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1. INTRODUCTION (Legal background and conditions of visit) 

The Special Committee of Experts was established in 1973 pursuant to resolution WHA26.56 

of the Twenty -sixth World Health Assembly. It has been composed since its origin of three 

members designated by Indonesia, Romania and Senegal. Its mandate was to study the health 

conditions of the inhabitants of the occupied territories in all its aspects and to submit to 

the Health Assembly a comprehensive report on its findings. Following various attempts to 

visit the occupied territories, the Committee as such was able to travel to these territories 

for the first time and to visit them in accordance with its mandate in April 1978. The 

report of the Special Committee was submitted to the Thirty -first World Health Assembly 

(document A31/37). A second visit took place in 1980 pursuant to decision WHA32(16) of the 
Thirty- second World Health Assembly, and the Committee's report was submitted to the Thirty - 
third World Health Assembly (document A33/21). 

On 21 May 1980, the Thirty -third World Health Assembly adopted resolution WHA33.18 in 
which it requested "the Special Committee to continue its task with respect to all the implica- 

tions of occupation and the policies of the occupying Israeli authorities and their various 

practices which adversely affect the health conditions of the Arab inhabitants in the occupied 
Arab territories and Palestine, and to submit a report to the Thirty- fourth World Health 
Assembly, bearing in mind all the provisions of this resolution, in coordination with the 

Arab States concerned and the Palestine Liberation Organization ". Following the adoption of 
this resolution a meeting of the Special Committee took place the same day in Geneva. After 

electing its Chairman, the Committee discussed the methodology to be used during its forth- 
coming visit to the territories as well as the administrative procedure to be followed. The 

Committee decided to authorize the Director - General to continue to be responsible for the 
diplomatic procedures, including contacts with the parties concerned. The Committee entrusted 
its Chairman with the task of discussing the conditions for its visit in Geneva. 

In accordance with the decisions taken during this meeting a letter was sent on 
16 July 1980 to the Minister of Health of the Israeli Government informing him of the 
Committee's wish to visit the territories and requesting him to provide the Committee with all 
facilities to permit it to fulfil its mandate and to submit its report to the Thirty- fourth 
World Health Assembly. 

In compliance with the instructions given to him by the Committee, the Director -General 
had several contacts with the Israeli authorities, following which a meeting took place on 
22 January 1981 between the Chairman of the Committee and the Israeli authorities. During 
this meeting the Chairman stressed the Committee's desire to visit all the occupied 
territories, indicating the places it wished to visit within the territories, and the spirit 

in which the visit would be carried out; the Committee underlined that it intended to follow 
the definition of the word "health" given in the Constitution of the World Health Organization, 
that is, "a state of complete physical, mental and social well -being and not merely the 
absence of disease or infirmity ". The Chairman informed the Israeli authorities of the 

principal indicators that would be used: health indicators; socioeconomic. indicators of 
factors hampering or influencing the health sector; indicators of health services delivery; 
indicators of the state of health of the population. He noted that the Committee intended 
to draw widely on the indicators listed by WHO in document ЕВ67/13 Add.l. The Chairman 

indicated the dates during which the Committee wished to carry out its visit. He informed. 

the Israeli authorities that the Committee would be assisted during its visit, if it considered 
this necessary, by an interpreter of its choice. 

In addition, in conformity with the provisions of resolution WHA33.18, the Committee con- 
tacted the Arab States concerned and the Palestine Liberation Organization. A letter was 
sent to the Governments of Egypt, Jordan, Lebanon and the Syrian Arab Republic and to the 
Palestine Liberation Organization informing them of the Committee's forthcoming visit to the 
occupied territories and requesting them to provide all the information in their possession 
that could assist the Committee to fulfil its mission. The Committee also decided to visit 
the capitals of the three Arab countries having a part of their territory occupied by Israel 
and informed the Governments concerned of its wish. The Governments of Egypt, Jordan and the 
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Syrian Arab Republic informed the Committee that it would be welcome and that appropriate 
arrangements would be made to receive it. Before its departure the Committee met the 

permanent representatives of these three countries in Geneva and also had a meeting with the 

representative of the Palestine Liberation Organization. 

The Committee left Geneva on 26 March 1981. It visited successively Cairo, Damascus, 

and Amman. In the three capitals of the Arab countries visited the Committee held talks with 
the competent authorities in the field of health of the Arab populations of the occupied 

territories and obtained a variety of information. 

The Committee went to Israel on 5 April. The visit to the occupied territories was com- 

pleted on Friday, 17 April, and the Committee returned to Geneva on 18 April. 

2. PERSONS PROVIDING INFORMATION DURING THE VISIT 

2.1 Israeli authorities: 

- the Director - General of Health and his staff 
- the directors of health of the occupied territories 
- the military governors responsible for administering the occupied territories 
- the directors of Nablus and Ramallah prisons 

2.2 Local sources: 

- the directors of health of the districts visited 
- the directors of the hospitals and institutions visited 
- the mayors and officials of localities in the Golan Heights and West Bank 

- Arab doctors working in the hospitals 
- health workers: hospital nurses and auxiliaries at clinics 

- students at the nursing school at Ramallah 

- teachers in the Bedouin school at Dahania (Gaza) and the Howanah Girls Elementary 

School (West Bank) 

- patients met in health units 

- local doctors 

- the directors of UNRWA and the doctors responsible for the territories concerned 

З. PLACES VISITED (in chronological order) 

Sheefa Hospital 
Barzilai Hospital (Ashkelon) 

Gaza Market 

Dahania Bedouin Clinic 
El -Amal Clinic (Khan Younis) 

Khan Younis Hospital 

Gaza Nursing School 
Psychiatric Department, Gaza Hospital 

Sajаiah Clinic 

Nuseirat Refugee Camp 

Bani Suheila water supply station 

Sheikh Aijleen sewage disposal plant 

Rimai Health Centre (laboratory, cancer department) 

Ophira Health Centre 
Dahab Clinic 
Dahab Military Clinic 
Private clinic, Dahab 

Noueba Clinic (Tarabit tribe) 
Noueba Clinic (Zena tribe) 

