21.57%) and project support (19.66%). UNICEF also 
assisted in providing supplies and equipment (7.10%), and in supervision 
and monitoring (6.62%). UNICEF allocations are on yearly basis and are 
related to the needs of the areas in which collaboration is taking place (see 
Figure 4).
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Figure 4. UNICEF allocations for the healthy village programme
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Ministry of Health allocations for the healthy village programme

Budgetary allocation from the Ministry of Health is one of the main 
indicators of programme sustainability. According to available records 
from 2002 to 2004, Ministry of Health support continued in a sustained 
manner for the different needs of the programme. The highest proportion 
of the budget was used for staff salaries and represented 27% of the total 
budget. Supervision costs accounted for 10.67%, supplies, equipment and 
stationary for 17.29%, operational costs for 20.07% and support for health 
projects 24.95% (see Figure 2). The Ministry has mainly borne the cost of 
the programme at central level and each governorate has its own budget for 
salaries, supplies, supervision and operational costs. 

WHO support

WHO has been supporting the healthy village programme through its 
Joint Programme Planning and Review Missions, technical support, capacity-
building and advocacy since the programme’s implementation. The provision 
of supplies and seed money was greater at the programme’s outset, but 
has been gradually reduced to augment programme sustainability. WHO’s 
overall contribution in providing technical support has remained at 20.15%, 
for capacity-building at 15.76%, for documentation and advocacy at 9.45%, 
for supervision at 1.65%, for supplies and equipment at 1.26%, incentives at 
15% and seed money for income-generating projects at 36.70% (see Figure 3).

Figure 2. Ministry of Health allocations for the healthy village programme

Sa
la
rie

s

Su
pe

rv
isi

on

St
at

io
na

ry

Ru
nn

in
g 

co
st
s

Hea
lth

 p
ro

je
ct
s

Su
pp

lie
s

35%
30%
25%
20%
15%
10%

5%
0%

2002

2003

2004



Evaluation of the healthy village programme in the Syrian Arab Republic

31

Training activities

Training and capacity-building of programme management and 
communities is of key importance for the programme’s success. The 
healthy village programme has successfully carried out various training 
with the support of partners. In addition to training on the programme’s 
concept, baseline surveys and project implementation, the healthy village 
programme also carried out training on health, first aid, literacy, vocations 
and information management. During the evaluation it was observed that 
at field level, the cluster representatives are well trained and understand 
their role. Field coordinators are mostly trained, however, several newly 
appointed field coordinators had not received regular training. 

Annex 2 provides a detailed account of the training courses undertaken 
in health, literacy vocations and information. Annex 3 provides details of 
training carried out in conjunction with AKDN in the villages pursuing joint 
interventions.

Intradepartmental coordination 

Intradepartmental coordination within Ministry of Health programmes 
is among  the  challenges for the healthy village programme. As the 
programme embraces a multisectoral approach, it requires close alliances 
and joint endeavours with similar programmes, in particular those within 
primary health care. During interviews with managers of different health 
programmes at national level, it was noted that there is either very little 
or no collaboration between the healthy village programme and peer 
health programmes. All programme managers stated their approval of the 
approach and held optimistic views for the programme ensuring effective 
implementation of health activities. At governorate and district levels, there 
is some coordination, although all programmes function as separate entities 
in the field.

In other countries of the Region, community-based initiatives are 
integrated within primary health care and/or the district health system, 
whereas in the Syrian Arab Republic the existence of a separate directorate 
has given the programme a semi vertical status. Through joint planning there 
are a lot of opportunities for country health programmes to mutually benefit 
each other and to use the same facilities and staff for the implementation and 
monitoring of related activities, which can deliver integrated community 
health care with reduced costs and a minimum duplication of resources. 

As health is one of the leading priorities in the Syrian Arab Republic, 
the planning directorate of the Ministry of Health is working on various 
proposals for modalities and strategic changes in the next 5-year plan leading 
towards decentralization and is working towards creating a wider consensus 
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Figure 5 shows the comparison of financial support given to the programme 
by the Ministry of Health, WHO and UNICEF.

AKDN support 

AKDN began supporting the healthy village programme in 2004 in 
selective districts in which they had their own organization to participate in 
programme activities. The main areas of support are in training, conducting 
surveys and development projects. The support for social interventions 
remained at 10%, whereas support for income-generating activities is 90% 
(see Figure 6).

   Each governorate also has its own budget which mostly covers payments 
to field staff, operational and supervision costs, seed money for projects and 
other related activities. As the healthy village programme directorate does 
not maintain records and could not provide this very important data; this 
cost could not be included while analysing resources and comparing costs 
and development activity costs. Many communities also mobilized local 
resources and formed partnerships with nongovernmental organizations, 
such as FIRDOS and other stakeholders. Due to the unavailability of data 
such contributions could not be counted in the analysis. 

Figure 5. Comparison of financial support from partners

Figure 6. Distribution of income-generating activites supported by AKDN

9%

16%

75%

15%

9%

16%

75%

7%
10%

83%

2%

27%

11%

3%

14%

28%

2003          2004                              2005



Evaluation of the healthy village programme in the Syrian Arab Republic

33

 seed money to implement social and income-generating projects.

