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SECOND REPORT ON REGIONAL EVALUATION OF 
HEALTH-FOR-ALL STRATEGIES 

(Agenda item 15) 

The World Health Organization (WHO) adopted the Global Strategy of 
Health for All by the Year 2000 (HFA/2000) in 1981 by the World Health 
Assembly (WHA) resolution WHA34.36, and its plan of action one year later 
(resolution WHA35.23). In accordance with the plan of action, and its 
amendment as per resolution WHA39.7, s series of reports were presented to 
the Regional Committee for the WHO Eastern Mediterranean Region (EMR), as 
follows: 

The First Regional Monitoring Report, 1983 
The First Regional Evaluation Report, 1985 
The Second Regional Monitoring Report, 1988 

Following their discussions in the Regional Committee, these reports 
were forwarded for inclusion in the respective global reports that were 
discussed by the WHO Executive Board then by the World Health Assembly in 
the years that followed, i.e., in 1984, 1986 and 1989, respectively. 

The Second Evaluation of the Strategy for Health for All was 
carried out according to the Common Framework: Second Evsluation (CFE/2), 
a format prepared by WHO, then distributed to all Member States during 
July and August 1990. A regional meeting was held in Tunis in July 1990, 
to which all EMR countries were invited, to explain the new "framework" 
and preparation of the national reports. Member States were requested to 
submit their reports by the end of January 1991 at the latest. 

Because of the recent Gulf war, most countries could not submit the 
reports on time; the deadline had to be extended more than once. It was 
decided to have a cut-off point in order to meet the deadline for 
preparation of documents for the coming 1991 session of the Regional 
Committee. Three countries had not submitted their reports by the time 
this Regional report was being prepared: Kuwait, Somalia and the Republic 
of Yemen. For them, the latest data available in the Regional Office were 
used instead; so Democratic Yemen and the Yemen Arab Republic are listed 
separately in the tables, although they were united in 1990. Reports 
received thereafter will be incorporated in the final document to be 
printed. This will be one of the Volumes in the global report which will 
serve, at the same time, as the Eighth Report on the World Health 
Situation. 

Table 
information 
analysis. 

1 gives 
on the 

a summary of selected demographic and socioeconomic 
EMR at large, as a background for the detailed 

1. Socioeconomic Development Trends 

1.1 Political trends 

The part of the world included in the WHO Eastern Mediterranean 
Region is the cradle of three religions: Judaism, Christianity and more 
recently Islam, as well as the cradle of renowned ancient civilizations. 
It has witnessed long periods of peace that brought with it prosperity. 
During most of its modern history, however, this Region has lived in 
continuous political turmoil, with many armed conflicts, and struggles for 
liberation from colonial powers. Even after independence, the general 
situation developed favourably in only a small number of Member States. 
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Table 1. Demographic and socioeconomic data in the EMR, 1985 and 1990 

REG I ONAl AVI'RAGE RANGE CORRESPONDING 
POPULATION 

INDICATOR 

<.ill ion) 

1985 1990 1:Change 1985 1990 1985 1990 

I. Surface area 13.000 13.734 5.6 0.0007- 0.0007-
(nil 11 ion k1l 2 ) 2.506 2.506 

2. Total population 320.5 387.8 21.0 0.282- 0.368- 320.5 387.8 
(111111100) 94.728 112.000 

3.Population densitv/km2 22.9 27.4 19.6 2.1-612 3-746 - -

4.Urban population (l) 39.4 43.8 11.2 14-94 11-96 126.3 169.8 

S.Rural & nOlladic 
population (l) 60.6 56.2 - 7.3 6-86 4-89 194.2 218.0 

6 .. Pop. age & s~x (\) 
Under 5 yrs 16 17 6.3 9-22 9-21 51.3 65.9 

5 - 14 yrs 28 26 - 7.1 13-39 20-30 89.; 100.8 
15 - 64 yrs 52 54 3.8 44-67 47-67 166.7 209.4 
65 yrs & over 4 3 -25.0 0.6-10 1.3-10 12.8 11.6 

- Hales t :tota1 51 51 - 0.0 46-68 48-67 163.5 197.8 
at liqe 15+ yrs 52 52 - 0.0 43-75 41-73 85.0 102.9 

- Felll"l es 1: :tota1 49 49 - 0.0 32-54 33-52 157.0 190.0 
at age 15+ yrs 48 48 - 0.0 25-57 27-59 75.4 91.2 