Yoseftal Hospital, Eilat 
El -Bireh MCI Centre 
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Ramallah Central Laboratory 

Ibn -Bina Nursing School 

El -Bireh General Clinic 

Ramallah sewage disposal plant 

Ramallah Hospital 

El -Bireh Market 

Howanah Girls Elementary School 

Nablus Prison 
Kalkilia Clinic and NCH Centre 
Department of Public Health, Tulkarem 

Tulkarem Hospital 

Department of Public Health, Jenin 

Jenin Hospital 

Beit- Jallah Hospital 

Hebron Hospital 

Mental Hospital, Bethlehem 

Bikur Holim Hospital 

Ramallah Prison 
Jericho Hospital 

Department of Public Health, Jericho 

Kiryat Shmona Health Centre 

Bakata Clinic and МСН Centre 
Masada Clinic and МСН Centre 
Water supply station, Masada 

Sefad Hospital 

Tel Hashomer Hospital 

4. ANALYSIS 0F TIE SOCIOECONOMIC SITUATION 

It can be confidently stated that the socioeconomic situation of a population and its 

state of health are closely related. Indeed, problems relating to demography, the economy, 

the social environment and culture all have an influence on health. However, the socio- 

economic situation of a country is reflected in statistical data. 

4.1 Statistical data 

The various statistical reports consulted by the Committee on the health and socioeconomic 

situation of the occupied territories are not always consistent. There are probably two main 

reasons for this: first, they do not use the same criteria for evaluation, and secondly, they 

do not speak the same language. During the visit to the health services, the Israeli 

authorities had to supplement or modify some of the data appearing in the annual report for 

1980 transmitted to the Committee. Furthermore, it was only recently that a health informa- 

tion system was set up at Ritual health centre (Gaza region). 

4.2 Demographic approach 

The most sensitive and at the same time the most accessible indicators capable of pro- 

viding information on the state of health undoubtedly derive from changes in the population. 

According to data made available to the Committee by the Israeli authorities it appears that 

during the period 1968 -1979 the mean annual increase in the population was 1.7% for the 

West Bank and 2.6% for the Gaza -Sinai region; during the same period, United Nations data 

show that population growth rates were 1.9 for the world as a whole, 0.6 for Europe, 1.6 for 

East Asia, and 2.7 for Africa. The average annual crude birth rate and overall fertility 

rate were 45.2 and 212.8 respectively for the West Bank and 48.1 and 200 for the Gaza -Sinai 
region; during the same period, United Nations statistics show a birth rate for different 

regions of 31 for the world as a whole, 16 for Europe, and 46-47 for Africa. 

The crude death rate for the period 1968 -1978 was 5.5 in the West Bank; for the Gaza - 

Sinai region, data were not available. Unlike the birth rate and fertility indicators, 
which are among the highest in the world in the occupied territories, the death rate indicator 
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seems very low compared to other areas (according to United Nations statistics for the period 
1970 -1977): 10 for Europe, 16 for South Asia, 10 for East Asia, and 20 for Africa. 

Taking, for example, the 11 -year means for the West Bank (1968 -1978), with a crude birth 

rate of 45.2 and the difference represented by the crude death rate of 5.5, the result is a 

mean annual increase in the population of 39.7 per 1000, which is almost 2.4 times higher than 

the mean annual rate of increase in the population during the same period. What significance 
should be attached to this difference? Either that this extra difference represents the 

population which has emigrated beyond the frontiers, or that the recorded death rate is not 

accurate. 

Bearing in mind the contribution of infant mortality in the calculation of overall 
mortality, an improvement in the former would result in a considerable reduction in the latter 
in a situation where the 0 -4 year age -group represents 17.8% of the total population, and 
supposing of course that deaths have been recorded with the same accuracy throughout the 
period. However, as the statistics indicate, that does not seem to be the case. 

These contradictions, together with others, show that the crude death rate index, which 
in this case (in a situation with a constant age structure) could have provided a faithful • reflection of the state of health of the population, cannot be conclusive; this is also true 
(to a much lesser extent) for the other demographic indicators. 

. 

4.3 Economic and social data 

The Israeli report shows that in recent years there has been a noteworthy economic 
expansion, reflected in the increase in national income: 11 -13% for per capita income and 
9% for consumption per year. The report also indicates that the employment rate of the 
labour force in the occupied territories is relatively high. This development in the labour 
situation over the years 1968 -1978 prompts the comment that the employment of Arab workers 
is growing in Israel while it is decreasing in the occupied territories. Certainly, the 
fact that Arab labour is employed is not negative, and undoubtedly these jobs temporarily 
raise the standard of living of the workers. However, it should not be forgotten that in 
the long term the transfer of such labour will entail a delay in the economic development of 
the occupied territories and hence a fall in the standard of living, with consequences for 
the social life of the community. The problems raised by the interpretation of the data, and 
particularly the difficulty of establishing correlations between the environment and the 
state of health, are well known to the experts. Nevertheless, the Committee considers that 
social life in the occupied territories, when it does not proceed normally, has repercussions 
for health because of the changes in the physical environment which fundamentally modify 
the relationships between the natural and the man -made setting on the one hand, and between 
the different sociocultural systems on the other hand. These changes, which come from 
outside aid which influence the economic and social development of a population in a direction 
which is not the direction this population would have wished to follow, may represent an 
additional stress acting on this same population, with repercussions for its health. 

It is true that the standard of living has a qualitative and quantitative influence on 
the level of health and thus on the phenomena of morbidity and mortality. Unfortunately, 
the mortality data for the occupied territories discussed in the review of the demographic 
situation cannot be sufficiently developed from the statistical viewpoint to be able to 
express that fact; for example, an analysis of mortality (standard rates) from all or from 
specific causes and by social and professional groups would have shown whether or not low - 
income groups have higher mortality rates (standardized by age) or if there are differences 
in causes of death between different income groups. Failures in recording and other 
inadequacies make it impossible to approach the analysis of the situation in this way. 