•	 At	 the	 programme’s	 outset,	 communities	 were	 provided	 with	
 rants for income-generating projects, now interest-free loans are 
 offered to beneficiaries. 

•	 Loans	 are	 disbursed	 through	 banks	 and	 the	 village	 development	
 committees purchase necessary materials. In one village, the 
 community complained that the beneficiaries were not involved 
 in the decision-making process in the purchase of animals and the 
 village development committee chairman had selected cows which 
 later died or were sold due to their low quality.

•	 There	 is	 no	 revolving	 fund	 at	 local	 or	 district	 level.	 All	 of	 the	 loans	
 granted by the healthy village programme are returned to the
 healthy village programme directorate, and become part of the 
 national revolving fund. 

•	 There	 is	 no	 cost-sharing	 in	 initial	 project	 costs	 and	 the	 total	 price	 of	
 the project is given as a loan to the beneficiaries. Cost-sharing 
 is considered essential in promoting ownership and pride among 
 communities. 

•	 There	 is	 no	 concept	 of	 service	 charges	 or	 profit	 sharing	 by	 the	
 beneficiaries to develop the revolving fund as a social welfare fund 
 at local level which may be used by the community for further 
 development, operational costs and pro-poor actions. 

•	 The	 criteria	 for	 supporting	 the	 poorest	 of	 the	 poor	 need	 to	 be
 re-evaluated in some villages.

•	 Loans	 are	 usually	 given	 to	 individual	 families	 although	 cooperative	
 projects need to be encouraged.

•	 The	 healthy	 village	 programme	 has	 its	 own	 system	 of	 loan	
 disbursement and repayment, and financial tools introduced by the 
 WHO Regional Office need to be implemented accordingly. There is
 a lack of essential documentation required for adequate financial 
 management at local level. 

•	 Communities	 were	 unaware	 of	 financial	 records	 of	 activities	 and	
 data is not shared between communities and partners. Central
 control over financial records needs to be devolved and
 communities need to be made aware of the costs of activities and 
 must maintain adequate financial records. 

•	 Sponsoring	 organizations	 and	 agencies	 have	 not	 conducted	 periodic	
 audits of issued funds, which is a mandatory requirement where 
 financial transactions are involved. 
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for shifting the roles to the governorates and reducing duplication of effort 
through the integration of related activities.

Intersectoral collaboration 

The concept of national intersectoral coordination teams prevails at 
national level but in practice is weak. The same is true for intersectoral teams 
at mid-level. Only one evaluation team found functional intersectoral teams 
in two governorates. At district level, the intersectoral teams were nominated 
and used to work effectively at the outset of the programme, now meetings 
are convened casually and the teams do not pay coordinated visits to the 
field to provide technical support to developing communities as required 
by the approach of the healthy village programme. Although a great deal of 
support is provided by the related sectors to the healthy villages, this effort 
is not well coordinated or organized, and therefore immediate crucial action 
is required to revive essential multisectoral development. 

Community mobilization

Community mobilization is the basis of the programme at grass roots 
level and is a key indicator for programme success. All of the villages 
have community structures, such as village development committees, 
cluster representatives and specialist committees. Overambitious and 
rapid programme expansion has resulted in a decline in the follow-up of 
programme villages, which compromised the social mobilization process 
and reduced the enthusiasm essential for continuity and sustainability. As 
a result, community organizations have either become disinterested or less 
active. Most community meetings are planned on a monthly basis or are 
convened for contingency matters or for loan repayment collection.

Financial management 

The healthy village programme supports income-generating schemes with 
seed money. Many of the social development activities also involve funds, 
and financial management has become an essential part of its management 
system. The programme’s success relies on an efficient and transparent 
financial system, so this area is of key importance requiring in-depth review. 
Some observations noted during the field visit call for remedial measures by 
programme management and partners to re-examine strategies and review 
the system.

The following are the main findings in regard to financial management at 
local level:

•	 WHO	 and	 other	 partners,	 such	 as	 FIRDOS,	 AKDN,	 etc.	 have
 assisted the healthy village programme through the provision of
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a monthly basis. The head cluster representative in each village maintains a 
notebook to record the information collected by the cluster representatives 
during home visits. The village development committee in most villages 
maintain meeting records while others do not maintain this information 
regularly. Governorate and national offices have maintained village 
development plans which have been prepared by the communities and 
complied at local and governorate levels. The healthy village programme has 
developed a number of documents for programme advocacy and training, 
which have been listed in Annex 5.
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•	 Loan	 repayments	 are	 satisfactory	 and	 in	 some	 cases	 are	 fully	 repaid.	
 The overall loan repayment rate is 35.55%. Annex 4 shows the 
 repayment status of loans issued from WHO funds. 