7. Rates of: 
-Net increase(t) 2.6 3.0 15.4 0.0-6.8 - 7.8 11.3 
-Natural increase(t) 3.0 3.0 15.4 1.3-3.9 - 8.9 11.3 
-Crude births· 42.3 41.6 -2.0 20.6-50 18.6-53.6 12.6 15.7 
-Crude deaths • 12.5 11.4 -8.8 2.5-27 3.8-23 3.7 4.3 
-Infant mortal,ty • 97.1 10.4 -21.5 12-200 11-169 1.2 1.1 

8. life expectancy 
at birth I rearsl 

56 61 8.7 42-75 : M 41-72 
: F 57 63 11.1 40-10 41·78 

9. l GOP fro .. : 
agriculture 12.3 12.4 0.8 0.5-57 1.1-67.4 

min'n; & industry 35.2 39.4 11.9 1.2-64 4.1-12.9 

IO.Per capita(US$): 
GOP 1 645 1 506 -8.4 175-22905 190-16600 
GNP 1 375 1 093 -20.5 202-22900 22-15770 

11. UneMploYMent 
rate (ll 3.9 7.3 87 0-30 0.0-28 7.0 16.1 

12. Adult 1 iteracy{t) 
- Total 38.3 43.5 13.6 12-93 11-95 61.4 83.0 
- M 49.2 53.6 8.9 16-98 18-98 U.8 55.2 - F 26.0 30.0 15.4 1-88 3-91 19.6 27.4 

• per 1000 
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Unfortunately, ever since that time, tension has persisted, compounded by 
the complex political, economic and strategic stakes involved. This is a 
result of both the geopolitical situation of the Region, and of its 
strategic position as the world's largest reservoir of oil, on which the 
industrialized economies (particularly of the former colonial powers) 
depend. 

The interrelated implications of its colonial heritage, and the 
uncertain boundaries that resulted, are greatly responsible for the 
outbursts of hostilities between neighbouring countries. The long and 
thorny Arab-Israeli conflict, the Iraq-Iran war, and most recently the 
Gulf war, are proof of the general state of the political environment of 
the Region, and of its insecurity. Changes in the borders are not so 
infrequent. These may result from a merger between neighbouring countries 
or areas (e.g., the United Arab Emirates or most recently since the 
Firsc EvaluaCion of Che Scracegy for Healch for All by che Year 2000, 
in 1985, the union between Democratic Yemen and the Yemen Arab Republic), 
or from separation (e.g., the secession between East and West Pakistan, 
what happened in Cyprus, or most recently, what happened in Jordan and 
Somalia) 

The internal armed conflicts in some countries, to which may be added 
outbursts of religious origin, have darkened the picture and aggravated 
the insecurity and instability of the Region. This draws a picture of what 
can be considered as one of the most unstable areas of the world and the 
most affected by population movements and refugees. It also represents the 
area where five (Afghanistan, Djibouti, Somalia, Sudan and the Republic of 
Yemen) of the countries considered as the "least developed countries" 
(LOCs) in the world exist. 

The initiatives undertaken during the last few years to create 
politico-economic sub-entities (such as the Gulf Cooperation Council, the 
Union of the Arab Maghreb, and the Arab Cooperative Council) have been 
positive steps, which could lead to a general move towards peace and 
stability in the Region (although they could not forestall and prevent the 
recent Gulf war). Indeed, with increased maturity and experience, these 
sub-entities, either enlarged or followed by the institution of other 
groups, could serve as the basis for better understanding and cooperation 
towards the common interest of EHR Member States. 

The contribution of such politico-economic sub-entities in the Region 
to the promotion and execution of a policy of disarmament and of a new 
order of· security in the world can only have positive results. The 
socioeconomic benefits which would result, in terms of reduction of human 
suffering from armed conflicts, of redeployment of financial resources 
previously devoted to these conflicts, as well as in the positive aspects 
of cooperation between the countries, can only have a favourable impact on 
the development of the health systems in the Region and the health status 
of the popUlation. 