Food consumption can provide a simple indicator that shows the level of health 
indirectly, either expressed quantitatively (calories per person per day) or qualitatively 
(proportion of animal proteins). It is known that a daily consumption below 2000 calories 
is characteristic of developing countries, as is a decrease in the proportion of proteins. 
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There should be an adequate relationship between the number of calories and the proportion of 
animal protein. In the case of the occupied territories the Committee was unable to obtain 
data to illustrate this principle. 

Although correlations are very difficult to establish, it can be concluded that 
per capita income is closely linked to the level of education, nutrition and infant mortality. 
In addition, it is interesting to note that infant mortality is correlated more closely to 

calorie and protein intake and level of education than to the number of physicians available. 
However, this fact does not emerge sufficiently clearly from the reports made available to 

the Committee because of the absence of calculations of calorie intake. 

Education and schooling are parameters of the quality of life. The number of schools 

and children in school has increased by a significant percentage in the occupied territories. 
Medical care for schoolchildren is provided through primary health care in the clinics, and 

if necessary specialists from the hospitals are called upon. For this reason, there is no 

periodic surveillance and assessment of children's growth expressed in terms of variations 
in the parameters of height, weight, chest and biceps circumference, etc. In practice, 

there is no systematic medical supervision provided by a school medical service. In the 

schools visited, hygiene was good and the children's state of health was apparently 
satisfactory. The Committee was not in a position to estimate the proportion of illiterates 

in the adult population. 

Even if the Israeli report states that the number of houses in the occupied territories 
has increased, the Committee observed that many Arabs still live in unsatisfactory conditions: 
dilapidated houses in insalubrious surroundings, and overcrowding and lack of cleanliness 
in some towns visited. Some Bedouins still live in unhealthy conditions and houses; in 

adopting a sedentary way of life these populations have abandoned their tents in favour of 

shacks built from a haphazard assemblage of boxes and crates, even though they possess 
certain outward signs of affluence. 

Economic accessibility, that is, the aptitude of the individual faced with the cost of 
health care, is a good indicator of health care delivery; it is universally accepted that 
"health care of good quality provided to 75% of the population would provide an indicator of 
coverage in the broadest sense of the term ". In the occupied territories economic 

accessibility is determined by the proportion of the population covered by health insurance. 
Compulsory for officials and their families, health insurance has been extended to all the 

residents of the occupied territories on a voluntary basis. The cost is US$ 4 -5 per family 

per month. The insurance covers outpatient care and hospitalization. The Israeli report 

indicates that 80% of the population of Gaza and 40% of that of the West Bank are insured. 

The Committee is not in a position to determine the real coverage of health insurance, 

particularly among families that are not wage -earning. A number of reports revealed that 

many people are not able to subscribe to an insurance scheme; moreover, although each 

insured patient has a right to two drugs free of charge, he must pay a sum of US$ 0.1 for 

each additional drug. However, the Director of Ramallah Hospital told the Committee that 

almost 30% of patients who come for consultations are obliged to buy their medicaments, 

whether or not they are insured. People who are not insured pay for all services provided. 

Hospitalization in such cases is very expensive - some US$ 150 a day. Services are free for 

childbirth, infectious diseases, children under six years of age and psychiatric cases. 

5. HEALTH POLICY 

The main indicator of health policy is a political commitment to promote the health of 

all the people. This commitment can be evaluated from statements, socially valid 

strategies, the allocation of financial resources, the degree of equity in the distribution 

of services, the degree of community commitment to participate in the public health effort, 

and finally the establishment of a suitable operational framework and managerial process. 

The Committee noted the following in its previous report: 

5.1 Determination of health policy 

The determination of health policy in the occupied territories is a prerogative of the 

occupying authorities. Thus the health system in the Golan Heights is modelled on the 
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Israeli system; in the Gaza and West Bank regions, there is a tendency to integrate the 
system because of the failure to establish an autonomous health administration, and the slow 
development of the infrastructure and health personnel, which inevitably entails technical 
referrals to Israeli hospitals. 

5.2 Рlаппгпg 

There is no medium- and long -term planning. The conduct of health activities is based 
on a short -term programming concept. In 1978, the Ministry of Health established a 
representative planning committee chaired by the Director- General of Health. For various 
reasons, it appears that the Committee's recommendations have never been made known or 

implemented. Over the past two years there have been no significant changes or improvements 
in the health services with regard to the establishment of health units or strengthening of 
medical staff. The system of centralization does not encourage the community to participate 

in the public health effort and leaves the local medical authorities with very little room 

for initiative. 

5.3 Budget 

The health budget for the occupied territories is administered at the central level. 
Its inadequacy does not allow for desirable developments in the health services. Extra - 
budgetary resources coming from nongovernmental and philanthropic institutions, associations 
or the community are often refused by the Israeli authorities. 

5.4 Drugs 

The shortage of drugs is a problem in the occupied territories; it is probably due to 
excessive centralization, difficulties of supplies and stock management and a non- operational 
approach to distribution. A working group is now studying the question. 

6. ANALYSIS OF THE HEALTH SITUATION 

6.1 Epidemiological situation 

The report made available to the Committee shows that before 1967 morbidity and 
mortality trends were characterized by malnutrition and infectious diseases. It notes that 
the improvement in the socioeconomic situation and health services has begun to change the 
disease pattern near to that of the developed countries, since the main causes of death are 
now cardiovascular and cerebrovascular diseases, tracheal infections, gastroenteritis and 
cancer. However, a review of the statistics showed that the accuracy, comprehensiveness 
and specificity of recording of diseases, while improving, are still much too weak. 

The morbidity pattern based on ambulatory care indicates that infectious diseases are 
prevalent among the young population. Hospital data show that cardiovascular diseases, 
surgical interventions and neoplasms are the main causes of hospitalization. 

However, to obtain a better picture of morbidity and mortality, more data are necessary; 
epidemiological surveillance activities which will provide better and more complete 
information have begun in the Gaza region. Community -based studies on specific mortality 
and morbidity in the occupied territories were not available during the Committee's visit. 