Supervision, monitoring and management 

In regards to overall programme management, the centralized management 
approach prevails. Each healthy village is visited by a related field coordinator 
once a month while the staff of the healthy village programme directorate 
at governorate and central level visits less often. The visits by intersectoral 
teams take place occasionally. The cost of monthly supervisory visits is 
supported by the Government and UNICEF. During the evaluation, some 
communities requested more frequent visits, at least once a week by the field 
coordinator and once a month by the directorate. It has been observed that 
in almost every village, there is a health facility, however, the health staff 
are not fully involved in the supervision and monitoring of healthy village 
programme activities. It would be more feasible and cost-effective to involve 
primary health care staff in the programme and train them for the role of 
local supervision and monitoring. 

Documentation and information system 

Programme-related information is documented at village level in 
information centres, at the district level by the field coordinator, and at 
governorate and national level in the information units. The healthy village 
programme has supplied computers to all governorates, districts and more 
than 70 villages to strengthen the information system. In some villages the 
information centres are established by FIRDOS. In some centres the healthy 
village programme has nominated health staff to operate the computers, 
and in some villages cluster representatives and other community members 
have acquired computer training and operate the information centres. The 
availability of computers in the programme villages is a major strength for 
field activities but unfortunately computers are underutilized and are used 
for storing baseline survey results and basic word processing. There is a need 
to effectively use these centres to regularly update community information, 
as well as for updating data of affiliated health facilities. The programme 
may develop a template or software to be used in maintaining and updating 
information.  

In most villages, the key components of baseline information and list of 
priority needs were displayed through charts. Family folders and vital net 
charts were also maintained providing vital information. As the information 
on these charts pertains to limited health indicators, the healthy village 
programme needs to prepare charts for essential indicators covering all 
development aspects and to train communities to update the information on 
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Output of multisectoral actions 

During the evaluation, one team noted that many income-generating 
projects became inactive following repayment of the loan. From the list of 
projects random selection was made for inspection but only a few projects 
were still active. Health and social interventions are more sustainable than 
income-generating projects. Due to their limited (once monthly) supervisory 
visits, field coordinators are unable to make follow-up visits of the individual 
projects. The programme is not adequately maintaining data pertaining to 
initial and follow-up costs of projects, the contribution of different partners, 
related activities and the output of individual projects. As the directorate 
has not adopted the community-based initiative guidelines and tools issued 
by the Regional Office, vital information is not being maintained and this 
issue is the responsibility of programme management. Annex 6 shows 
the information provided by the healthy village programme directorate 
pertaining to coverage by projects, which is more generic and does not 
give exact numbers of beneficiaries. It is acknowledged that the healthy 
village programme has carried out a number of multisectoral activities in 
programme areas which have not been properly documented. 

Adult literacy and education are a major focus of the healthy village 
programme in most areas. Communities have been mobilized and have 
approached the relevant sectors. The literacy rate has improved from 70% 
to 93% in many villages and is higher than the national average of 86%. The 
school drop-out rate has decreased from 10% to 1%. In Masoud, all girls who 
had dropped out of school returned and of the 44 students, 43 managed to 
obtain the higher secondary school certificate. In some areas communities 
used the summer holidays to conduct special English and mathematics 
courses for students. In Al Ahmadia, some girls who had dropped out of 
primary school were inspired by the healthy village programme to continue 
their education and gained secondary school qualifications. Many are now 
teachers and teach computer skills; others serve the community as health 
volunteers. Figure 7 shows the educational improvement rates in some 
villages.

Figure 7. Educational improvements

Literacy rate          Enrolment           Drop-out-rate

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%



Evaluation of the healthy village programme in the Syrian Arab Republic

36

Project activities and outputs  

Healthy village programme interventions  

The healthy village programme aims at promoting holistic development 
at local level though numerous types of multisectoral interventions. The 
projects or activities are mainly related to health, social and economic sectors 
and are carried out according to priority needs determined by resident 
communities. Many of the activities were performed by related sectors on the 
initiative of the healthy village programme or from efforts of communities. 
The healthy village programme also provided seed money for a number of 
interventions.

Health development has remained the main focus of the healthy village 
programme. The programme has succeeded in carrying out the following 
types of interventions in different areas according to local needs:

•	 strengthened	health	facilities	and	primary	health	care	programme;
•	 Integrated	Management	of	Childhood	Illnesses	(IMCI);
•	 support	for	immunization	programme;
•	 improved	reproductive	health;
•	 promotion	 of	 healthy	 lifestyles,	 nutrition	 and	 breastfeeding	 practices;
•	 health	education	and	no-smoking	campaigns	(Quit	and	Win);	
•	 creation	of	a	community	school	health	programme.

Other social development was carried out in order to assess community 
needs for improvements in the quality of life of communities. These 
included:

•	 developing	infrastructures	for	basic	amenities	as	part	of	the	national	
 policy;
•	 adult	literacy,	support	for	basic	education	and	the	encouragement	of	
 school enrolment; 
•	 promoting	the	introduction	of	appropriate	technologies;
•	 vocational	training	and	skills	development;
•	 promoting	cultural	activities	and	youth	development;
•	 women’s	empowerment	activities.