1.2 Economic trends 

Two expressions most commonly used in describing the economic 
situation in a country are the gross domestic product (GDP) and the 
gross national product (GNP). The GDP of a country refers to the total 
output produced locally, from various economic activities (e.g. 
agriculture, mining and industry, construction, trade, etc.). The GNP, on 
the other hand, measures what is available for use in the country. It 
includes the GDP, plus whatever is received from abroad (e.g., transfers 
from nationals working abroad, foreign aid, credit interest, etc.), ~ 
payments sent abroad (e.g., debts and debit interest, foreign aid, etc.). 
Thus, whether the GNP is more, or less, than the GDP depends upon whether 
the receipts from abroad are more, or less, than payments going abroad. 



Figure 1. Per capita GNP in EMR Member States, 1990 

Gess than US$200 

[[U US$200-US$499 

ITllll US$500-US$1999 

!iii US$2000-US$9999 

• US$lO 000 or more 
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Table 2. Per capita GNP and GDP in the EMR 

(in US$) 

GNP GDP 
Per Capita (uSS) 

C P C P 

I 

Less than S500 6 43 3 36 
------------------------ ----- ----- ----- -----

$500 - S1999 7 45 11 52 
------------------------ ----- ----- ----- -----

S2000 or more 10 11 9 11 , 

Total Range $22-15770 $175-16600 

E M R Reg. Aver. $1093 S1445 
========== ==========;:::= =========== =========== 

Trends M2 (C) S1131 (23) S1560 (23) 
in 

Reg. El (C) S1375 (22 ) S1645 (22) 
Aver. 

151504 j Ml 'e) (23) $1616 (23) 

The Region reflects a specific economic situation in the sense that 
it demonstrates two extremes. For example, regarding "per capita GNP" 
(Global Indicator 12), for two countries it is below $200, and in four 
more it is $200-$499, bringing to a total six countries (that represent 
43% of the EMR population) with a per capita GNP less than $500 
(Table 2). Five of these six countries are among the LDCs. At the 
other extreme there are ten countries (that represent only 11% of the 
Region's popUlation) with a per capita GNP of $2000 or more. This 
disparity shows clearly in Figure 1. The Regional average is $1093, 
against a global average estimated at about $3000. The regional average 
GDP is $1445. 

Regional averages for both GNP and GDP exhibit a continuous drop from 
their levels in the previous monitoring and evaluation reports. Thus, the 
latest GNP represents 73% of its level of $1504 in 1983, at a time when 
there was a continuous rise in the cost of commodities. This drop may be 
partly due to changes in the exchange rate of national currencies against 
the U.S. dollar. But certainly the economic slowdown has been aggravated 
because of the world economic instability, population growth being faster 
than the growth of the economy and the difficult security situation in 
some countries. 

Apart from a few "oil-rich" countries, the main obs-tacle to economic 
growth in the majority of other countries is the unprecedented external 
debt faced by their governments, amounting to thousands of millions of 
U.S. dollars. The cost of its servicing constitutes a continuing burden 
weighing upon their economic development. Some of them have already 
adopted structural adjustment programmes, or are in the process of 
modifying their economy to introduce flexibility in economic management. 
The cancelling of a part of the external debt in favour of some EMR 
countries could have a positive impact on their economic development. Such 
a practice of cancelling, if applied to all developing countries, would 
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constitute a solid basis for effectively starting a real new order in the 
world. For this to succeed, the national strategies that translate 
economic growth into better wellbeing should be effectively designated to 
focus on the poorer segments of society. 

The consequences of the economic crisis have been characterized by 
inflation and unemployment in numerous countries of the Region. The impact 
of inflation, added to. the decrease in per capita income, seriously 
affects the current standard of living of most of the people, particularly 
in the less developed EMR countries. The ability of families and couples 
to purchase basic food, clothing, housing and other essential services was 
less in 1990 than in 1985. In many of these countries, imbalance continued 
in labour supply and demand. It is expected to worsen in the near future 
because of the massive return of workers from the Gulf area. The labour 
force is still outstripping the capacity of their economies to generate 
employment. The fast increase of the active population group makes the 
attainment of an optimal target of employment more difficult. The regional 
average unemployment rate increased from 3.9% in 1985 to 5.6% in 1988, 
then latterly to 7.3% (Table 1). Underemployment, which constitutes an 
important element of the economic activities in the sociocultural context 
of the Region, has increased even more than unemployment. However, its 
measure remains difficult to assess due to lack of standard and recognized 
definitions of the concept. 