The observations and analyses which the Committee was able to make on the basis of 

available statistics and discussions with the local medical authorities provide further 
information on some diseases: (a) in the paediatric sector the most important causes of 
hospitalization are diseases of the upper respiratory tract (45 %) and diarrhoeal diseases 
(30 -35%). They constitute the main cause of infant mortality. In Gaza from May to 
October 1980 there were 18 000 treated cases of diarrhoea (an incidence of 178 per 1000); 
in the other occupied territories the incidence can be estimated at the same level; this 

might be the result of unsatisfactory conditions of environmental hygiene; (b) despite good 
coverage with immunization against poliomyelitis, cases of this disease appeared in Gaza in 
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1980 (13 cases) and on the West Bank (20 cases); an investigation is in progress; 

(c) cutaneous leishmaníasis is a preoccupation for the Jericho medical authorities: 50 cases 

were recorded in 1980 but, as they informed the Committee, estimates might be close to 

200 cases, because the shortcomings in diagnosis due to the present health staff's 

unfamiliarity with the disease are evident; an epidemiological study has been requested, and 

leaflets have been prepared and distributed to inform health staff and the public about the 

disease; (d) neonatal tetanus is reported chiefly among the Bedouins; in view of the 

inadequacy of coverage of pregnant women with immunization against tetanus, a more detailed 

study is necessary; (e) the incidence of other diseases controllable by immunization 

(diphtheria, whooping -cough, measles) is decreasing; (f) an epidemic of viral hepatitis A 

broke out recently on the West Bank, and an epidemiological investigation is in progress, 

but no details are yet available; (g) tuberculosis is a public health problem on the 

West Bank, and the closure of the Jerusalem anti -tuberculosis centre is a matter of concern 

among local practitioners and patients; the prevalence was not specified during the 

Committee's visit; (h) malnutrition, usually secondary, is found among children aged under 

five years but is probably inadequately reflected in the official statistics; (i) congenital 

deficiencies and probably endemic goitre merit more detailed study; (j) the Committee 

visited three patients from the Golan Heights suffering from echinococcosis in Sefad Hospital; 

better knowledge of this infection in the region is necessary; (k) eye infections are 

frequent in the occupied territories: conjunctivitis, trachoma and, according to some 

studies, vitamin A deficiency (xerophthalmia); (1) lastly, psychiatric disorders are clearly 

increasing. The local medical authority responsible recognizes that there are no statistics 

in this field, but that there are reasons for believing that mental diseases are growing. 

Depressions, neuroses, and violence caused by the effects of the protracted political and 

social situation are now increasingly common; drugs and juvenile delinquency are beginning 

to become health problems. 

6.2 Infrastructure and equipment 

The state of the existing infrastructure in the occupied territories was described 

exhaustively in the Special Committee's previous report. Taken as a whole, it has not under- 

gone significant changes in comparison with last year. However, some recommendations 

relating to medical and health equipment have been fully or partially followed. 

6.2.1 Gaza -North Sinai 

The number of beds has not changed markedly, except at Sheefa Hospital with the extension 

of the obstetrics aid surgical departments. The construction of new buildings at this 

Hospital covering an area of 4000 m2 and comprising three floors is in progress. The funds 

have been earmarked and on 1 April 1981 US$ 500 000 was made available out of a total cost of 

US$ 3 million. 

The four -bed intensive care unit for cardiovascular diseases at Khan Younis Hospital 

recommended by the Committee, for which WHO allocated a sum of US$ 30 000 in 1979, has been 

completed and in operation since the second half of March 1981. 

Thus, if there has been some improvement in the equipment for surgical services and 

laboratories, there is still much to be done. These services still remain dependent on the 

Israeli services, which are in no way comparable with those in the Gaza region. Beside the 

Israeli hospital at Ashkelon with its 109 doctors of whom 25% are specialists, its 257 nurses 

and its modern equipment, those in the occupied territories of Gaza suffer by comparison. 

6.2.2 South Sinai 

The infrastructure in South Sinai provided for the nomad population - some 3000 Bedouins - 

consists of a health centre (Ophira), five clinics (Dahab, Birasael, Bir Zeen, and two at 

Noueba) and fixed health points dealing particularly with prevention (immunization). 

Technical referral services are provided at the Israeli Yoseftal Hospital at Eilat, which 

has modern equipment, a capacity of 80 beds for a population of some 25 000 and an enviable 

staffing level (30 physicians, including 8 specialists without counting those who come from 

outside to give specialized care, and 72 nurses). 

• 

• 



A34/17 

page 9 

As far as the health infrastructure of the South Sinai is concerned, as noted in the 

Committee's previous report, the situation appears to be satisfactory. 

6.2.3 West Bank 

The Committee visited the six districts of the West Bank (Bethlehem, Ramallah, Jenin, 

Tulkarem, Hebron and Jericho). 

The West Bank contains 8 general hospitals, a psychiatric hospital, 142 clinics, 79 MCI 

centres, 2 anti -tuberculosis centres, a midwifery school, a nursing school and a training 

centre. 

The health services Ln this area have developed slowly despite the efforts of the local 

staff responsible to try to overcome the difficulties by decentralizing the structure (blood 

bank in each hospital, a minimum of equipment in hospital laboratories). However, there 
remain the problems of the shortage of paediatric services, the inadequacy of intensive care 
in the hospitals, and the overcrowding of renal dialysis services which has led the 

municipality of Hebron to consider the purchase of further equipment (both funds and staff are 

available, but the Israeli Government's agreement must first be obtained). The closure of the 

Blood Bank, the laboratory and the anti -tuberculosis centre in Jerusalem was not appreciated 

either by the Arab physicians or by the local people, who see this as an aggravation of the 
policy of integrating them in a system which reduces the opportunities they previously had of 

calling on available services locally and within reach. 

6.2.3.1 Ramallah district 

Ramallah Hospttal is unique of its type, according to its Director. The buildings 

belong to a local charitable society and it is managed by the Israeli Government; the 

difficult economic situation as a result of inflation does not permit the rapid development 

that would be desirable. 

The closure of the Jerusalem anti -tuberculosis centre penalizes patients from Ramallah, 

who have to go to Nablus where there is frequently a shortage of films for examinations. 

Tuberculosis control should therefore be integrated in local health services for treatment, 
and diagnostic facilities (particularly laboratory facilities) should be strengthened in the 
hospitals. Patients would then be followed up on the spot instead of travelling long 
distances without being sure that their problems would be solved. 