Economic development was carried out through micro-credit schemes 
as complementary to other social and health interventions. WHO, FIRDOS 
and other partners provided interest-free loans to communities for livestock 
and dairy development, agriculture and fruit tress, small trades and skilled 
professions, especially to women for equipment such as knitting machines. 
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58% to 92%. In many villages, the infant mortality rate has decreased to 18.1 
per 1000 live births and maternal mortality rates have decreased to 65 per 
100 000 live births. The healthy village programme has increased awareness 
of mothers, and antenatal care has increased from 35% to 52%, prenatal 
care from 52% to 95% and contraceptive use from 38% to 74% respectively
(Figure 9). 

Health promotion and protection have also remained a major focus of 
the programme. The programme trained cluster representatives on health 
promotion, first aid and communication skills. Subsequently, cluster 
representatives have provided health education to mothers and maintained 
follow-up of children during home visits. They have encouraged communities 
to improve sanitation and personal hygiene and to adopt healthy lifestyles, 
they have promoted breastfeeding and discouraged malpractices. They have 
also advocated for child-friendly homes and child-friendly communities, 
and this has helped to create mass awareness of health issues, improved the 
health status of communities and reduced incidences of acute respiratory 
infections, diarrhoeal diseases and cutaneous leishmaniasis from 31%, 19% 
and 3% to 12%, 6% and 1%, respectively (Figure 10). Smoking also decreased 
from an average of 70 smokers a village to 45. The names of those smokers 
who had quit were registered on posters displayed in health facilities. 

The selected villages were those that had been implementing the 
programme for 3 years or more or those displaying sufficient levels of 
development. The healthy village programme has mobilized communities 
to participate in the local development process, and has encouraged people 
to play proactive roles with their efforts supported by related stakeholders. 
It also reveals that if all efforts are directed in the same direction, they can 
collectively bring about a change and a rapid improvement in comparison 
with other areas in which the normal development process is implemented. 
This fact that the healthy village programme does not take the role of other 
sectors or services and does not carry out all actions pertaining to health, 
social or economic development should also be highlighted. It provides a 
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Figure 10. Health improvements
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Provision of basic life amenities and essential infrastructures to rural 
communities is the prime policy of the Government. The healthy village 
programme has facilitated this process and mobilized communities to 
actively participate in local development. The focus of local development 
has been the provision of safe drinking-water and human excreta disposal. 
Communities have mobilized their resources to collaborate with local 
government in extending the water pipes network and connecting latrines to 
the sewerage system. As a result, access to safe drinking-water has increased 
from 76% to 98%, compared with the national figure of 82%, and the number 
of the population with adequate excreta disposal facilities has increased 
from 65% to 92% in some villages compared with the national average of 
81% (Figure 8).

Maternal and child health is a major concern of all communities. Health is 
a priority in national policies and the Ministry of Health is focusing on rural 
areas for the improvement of health services. In the healthy village programme 
areas, communities were mobilized and provided with health education, 
encouraging their active participation in health development efforts and 
improving the health status of the community. Cluster representatives played 
a proactive role in the follow-up of mothers and children for immunization, 
and collaborated with health teams, as a result the immunization of children 
< 1 year old improved from 79% to 100%, and TT coverage was raised from 

Figure 8. Improved safe water supply and sanitation facilites

Figure 9. Mother and child health care services
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Interest-free loans for projects 
aimed at poverty reduction. Self 
employment is promoted through 
micro-credit. 

Community are taught skills, such 
as computer skills, sewing and 
knitting

Community are taught skills, such 
as computer skills, sewing and 
knitting

Youth are active, do sports and 
take part in cultural activities and 
community development. 

Most communities have attained 
basic life amenities, others are 
working for those. 

There are literacy programmes 
for elders and others. Cluster 
representatives follow up on school 
defaulters and drop-outs. Libraries 
exist. 

Communities undertake surveys to 
assess the real situation and priority 
needs. 

Information centres have been 
established and some cluster 
representatives are trained. Cluster 
representatives regularly collect 
information.

The committee are well versed with 
the approach and work in line with 
programme objectives. 

Cooperative projects for income-
generating schemes are not 
promoted, but communities do 
collaborate in social projects. 

A number of villages are close 
to gaining the optimum level of 
sustainability and self-sufficiency. 

No such schemes or activities. 
People mainly work as 
labourers for daily wages.

No sustainable income 
resources.

No such activities. 

No such activities. 

No training or cultural 
activities, no sports. People 
assist in work or stay without 
work.

Electricity, water and telephone 
but no sanitation, no road 
paving, no street lights. 

Elders and women are 
mostly illiterate or have little 
education.

No literacy centre or facility, no 
school health. No system for 
enrolment of school defaulters.

No surveys and a lack of 
general awareness. Problems 
are only identified through 
experience.

No such system.

No idea or concept of holistic 
development or coordination. 

No concept of cooperative 
projects. 

No such programmes. 