Because of the difficulty of creating enough industrial jobs, in the 
present context of sizable industrial production units (particularly big 
and medium-sized firms), both in the public and private sectors, to absorb 
the growing surplus of the workforce, alternative solutions are required, 
such as restructuring of the industrial structure (by developing more of 
the small production units), and reforming and modernizing the agriculture 
sector, to absorb most of the new entrants in the labour market. 

1.3 Demographic trends 

In general, no important 
demographic data provided by 
Nations estimates. The latter 
significant differences exist. 

discrepancies have been found between 
national sources and those given by United 

have been systematically utilized when some 

The information given in Table 1 will constitute the main basis of 
comments and analysis with regard to the demographic trends in the Region. 

1.3.1 Population size 

During 
demographic 
popUlation 
as follows: 

the last two decades the Region has exhibited significant 
changes. From 1970 to the year 2000, the total regional 

and the percentage increase between years, have been estimated 

Population 
(million) 

% increase 

209 

53% 

The rapid popUlation 
25 years, is due to its 
IIs1ow" transition model as 

321 388 

21% 

increase in 
demographic 

determined 

448 513 

15% 15% 

the Region, doubling about every 
transition which is following the 
by the epidemiological transition 
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theory.1/ The difference between this model and the classical demo
graphic transition model is in the magnitude of the decrease of mortality 
(which declined from 15.8 per 1000 during 1975-1980 to 11.5 per 1000 
during 1985-1990 in terms of crude death rate), and a persistent high 
fertility (which varied slowry from 45 per 1000 during 1975-1980 to 43.5 
per 1000 during 1985-1990 with regard to the crude birth rate). Such a 
slow demographic transition results partially from the epidemiological 
transition model in the Region. Following the relative control of the main 
communicable diseases, the decrease of mortality was, to some extent, 
quite rapid. 

As it would show through the analysis in this evaluation report, the 
process of regional demographic change will constitute a critical element 
in the implementation of hea1th-for-a1l regional strategies. The 
additional population of 11 to 13 million each year (corresponding to the 
size of a country like the Syrian Arab Republic) will represent the 
potential for an additional new health demand. 

1.3.2 Population distribution 

(a) The population density, which has changed from 23 inhabitants per 
sq.km in 1985 to 28 per sq.km in 1990, remained among the lowest in the 
world. The range (3-746 inhabitants/sq.km) highlights differences among 
countries in their space distribution. This figure, however, is not truly 
significant, since cultivable and inhabitable areas constitute only a 
fraction of the total surface area of EMR countries in North Africa and in 
the Arabian peninsula. 

(b) Population characteristics 
status is closely related to such 
of residence (urban or rural). 
population depends, in turn, on 
mortality and migration. 

(see Table 1 
characteristics 
Their weight 

previous levels 

and Figure 2). Health 
as age, gender and place 
in the total regional 
and trends of fertility, 

Population status. The majority of the population is typically 
concentrated in young age-groups. Children under 15 years constitute about 
44% (range 26-48%) of the regional population. The proportion of adults 
aged 15-64 years was 43% with a wide range among countries; during 1990 
the percentage of the adult population varied from 48% to 68%. Such a 
significant range was due to the magnitude of immigration of adults in 
some Arab countries in the Gulf area. 

Nevertheless, the percentage of persons aged 65 years and over has 
been maintained at a low proportion, 3% during 1990. That was because of 
the change in the mortality pattern which continues to be favourable to 
children under 15 years, more so for infants under one year. The increase 
in regional life expectancy at birth, from 56 years in 1985 to about 
62 years 1n 1990, is the effect of the decrease of infant and childhood 
mortality, more than that of adult and elderly mortality. 

The dependency ratio in the Region (defined as the ratio of the 
number of children under 15 years and of elderly persons aged 65 or more, 
to the number of persons of working age) was 92 dependents per 100 persons 
of working age during 1985, compared with 88 dependents in 1990. This 
means that approximately there is one dependent for each person of working 
age. 

1/ A.R. Omran, Population in Arab Countries; Present and Future, ed. 
UNFPA, New York, 1988. 
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Except for a few countries with a rather small population size, 
governments have expressed in recent decades increasing concern at the 
distribution of population. Problems concerning urbanization and growth of 
cities are expected to assume seriou~ proportions in the near future as 
the urban population is still'increasing; since the first evaluation, its 
proportion has changed from 39% in 1985 to 44% in 1990 (range 11,96%). 
This was due, in particular, to internal migration of the agricultural 
workforce from rural to urban areas. Associated with such urbanization was 
the excessive growth of big cities in the Region. About 15 cities have in 
1991 more than one million inhabitants each. 