The central laboratory is being reorganized in Ramallah. It could be in operation within 
six months, but the problem of technical staff will then arise; the shortage and level of 

training of such staff could affect the results of tests. 

6.2.3.2 Tulkarem district 

Tulkarem district has a population of 140 000 and includes Tulkarem Hospital, Kalki.lia and 

Safit health centres, 31 clinics and 21 MCI units. 

As far as quality of care is concerned Tulkarem Hospital has not significantly developed 
since the Committee's last visit. As part of the decentralization policy, a new laboratory 
has been installed, but it is often short of reagents; new radio -diagnostic equipment has also 
been installed but it does not function properly for lack of a specialist. In such a 

situation, it is not surprising that the population continues to go to Nablus to get better 
care. The medical authorities think that the population does not yet trust the insurance 
system that has been introduced. 

This hospital deserves to be better equipped in view of the role it has to play in the 

district. It is the only structure of this type. The statistics indicate its importance: 
in 1980 4000 admissions, 700 surgical interventions, 1500 deliveries and 5200 consultations 
were recorded. However, its occupation rate in 1980, at 66 %, still remains low. 
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Kalkilia Health Centre undertakes integrated activities, both curative and preventive. 
It supervises eight peripheral clinics and comes under Tulkarem Hospital. An extension was 
planned to provide maternity facilities to serve Kalkilia and neighbouring villages. The 
local authorities want this plan to be implemented. The centre serves a population 
estimated at 50 000 (25 000 in Kalkilia and 25 000 in the 23 surrounding villages). But the 

Committee was informed that supervision is difficult because of the state of the roads and 
inadequate logistics. 

Tulkarem district deserves better surveillance in view of the infectious diseases 
prevailing there in 1980: poliomyelitis, viral hepatitis A, mumps and chicken -pox. 

6.2.3.3 Jenin district 

Jenin district has a population estimated at 130 000 distributed in five small towns and 

55 villages. It has a hospital and a health centre. The hospital, with a capacity of 55 
beds, suffers from a shortage of staff (medical specialists, laboratory and X -ray technicians) 

and adequate laboratory services. The specialists (orthopaedic surgeons, ENT specialists, 

internal medicine, etc.) come periodically from Nablus. Patients are often referred to 

Rafidia, Ramallah, or even Haifa and Jerusalem, to Israeli hospitals. The public health 

services provide curative and preventive care: immunization against the main infectious 

diseases carried out by 35 certified nurses and six unqualified auxiliaries in clinics and 

villages; periodic consultations by 10 physicians in the 20 village clinics in the district; 

MCI consultations twice a week. The district director of health considers that the level of 

care provided for the population is only 10% of the level in the developed countries of Europe 

and in Israel; the Israeli authorities deny this, arguing that there is no scientific basis 

for such a statement, which they consider to be the personal view of its author. 

6.2.3.4 Hebron district 

Hebron Hospital: the building has not undergone major renovation. The problem of the 
laundry has still not been settled. The municipality has found funds to build a modern 
laundry but the Israeli Government has not authorized this because a central laundry was to 

be built at Bethlehem Hospital which would also serve Hebron Hospital. The Israeli 
authorities have not so far authorized the reallocation of this money for other technical 

purposes at the hospital. Yet improvements could be made in equipment and supplies. For 

example, the spectrophotometer in the laboratory is out of order and some drugs are still 

lacking. However, a new operating table has been installed, together with a renal dialysis 

unit. A number of projects are being carried out: the water supply will be improved, the 

lift recommended in the Committee's previous report is being installed, a more powerful 

generator will soon be available to supplement the electricity supplied by the city and new 
radiographic apparatus is expected. 

6.2.3.5 Bethlehem district 

Bethlehem Psychiatric Hospital is the only hospital unit on the West Bank for mental 
diseases. It provides out -patient services at the hospital and in four clinics in the West 

Bank area, the most recent of which, in Jericho, was opened four months ago. The hospital 
suffered in 1980 from the financial difficulties affecting Israel, which limited its 
development. Services are improving only slowly and some sectors are deteriorating. The 

director of the hospital considers that if the financial situation does not improve, 

psychiatric services will stagnate. In this context, it is recommended that nongovernmental 
organizations should be able to provide support for the psychiatric services. 

The existing buildings are old and outdated in concept: the crowded rooms do not permit 

types of patients to be separated. The Committee was informed that a renovation plan exists. 

The director of the psychiatric hospital mentioned that visits made by WHO have not been 
followed by action and that a concerted training programme has still not been implemented. 

He wants WHO to be more effective in its field of competence and to give more help to the 

psychiatric services on the West Bank. 
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Beit- Jallah Hospital shows no fundamental change since the Committee's last visit. Its 

orthopaedic department receives patients from throughout the region and for that reason the 

hospital's work potential should perhaps be increased. Thanks to the hospital administration's 
efforts a sum of US$ 635 000 has been obtained from the Swedish association that owns the 
buildings for the renovation of the hospital, the expansion of its in- patient capacity, and 

the construction of a new isolation ward and operating theatre. A new operating table has 
been installed. A laboratory and blood bank operate satisfactorily. There is also a 

cancer unit which provides chemotherapy, but radiotherapy is provided at the Israeli hospital 
atTel Hashomer. A centre for the diagnosis and treatment of cancer was planned at Baraka 

Hospital. As a result of a misunderstanding between the Israéli Government and an American 
Presbyterian association that owns the hospital regarding the drafting of a contract required 

by Israel, it has not been possible to carry out the plan, thereby penalizing patients on the 

West Bank. 

6.2.3.6 Jericho district 

The importance of Jericho Hospital in the field of orthopaedics has decreased, while that 

of Beit- Jallah Hospital has increased. Nevertheless, it is well equipped to provide physio- 

therapy for injuries, congenital malformations and the sequelae of poliomyelitis. For 

medical matters, it refers patients to Ramallah or Hadassah. It has a capacity of 48 beds, 

of which 25 are orthopaedic, 5 are for paediatrics, 5 for obstetrics, 8 for medicine and 5 for 

general surgery. The radiological service has an old apparatus. Lastly, a small laboratory 

permits basic tests to be done. There is no blood bank. 