Income-generating 
schemes, poverty 
reduction measures 
and employment 
opportunities

Skills development 
and professional 
enhancement 

Skills development 
and professional 
enhancement 

Youth activities 

Infrastructures and 
basic life amenities 

Education and 
literacy 

Awareness of local 
problems 

Information 
collection and 
documentation 

Holistic 
development 
approach and 
coordination of 
multisectoral 
support 

Cooperative culture 

Self-sufficiency 
and self-help 
programme 
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favourable environment in which related development activities can have a 
synergistic effect on each other and the development process can be better 
facilitated and organized as compared to other situations. This reality is better 
understood by looking at a comparison of healthy villages and villages not 
implementing the programme.

During the evaluation, both teams visited six villages which belonged 
to the same districts or governorates but which were not included in the 
healthy village programme. Table 3 indicates the general observations noted 
during the visit.

Indicators Villages not implementing
the programme

Villages implementing the 
programme

Social mobilization 
and organization

 

Women’s 
empowerment and 
development 

Local leadership 
and community 
consultation

Health actions 

Awareness 

Social development 
initiatives 

No community organization. 

Women help in agriculture, 
others stay at home.

No female organizations with 
the exception of units of the 
Women’s Union in several 
villages.

One elected person leads and 
solves the problems. There 
is no consultation with the 
community in community 
issues.

No health facility in some 
villages, mobile teams provide 
services. 

Community does not have a 
proactive role in health services. 

No health awareness or action 
for life awareness, no concept 
of child-friendly homes or 
promotional campaigns for 
healthy lifestyles. 

Rare social intervention by the 
communities themselves. 

Communities are well organized, 
with village development 
committees, cluster representatives, 
and specialist committees. These 
are mostly active.

The women are organized and 
active as cluster representatives. 
They participate in activities, such 
as training, skills development, 
and income generation. In some 
cases they are involved in decision- 
making. 

The community leadership has 
evolved from village development 
committees and cluster 
representatives. They meet together 
to solve issues and decide on future 
actions. 

Communities have been 
mobilized and have contributed 
to health facilities development 
and management. Cluster 
representatives visit families for 
health information and undertake 
follow-up visits.

Cluster representatives are actively 
involved in health awareness. People 
are aware of health problems, 
health protection and healthy
lifestyles. Child-friendly homes
are established. 

Communities take a proactive role 
in social development. 

Table 3. Comparison of healthy villages and villages not implementing the  
              programme
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organized and have the relevant structures but in many cases, the head of the 
village development committee overrules the community as all authority is 
centred around his role. Other members only interact in the meetings without 
a specific role in programme management. One evaluation team noted in 
two areas that field coordinators had control over the local programmes and 
the communities were invisible. This kind of situation creates a syndrome 
of dependency and in spite of development, communities do not gain a 
sufficient level of self sustainability and look towards the programme or the 
Government for continuous support and supervision. 

Promotion of appropriate technologies  

Technology is a neglected area and requires innovative approaches 
in terms of available resources, community skills, raw materials and 
marketable prospects. The country is rich in talent, assets and opportunities 
but requires inspiration and pioneering movement. There is a lot of potential 
to promote technical skill, and to work in multiple dimensions for moving 
the communities towards progress in all spheres of life. In this respect, 
national nongovernmental organizations, such as FIRDOS, can play a role 
as they have an independent platform and are capable of bringing technical 
knowledge and skills in order to make the following a reality:

•	 analysis	 of	 market	 economy	 and	 social	 needs	 in	 different	 regions	 of	
 the country; 

•	 introduction	 of	 consumer-friendly	 technologies,	 knowledge	 and	
 services;

•	 introduction	 of	 initiatives	 for	 capacity-building	 of	 human	 resources	
 and enhancing leadership skills among the communities to pioneer 
 the process of social change;

•	 initiation	 of	 a	 ‘one	 district	 one	 technology’	 approach	 that	 could
 create greater opportunities for skills development, quality
 production and the marketing of goods;

•	 encouragement	 of	 cooperative	 projects,	 especially	 for	 highly	
 technical or skilled professions, in which organizations can share 
 resources and management. This would promote private sector 
 involvement in the production of high quality market-oriented
 goods and the provision of essential services in rural areas. 

Poverty reduction and employment opportunities   

WHO and FIRDOS have provided seed money for income-generating 
schemes, and as a result limited self-employment has been promoted. 
Communities have resources but need technical and professional support 
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Sustainability 

The healthy village programme is at different stages of development in 
different villages. It is felt that there is a need to develop a set of criteria 
for ranking the villages in terms of their potential for sustainability, their 
level of development and improvements in indicators. During field visits, 
it has been observed that some villages have gained a sufficient level of 
development and the majority of their basic and priority needs have been met. 
These communities are now seeking assistance in meeting their secondary 
and tertiary level needs. These villages require a system that can aid self-
sustainability and address emerging problems as and when they occur. 
There is also the need for the continuous generation of resources to ensure 
maintenance of the programme and to carry out social welfare actions. 

In other villages, the process of development is ongoing and communities 
still need technical and material support to implement programme elements 
and meet the targets of development. Rapid expansion has overstretched the 
prevailing supervisory system and has reduced monitoring visits through 
which communities receive technical support. Intersectoral support is also 
casual and therefore communities have limited opportunities for capacity-
building in multidisciplinary skills. The resources are limited in terms of 
extent and accessibility and so the pace of development in this category of 
villages is slow. 