The hospital serves a population of about 15 000. In 1980, the statistics indicate that 

there were 1550 admissions and 3000 consultations, with a bed occupancy rate of. 70 %. 

The Jericho public health service, which was previously integrated with the hospital, is 

now an autonomous unit oriented towards integrated activities, particularly preventive 

activities, with curative care in the clinics. 

The importance of cutaneous leishmaniasis in the region points to the need for better 

surveillance. Unfortunately there are no qualified staff to deal with this disease. The 

director would like to be able to call on a dermatologist. 

In conclusion, the trend of the new health policy on the West Bank is towards the 

decentralization of activities. But this requires a quantitative and qualitative development 

of services which has been far from satisfactory. Because of the lack of trained staff, 

appropriate equipment and sometimes drugs, patients are often referred to Israeli hospitals, 

which gives them a feeling of frustration and a lack of confidence in their own services. 

6.2.4 Golan Heights 

The health services available to the population of the Golan Heights are under the double 

responsibility of Kupat Holim (health insurance) for curative care, and the Ministry of Health 
for preventive activities. This system is that of Israel. As in its previous report, the 

Committee noted that the majority of the Golan population is affiliated to the Israeli health 

insurance system. The military governor informed the Committee of the opening of Masada 

Gynaecological Clinic. A female obstetrician gives consultations there twice a week. 

Supplies in the small village pharmacies are too limited. Pharmacists are not available 

to deal with drugs more complex than those now found in the village stores. 

There is no maternity unit in the Golan Heights. Deliveries take place either at home or 
at Sefad Hospital. During the months from July to October 1980 there were 14 home deliveries 

in Masada; 30 deliveries, including 15 at home, in Bakata; and 44 deliveries, including 6 at 

home, at Massed Sham. Home deliveries are carried out by traditional midwives. The Israeli 
Government is pursuing a policy of hospital deliveries by paying an allowance to women who 
agree to come to hospital to be delivered. 
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A pool of ambulances is based at Kiryat Shmona for the evacuation of patients. The 

Committee visited the clinics at Bakata and Masada, the Kiryat Shmona Health Centre and Sefad 
Hospital. 

6.2.5 Israeli health structures 

The Committee visited Israeli health facilities in so far as they constitute technical 
referral points for the hospitals in the occupied territories and since physicians in these 

territories often compare them with their own facilities. Barzilai Hospital at Ashkelon 
(referral hospital for Gaza), Yoseftal Hospital at Eilat (referral hospital for South Sinai), 
Bikur Holim Hospital (referral hospital for Jerusalem), Kiryat Shmona Health Centre and 
Sefad Hospital (referral hospital for Golan) and finally Tel Hashomer medical centre (national 
referral hospital) are in no way comparable with facilities in the occupied territories. 

Although it was told everywhere that no difference was made between admissions whether 

the patients were Israeli or Arab, the Committee noted during its visit that there were very 
few Arab patients in hospital. 

6.2.6 Other infrastructure influencing health 

The Committee visited other structures which could influence the health of the Arab 

population such as drinking -water supply systems, sewage treatment plants, markets and schools. 
The Committee also visited prisons. 

6.2.6.1 Water supply plants 

At Gaza the Committee visited the drinking -water supply system at Nuseirat refugee camp, 
which present problems because of the tendency to give up communal taps in favour of individual 
connexions without at the same time installing a sewerage system. A drinking -water supply 
station has been installed at Bani Suheila. It consists of four wells with a capacity of 
800 000 m3 a year, with a salt content of less than 100 mg/litre. (It should be noted that 

all the water of the region is saline.) This station enables the water to be piped to the 

entrance of the villages, passing through the refugee camps. The distribution to the popu- 
lation is the responsibility of the municipalities. The cost of an individual connexion was 
estimated at US$ 60. The fate of poor families who will surely not be able to obtain decent 
supplies now gives cause for concern. 

In the South Sinai tanker lorries periodically supply the Bedouins with drinking -water. 

In the Golan Heights the station at Ramakhad supplies the four Druse villages of 
Nevidatia, Bakata, Masada and El Ram. Its capacity is 10 000 m3 every 24 hours for 100 000 

inhabitants. There are water reserves at Heim Kenia and at Masada. 

6.2.6.2 Sewage treatment plants 

In relation to hygiene and environmental sanitation, the Committee visited sewage treat- 
ment plants using the oxygenization system. 

In the Gaza Strip the Sheikh Aijleen project is planned to receive all the sewage from 

the town of Gaza; the various stages of the project have not yet been completed. The system 
will undoubtedly contribute to environmental sanitation, which has posed enormous problems, 

particularly in the refugee camps. 

On the West Bank the treatment plant being constructed during the Committee's last visit 
to Ramallah is now completed and in operation. A plant of the same type is planned for 
El- Bireh. 

Environmental sanitation does not seem to preoccupy the authorities responsible for the 
Bedouin villages. 
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6.2.6.3 Markets 

The supply of food products in the markets can provide information on food availability 
and hygiene. For that reason, the Committee visited the markets at Gaza and El -Bireh 

(Ramallah). 

While on the whole they are properly supplied, particularly with fruit and vegetables, 
access from the point of view of price, particularly for animal proteins (meat, fish, etc.), 
has become difficult for ordinary families, as housewives questioned by the Committee on their 
purchasing power confirmed. The Committee noted that the municipalities took care to super- 
vise market hygiene. 

6.2.6.4 Schools 

Education is an important factor affecting health. The Committee, which took an interest 
in school health, visited a Bedouin school in Gaza and a girl's school in Ramallah district. 
The institutions visited appeared satisfactory. 

6.2.6.5 Prisons 

Information from various sources referred to ill- treatment suffered by the prisoners 
which influenced their state of health. 

In view of the wish expressed by the Committee at the preparatory meeting, a visit to 

Nablus Prison was arranged, Ashkelon Prison having been visited in 1979 and 1980. The 

Committee also requested on the spot a visit to Ramallah Prison. 

Nablus Prison has a capacity of 400 -520 persons and receives chiefly prisoners sentenced 
by the military court. At the time of the Committee's visit there were 440 prisoners, 
including only 80 criminal -law prisoners sentenced by local courts in accordance with the 
prevailing Jordanian laws. This is the only prison with a women's section. The Committee 
visited the infirmary, where a general physician gives consultations twice a week. A dentist 
comes once a week and other specialists come every fortnight. Complicated cases are trans- 
ferred to Ramallah. The rooms in which prisoners can take part in manual, craft and 
tailoring work are little used. The kitchen and food stores were visited. The food was 
acceptable at the time of the Committee's visit. The Committee was not authorized to visit 
one part of the prison nor to talk to so- called "security" prisoners, who apparently make up 
three -quarters of the prisoner population in this prison. 

The Committee derived nothing concrete from its visit to Ramallah Prison since it was able 
neither to enter the cells nor to talk to the prisoners about their state of health. During 
the visit to the infirmary the Committee passed a cell which appeared overcrowded. 

In conclusion, the Committee can hardly give an objective assessment of the state of health 
of this particular category of the population constituted by prisoners since neither access to 
certain areas nor talks with prisoners was authorized. 

6.3 Health manpower - Training 

The problem of health manpower continues to be a burning one in the occupied territories. 
In its previous report, the Committee stressed the need to improve the situation. An effort 
has been made but because of galloping inflation the problem remains unsolved. 

6.3.1 Physicians 

Some Arab physicians leave the occupied territories because of the inadequacy of their 

salaries, their unsatisfactory living conditions, and the lack of opportunities for post- 

graduate training. The Israeli Government, for budgetary reasons, has blocked all develop- 
ment of these physicians, thereby penalizing those who, despite everything, have asked to 

serve in the territories. 
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The major problem is the qualification of these physicians in the various specialties: 
there is only one radiologist for all the West Bank, who lives in Jerusalem, while as a result 
of the decentralization policy radiodiagnostic equipment is being introduced in district 
hospitals. In this context the local health officials have the feeling that WHO is not doing 
enough to help them out of this situation since requests for fellowships have not yet yielded 
results. In its previous report, the Committee called for health manpower planning by the 
competent authorities. As long as this situation remains, the Arab health services will 
continue to depend on the Israeli services in certain medical and surgical fields. 

6.3.2 Nursing staff and technicians 

The problem of auxiliary staff was dealt with in the Committee's last report. There has 
been no fundamental change. There is a cruel shortage of this category of staff, who continue 
to leave the territories to find better jobs. On the day of its visit to Ramallah Hospital, 
the Committee was informed that some 10 nurses had just resigned. The Committee also learned 
of the departure of 57 nurses from Sheefa Hospital in 1980. 

Opportunities for training staff exist. The Committee visited the nursing schools at 
Gaza and at Ramallah on the West Bank. There are problems of infrastructure (smallness and 
lack of premises), and of teachers for the pupils (lack of instructors); the four instructors 
are overburdened. 

The training of nursing staff and technicians in the specialties is becoming more and more 
essential to improve the quality of care and the reliability of laboratory tests. The 

activities of WHO and UNDP in this field should be coordinated. 

The material conditions for this category of staff should be reviewed if the brain drain 

is to be halted. 

6.3.3 Other categories of staff 

Pharmacists and dentists have the same problems as the physicians. The pharmacists 

should be more closely involved in the planning of requirements for drugs and biological 

products. The Committee felt that their role had been reduced to one of mere reception and 

distribution. 

6.4 Activities undertaken 

Curative and preventive activities, and also educational activities, are the main tasks 

of the health services in the occupied territories; however, the quality of life, of which 

health is an integral part, implies other activities such as environmental sanitation, clean 

water supplies, food supplies and nutrition, education and so on. 

6.4.1 Curative activities 

These activities are undertaken in the hospitals, health centres and clinics. They are 

limited by the constraints mentioned above, i.e.: inadequacy of medical and health equipment, 

so that some steps are excluded which could be carried out on the spot instead of being 
referred to Israeli hospitals; lack of training of laboratory staff, so that some tests are 

unreliable; lack of specialized staff to perform some diagnoses and give treatment; shortage 

of certain drugs. All these shortcomings in the provision of care give the population a 

feeling of frustration when they are insured and therefore have a right to demand services of 

good quality, and practitioners grounds for being discouraged. 

6.4.2 Preventive activities 

Supervisory care for mothers and children is provided principally in MCI centres. The 

immunization programme, viewed as a priority in health action, is pursued in all the occupied 

territories. It is carried out by certified nurses in the MCI units and clinics. In villages 

where there is no health structure, an auxiliary nurse is used. A mobile team operates in the 

South Sinai and uses fixed assembly points. The Committee found vaccines whose date of use 

• 
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had expired in some centres, but it seems that with each periodic batch of supplies the out- 

dated stock is recovered and recorded before being destroyed. The vaccine is kept in 
refrigerators without thermometers, particularly in South Sinai, where the heat can be 
unbearable. A strategy for poliomyelitis control has been introduced (use of both oral and 
parenteral methods). A programme for diarrhoeal diseases control is in progress with WHO's 
collaboration. 

6.4.3 Environmental sanitation 

In urban localities the removal of solid wastes is the responsibility of the munici- 

palities; regulations govern the disposal of refuse at specified sites which are not 
necessarily neutralization platforms. Other methods for the treatment of refuse are used: 

composting, incineration, utilization in agriculture, etc. The sanitation technicians are 
responsible for supervising the execution of these operations. It is noted, however, that in 

some cases they have no authority to ensure that health rules are respected. The Committee 
observed that a courtyard belonging to the town hall and adjacent to Jericho Hospital was full 
of filth. Among the various types of irrigation, i.e. surface irrigation, sprinkling and 
underground irrigation, the first type represented a public health problem in the past because 
of the direct use of household waste water. This type of irrigation has now been abandoned. 
Some municipalities have taken measures to treat residual water by biological methods 
(biological ponds and filtration). The application of chemical products in agriculture 
(pesticides or nitrogenous fertilizers) could give rise to a health problem in the future (for 

example, infiltration into groundwater). 