Some villages are suffering from major problems as a result of their 
geographical distance from headquarters or for reasons relating to community 
mobilization. Limited supervisory and intersectoral support has exaggerated 
the problem and there is a lack of social mobilization. For these villages, the 
healthy village programme should carry out strategic measures to examine 
all options. 

Villages	 which	 joined	 the	 healthy	 village	 programme	 in	 the	 past	 2	 years	
are still passing through a stage of infancy. These villages require greater 
and more frequent technical support and additional resources to reach an 
optimum level of development. The Government has on its agenda the 
rejuvenation of rural areas to reduce migration to the cities. Other partners 
are also engaged in this holistic development process providing useful 
opportunities for collaboration through joint plans, technical assistance, 
social mobilization, capacity-building and monitoring, and facilitating the 
achievement of health gains through multisectoral efforts in programme 
areas. 

Decentralization 

The healthy village programme in the Syrian Arab Republic follows a 
centralized approach in regards to programme management. As a result, 
the process of approvals and problem-solving can be slow. Communities are 
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Conclusions and recommendations   
The main strengths of the programme include a widespread understanding 

of the approach at all levels; the existence of community structures and 
community-based information centres, updated family folders and vital 
netcharts; the infrastructure for basic life amenities as focused on by the 
Government as part of their national policy; improved health convergence 
in programme areas; local plans included in government agendas; effective 
partnerships with donors and development agencies at local level; political 
commitment and support of varying degrees: women’s participation as active 
cluster representatives; the production of advocacy and training materials 
and the sponsoring of most of the operational costs by the Ministry of Health, 
with the support of partners focused on technical and development aspects. 

According to the partners, the main challenges are related to the verticality 
of the programme, overambitious programme expansion with little or no 
consideration for consolidation of old sites, the declining quality of services 
and uneven development, the need for a more centralized management 
system, and the lack of coordination and collaboration between partners at 
central levels leading to ill-defined roles and the duplication of resources and 
services. Other areas of weakness include: the integration of the programme 
with other peer health programmes and intersectoral coordination and 
support are below the expectations the non-utilization of community-based 
initiatives management guidelines and tools; the lack of clearly defined roles 
within the village development committees; lack of female participation in 
local decision-making; inadequate data or underutilization of the information 
system, the centralization of information and of the revolving fund; absence 
of cost-sharing; weak communication and feedback and inadequate 
supervisory and monitoring visits. 

Recommendations for the healthy village programme and partners 

•	 Detailed	 surveys	 should	 be	 conducted	 in	 all	 healthy	 villages	 by	 a	
 third party, such as an educational institution, in order to identify 
 which villages have reached a sufficient level of maturity, those
 which are still developing or those which have serious problems. 
 These surveys should be followed by strategic planning and
 resource allocation.

•	 Consolidation	 and	 strengthening	 of	 existing	 sites	 is	 needed	 through	
 the development and implementation of a uniform development 
 model with local adaptation. 

•	 Overambitious	 and	 rapid	 expansion	 should	 be	 restricted	 in	
 accordance with the capacity of programme structures and 
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for carrying out economic development activities. The objective should be to 
promote vocational skills, create market opportunities, enhance capabilities 
for entrepreneurship, mobilize local resources, encourage joint schemes and 
invite private sector involvement in economic activities for the reduction of 
unemployment and to improve economic resources. 

Women’s development and empowerment    

Women’s development and empowerment varies from one healthy 
village programme area to another. The majority of cluster representatives 
are women and they have been significantly focused on capacity-building 
and training in various health and development aspects. Many other women 
work as health volunteers and have been given training in various skills. 
This is one of the programme’s major strengths. On the other hand, the 
representation of women in the village development committees is almost 
nonexistent and resultantly, less women are involved in the overall decision-
making process at grass roots level. The Women’s Union has units in most 
villages although women’s development activities exist to varying degrees. 
There is need to develop a universal package for women’s development and 
to ensure its implementation in all villages.

Youth and development    

There are a number of activities for youth in the local development 
process, mostly pertaining to culture, entertainment, sports and physical 
health. The community school programme is also an effective initiative being 
implemented in the majority of villages. There are branches of the Union of 
Youth, a national organization of youngsters, in some villages. It is felt there 
is a need to rationalize efforts and to develop a healthy youth development 
model with a focus on intellectual growth and specific health needs to be 
implemented uniformly in all areas. Particular focus should be given to the 
promotion of technical and professional training and the development of 
leadership skills in order to prepare youth for their proactive role in future 
development. 
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•	 The	 community-based	 initiatives	 guidelines	 and	 tools	 introduced	 by	
 the Regional Office should be adapted locally to strengthen 
 management and monitoring systems. 

•	 The	 information	 system	 at	 all	 levels	 should	 be	 streamlined	 in	 order
 to be able to update information relating to all aspects of the 
 programme and to guide programme management to identify 
 problems.

•	 Internal	 evaluation	 should	 be	 made	 a	 regular	 component	 of	 the	
 programme to be conducted every 1 or 2 years by independent 
 agencies assisted by partners.

•	 Greater	 support	 should	 be	 provided	 to	 communities	 covering	
 technical, professional and life skills to encourage self sufficiency to 
 sustain development with the minimum amount of material 
 resources.

•	 The	 healthy	 cities	 programme	 should	 be	 introduced	 in	 one	 or	 two	
 urban areas which have the potential to present a replicable model.

Recommendations for the WHO Regional Office

•	 A	 national	 technical	 officer	 should	 be	 appointed	 in	 the	 WHO	
 Representative’s Office in the Syrian Arab Republic to assist in 
 programme planning, follow-up of objectives, monitoring
 programme progress, and coordinating support from different 
 partners. This will also build national manpower and local 
 capacities.

•	 More	 frequent	 and	 effective	 technical	 support	 should	 be	 ensured	
 during the programme’s consolidation and expansion phase. 

•	 Technical	 support	 should	 be	 extended	 to	 national	 nongovernmental
 organizations, such as FIRDOS, engaged in community
 development through a holistic approach with social objectives. 

•	 Fund	 allocations	 by	 WHO	 should	 be	 focused	 on	 technical	 aspects,	
 such as capacity-building, health and social development,
 advocacy, etc. with less focus on loans, salaries, incentives and 
 operational costs. This makes the support conditional on
 programme consolidation of existing sites, integration of processes, 
 coordination with partners and stakeholders and decentralizations 
 of systems. 
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 availability of resources, focusing on the comprehensive
 development of each area. 

•	 Health	 should	 be	 the	 prime	 focus	 and	 main	 objective	 of	 local	
 development, and intersectoral coordination should be encouraged.

•	 The	 integration	 of	 the	 programme	 within	 primary	 health	 care	
 should be implemented following wider consultation and dialogue 
 with partners and stakeholders. 

•	 Due	 emphasis	 should	 be	 given	 to	 streamlining	 and	 capacity-
 building of community structures to enable coordination and 
 generation of local resources.

•	 Decentralization	 of	 power	 at	 governorate	 level	 and	 within	 district	
 health authorities is needed.

•	 Staff	 of	 local	 health	 facilities	 and	 mobile	 health	 teams	 should	 be	
 trained and assigned a technical support role to communities and
 for the monitoring of programme activities.

•	 Effective	 partnerships	 should	 be	 explored	 to	 create	 marketable	
 opportunities and economic development options, such as the 
 one-district one-technology approach associated with technical 
 and skills development to produce quality viable products in 
 competitive markets.

•	 The	 revolving	 fund	 should	 be	 introduced	 in	 all	 areas	 to	 encourage	
 communities to self finance local development schemes through
 cost-sharing.

•	 The	 roles	 of	 the	 members	 of	 the	 village	 development	 committees	
 should be more clearly defined, and membership of these
 committees should be limited to between five and eight members,
 with greater emphasis on the development of effective community 
 leadership.

•	 In	 order	 to	 enhance	 the	 role	 of	 women	 and	 youth,	 feasible	 models	
 for the comprehensive development of women and youth should 
 be developed taking into consideration country perspectives and 
 uniform implementation.

•	 Efforts	 should	 be	 directed	 towards	 greater	 resource	 mobilization
 and the creation of effective partnerships with relevant donors, as 
 well as civil society, inviting private sector involvement in local 
 development efforts.

•	 A	 regular	 coordination	 system	 should	 be	 developed	 for	 joint
 planning, resource mobilization and for the monitoring of 
 multisectoral development activities by partners and stakeholders.
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Measuring programme success   

At the conclusion of the evaluation of the healthy villages programme of the 
Syrian Arab Republic, a rating scale of 1 to 5 was used in order to determine 
its success, addressing factors stipulated in Table 4. Based on the results of 
the rating, the healthy villages programme in the Syrian Arab Republic, 
according to Table 5 from the Regional Office’s evaluation guidelines, 
falls into category 2 stating that the programme has achieved all planned 
objectives and WHO should continue technical and financial support for 
programme expansion.

Table 4. Rating scale for the healthy villages programme of the Syrian Arab
  Republic

Contributing factor           Score out of 5

Level of political commitment

Institutionalization of healthy village programme within government set-up

Organization and management

Human resources development

Intersectoral and partnership development

Community self-reliance/ownership

Community self-financing

Improved health and social development indicators

Total

3

4

3

4

3

4

2

4

27

Table 5. Evaluation guidelines for the healthy villages programme evaluation

Categories  Result          Implication

1 (31–40)

2 (21–30)
Healthy villages 
programme of the 
Syrian Arab Republic

3 (11–20)

4 (1–10)

Achieved more than 
was originally planned 
(sustainable programme)

Achieved all planned 
objectives (making 
satisfactory progress towards 
sustainability)

Achieved some planned 
objectives (making progress 
towards sustainability)

Achieved nothing/project 
did not work (no progress 
towards sustainability)

WHO should limit financial 
support and continue technical 
support for programme 
expansion