6.4.4 Drinking -water supplies 

Water is supplied either from individual local sources, or from central stations, when 
the water comes from drilled wells, or from tanker lorries for the Bedouin villages in 

South Sinai. The water undergoes chemical and bacteriological tests in the public health 
laboratories. For more complex tests (investigations for certain micro- elements) the Israeli 
laboratories are used. In general the quality of the water is good and chlorination is under- 
taken to maintain its potability throughout the distribution network. During talks with 
representatives of the Arab population, the Committee was told of the difficulties it encounters 
in exploiting the water reserves, the installations of the Israeli colonies competing with the 
Arab farmers in the exploitation of water resources, which causes problems for the Arabs, 

particularly in summer. The Israeli authorities rejected these statements, noting that some 

70% of the population of the West Bank had permanent access to clean water in sufficient 

quantity (120 -150 litres per person in towns, 60 -100 litres per person in the villages) 

following the installation of taps. The population that isnot served collects and stores 

rainwater. 

6.4.5 Food and nutrition 

Bearing in mind the traditional economy, the expansion of agriculture, and the supply of 
vegetables, fruit and meat to the markets, the food and nutritional possibilities seem adequate. 
However, housewives consider that the price of goods is too high and many cannot afford to buy 
meat. In the absence of statistical data on the food bill in the family budget, and without 
a survey of individual and communal food, it was not possible to assess the effects of food on 
health objectively. Similarly, in the absence of a physical and chemical laboratory evalua- 
tion, the nutritional status of the population in general and school communities in particular 
cannot be measured. In public food facilities (shops, restaurants) and private homes, the 

Committee was not in a position to check effectively the hygienic conditions under which food 
is kept. However, there are control laboratories at Nablus and Ramallah which conduct the 
usual tests on food products. Surveillance of food standards and contaminants of the 

pesticide type can only be carried out in the Israeli laboratories. 

6.4.6 Health education 

The importance of health education in disease control and prevention is recognized by 
the local medical authorities. No programme has been set up in this field, but each depart- 
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ment plans its activities in relation to its particular problems. Thus in Gaza stress is 

placed on child rehydration, because of the importance of diarrhoeal diseases; appropriate 
posters are on display everywhere. In Jericho, the problem of leishmaniasis is causing 

concern: a note in Arabic has been distributed to make the disease better known. At 

Bethlehem Psychiatric Hospital, an attempt to introduce health education in the public schools 

is in progress. In MCI posts, the advantages of breastfeeding are emphasized. 

Thus the Committee felt the effort being put into this activity. However, it was not in 
a position to assess its impact on the population or to check the various indications of health 

literacy such as the average number of mass communications, the number of hours of radio 

programmes each week, access to information, etc. 

7. RECOМMENDATIONS 

The Committee, following its third visit as such to the occupied territories, noted that 

some of its previous recommendations have not always been followed or have been only partially 

implemented. It would like to recall here some of its previous recommendations and submit 

certain new recommendations. 

7.1 It recalls the following: 

(a) the continuation of renovations and development of services; 

(b) development of the health planning machinery; 

(c) the training of personnel through the provision of fellowships for specialization 
in various fields; 

(d) the establishment of specialized services for infectious diseases in each of the 

occupied territories of Gaza and the West Bank; 

(e) the establishment of a central public health laboratory in Gaza and on the West Bank; 

(f) improvement in the working conditions and pay of local health staff. 

However, the Committee noted that the Israeli authorities have taken some of its recommenda- 

tions into account. 

7.2 The Committee also wishes to make new recommendations: 

(a) Since the inadequate budget does not permit the rapid development of services, 

other extrabudgetary sources should be sought to support health promotion in the Gaza 

and West Bank regions. In this respect, the Committee wonders whether it would be 

possible to establish a mechanism for obtaining funds from external sources in order 

to improve the services available. 

(b) Epidemiological studies of viral hepatitis A, leishmaniasis and other major 

communicable diseases are necessary. WHO should help in these studies by sending 

experts. 

(с) Morbidity from mental disorders in the occupied territories should be studied 

through the establishment by WHO of a pilot research zone on the West Bank, in 

collaboration with local specialists. 

(d) A solution should be found to the problem of requests for fellowships submitted 

by practitioners from the occupied territories. 

(e) To ensure good hygiene and sanitation, the following measures should be taken: 

(i) strengthening of health structures for environmental monitoring; (ii) strengthening 

of the authority of sanitation technicians through adequate legislation; (iii) imple- 
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mentation of model projects designed to serve the population of an urban locality and 

linked to the application of appropriate technology for controlled supply of water and 

the neutralization of solid and liquid wastes, so that municipalities could draw on them 
according to their possibilities; (iv) encouragement to instal sewage treatment plants 

in all districts of the region. 

8. CONCLUSION 

The new methodological approach adopted by the Committee to carry out its mandate is 

based on the definition of health as "a state of complete physical, mental and social well- 
being". In its study of the chief health problems, the Committee has made use of the 
indicators suggested by WHO. The problems raised in the present report are all related to 

the state of health of the Arab population of the occupied territories. 

In conclusion, the Committee would like to stress that its task is extremely difficult 

and that the report it is now submitting to the Health Assembly cannot claim to be complete. 
However, the contribution of health to what is usually known as the New International Economic 
Order, and the role which WHO is called upon to play in the achievement of health for all by 
the year 2000, have given the Committee the opportunity to suggest certain recommendations 
which, if they were carried out, could to some extent improve the health conditions of the 
Arab population of the occupied territories. In making these suggestions, the Committee has 
thus tried to make a modest contribution to the various elements that might help to solve the 
problems prevailing in the region, whose solution depends on other bodies. However, the 

Committee must state plainly that it considers that the sociopolitical situation existing in 

the occupied territories is favourable neither to the improvement of the state of health of 
the population concerned nor to the full development of services adapted to the promotion of 
human welfare. Nevertheless, the Committee hopes that its activities will perhaps have helped 
to keep the international conscience alerted as to the health of the Arab population of the 
occupied territories and that it will thus have at least partially fulfilled the mandate 
conferred on it by the Health Assembly. 
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