WHO should continue technical 
and financial support for 
programme expansion

WHO should continue technical 
and financial support in the 
same area

WHO should cease technical 
and financial support unless 
government shows willingness 
to take the leadership and 
allocate funds for programme 
support
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Annex 3

Training supported by Aga Khan Development 
Network

Type of trainings      No of       No of

       villages   participants

Advocacy and orientation workshop on healthy village 
concept

Training and conduction of baseline surveys 

Discussion of baseline survey results

Training of village development committee

Assisting in preparation of village development plans

Training of cluster representatives on health 
promotion

Training of cluster representatives on first aid

Training of cluster representatives and health workers 
on communication skills

Orientation workshop on monitoring and supervision

Training of cluster representatives on how to conduct 
home visits

Training of health volunteers

Training of health workers on IMCI

Workshop and group discussion for youth on health 
promotion and tobacco

Total no of participants

10

10

10

10

10

10

7

10

10

5

1

416

27 cluster representatives

407

59

50

356

44 

(18 were given first aid kit)

34

29

33

20

19 doctors and 28 nurses

60

1582

50 51
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Annex 2

Training courses provided by the healthy village 
programme

Name and type of       No of days Provider                No of training     Target groups/No

training course                   courses                of participants

Health first aid

Health first aid

Health (MCH)

Health promotion

Literacy classes

Literacy classes

Literacy classes

Literacy classes

Vocational training

Vocational training

Agriculture 

Information system

3

3

3

2

45

45

90

90

15

30

15

3

Healthy village 
programme

Community

Women’s Union

Health directorate 

Women’s Union

South 
development

Ministry of 
Education

Women’s Union 

Women’s Union

South 
development 

Ministry of 
Agriculture

Healthy village 
programme/
FIRDOS

234

92

25

159

68

54

33

23

95

87

98

95 +26

2476

590

368

1972

1450

1066

768

461

1753

1306

1520

1672
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Annex 5

List of documents produced for the healthy 
village programme

  # Type       Subject          Funded by      Year

1

2

3

4

5

6

7

8

9

10

11

UNICEF

WHO

WHO

UNICEF

UNICEF

UNICEF

UNICEF

UNICEF

UNICEF

UNICEF

UNICEF

Manual

Manual

Manual

Manual

Manual

Manual

Manual

Manual

Poster

Pamphlet

Pamphlet

Manual of information system in healthy 
villages

Manual of cluster representatives task 

Manual of village development committees

Manual of sanitation 

Manual of smoking control addressed to 
cluster representatives 

Manual of baby-friendly community and home

Manual of first aids addressed to cluster 
representatives 

Manuals, brochures about safe waste disposal 
and food preservation

Posters for programme components

Pamphlet about healthy village programme 

Pamphlet of village information centre

1999

1997

1997

1999

2003

2004

2004

2002

2002

2000

2004

53



Evaluation of the healthy village programme in the Syrian Arab Republic

52

Annex 4

WHO loans for income-generating schemes 

Village           Scheme             Amount       Repayment   Status

                (SYP)           (SYP) (%)

Rural
Damascus

Swiada

Homs

Hama

Tartous

Dar’a

Algoniatra

Idlib

Latakia

Alhasaka

Dier Alzour

Total

250 000
(100%)

115 000 
(32.85%)

400 000
(100%)

80 000 SYP 
(80.00%)

270 000
(100%)

469 507 
(76.46%)

440 000
(100%)

159 000 
(9.46%)

138 125 
(46.04%)

0

0

2 241 634 
(US$ 44 833)

1

1

1

1

2

3

2

12

2

6

9

40

Cows

Means of 
transport

Cows

Agriculture

Cows

Cows and 
poultry

Cows, technical 
projects

Cows and bee 
keeping

Cows, sheep and 
technical project

Cows, goats, 
small trade

Cows, goats, 
small trade

250 000

350 000

400 000

100 000

270 000

614 000

440 000 

1 680 000

300 000

850 000

1 050 000

6 304 000
(US$ 126 080)

Reimbursement 
complete 

Reimbursement is 
going as scheduled

Reimbursement 
complete

Reimbursement is 
going as scheduled

Reimbursement 
complete

Reimbursement is 
going as scheduled

Reimbursement is 
going as scheduled

Reimbursement is 
going as scheduled

New projects still in 
grace period

New projects still in 
grace period

Overall 35.55% of 
total loans 

Note: WHO loans started in 2001





Annex 6

Coverage by healthy village programme 
interventions

Governorate    No of villages   Population covered     Number of villages covered by projects 

Rural Damascus

Tartous

Latakia 

Halab

Idlib

Hama

Homs

Hasaka

Alraga 

Dair Elzour

Gonaitra

Daraa

Alswaida

Total 

96 200

83 600

264 600

75 133

45 000

204 600

126 000

133 000

65 300

91 800

26 190

108 500

49 600

1 369 523

26

22

63

35

17

66

42

38

20

36

17

31

16

429

Health            Social      Economic

26

22

63

35

17

66

42

38

20

36

17

31

16

429

26

22

63

35

17

66

42

38

20

36

17

31

16

429

1

2

20

0

12

1

1

6

0

9

3

3

1

59
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