With regard to the age and gender structure, the pyramid represented 
by Figure 2 highlights the following: 

A relative equilibrium exists between the number of males and 
females, except for the ages 25-39 years that demonstrated an 
excess of females. That was due to the higher mortality among men, 
and to the emigration outside the Region, mainly for work, 
particularly from the area of the Maghreb countries, Pakistan, 
Somalia and Sudan. 

The most significant change between 1975 and 1990 has been in the 
age group 25-39 years, where the population increased by 75-80% 
during that period, for men as well as for women. 

Population dynamics. Highlighting the importance of the fertility, 
mortality and migration of the regional population will allow better 
assessment of the magnitude of its dynamics, in terms of factors affecting 
its size, structure .and characteristics. Fertility constitutes the main 
factor; its high level· among EKR countries continues to depend on 
sociocultural and religious patterns of families and married couples. 

Despite substantial progress made during the last decade in education 
and in economic development, and through the implementation of family 
planning in several EKR countries, the level of fertility is still among 
the highest in the world. The crude birth rate which was 42.3 per 1000 
population in 1985 declined to only 41.6 per 1000 in 1990. It is not 
expected to drop below 35 per 1000 before the end of the century, though 
some trend of fertility decrease has taken place in a few countries such 
as Egypt, Tunisia and Morocco. The regional fertility average is still at 
the level of the European countries about a century ago, but there was a 
relatively rapid decrease of general mortality. In some Member States, the 
infant mortality rate is· approaching the same level as in some southern 
European countries, due to the efficient control of communicable diseases 
rather than to a significant socioeconomic development. In fact, the 
regional crude mortality rate dropped from 12.5 per 1000 population in 
1985 to 11.4 per 1000 in 1990, a relative decline of about 9%. The 
relative decrease in infant mortality has been more significant (28%) 
between 1985 and 1990. 

Consequently, the regional average life expectancy at birth, which to 
a certain extent summarizes the mortality pattern in different age groups, 
increased greatly during the period 1983 to 1990, from 55 years to 
62 years, a gain of about 7 years. (See paragraph 5.1.5 for more details.) 

Geographical mobility. Migration has become a significant instrument 
for socioeconomic change in the Region. Regarding international migration, 
most EKR countries are either suppliers or users of the migrating 
workforce. The Gulf Arab countries are the most important users of 
workers, both from within EKR countries such as Egypt, Jordan, Morocco, 
Pakistan, Sudan, Tunisia, the Republic of Yemen and Palestinians, and from 
other Regions: Bangladesh, India, Korea, the Philippines and Sri Lanka. 
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The Libyan Arab Jamahiriya is utilizing in particular workers from Egypt 
and Tunisia. Morocco and Tunisia provide European countries, particularly 
Belgium, France, Germany, Spain and the Netherlands with hundreds of 
thousands of workers. For Gulf countries with a rather small population 
size, the cumulative effect of such migration is that their population 
structure has been affected significantly. However, the recent Gulf war 
has changed this phenomenon, and generated a massive and dramatic return 
of an important number, of the migrants from the Gulf area to their 
countries. The consequences of such an unexpected massive return of 
workers and their families has not yet been assessed in relation to 
socioeconomic aspects, both for the countries of origin and for host 
countries. 

In addition to this workforce migration, internal conflict aggravated 
the problem of refugees in some countries. Border countries with limited 
resources continued, as a consequence, to face problems relating to 
housing, food and safe water, health care and security. International aid 
here should be more reinforced and coordinated. It should also be better 
managed in the field within countries concerned, to be more efficient and 
more helpful to the affected population. 

1.4 Social trends 

Attention may be drawn to the lack of systematic information and 
serious analysis related to health in some important areas of social 
concern in most EMR countries. These areas include social justice,.equity, 
human rights, communications and housing. Education and nutrition 
constitute sectors where some information could be available. Lack of a 
set of social indicators, accepted and agreed upon by national authorities 
and international institutions, continues to hamper the development of a 
social information system, despite continuing efforts on the subject. 

All EMR countries recognized, in their socioeconomic development 
plans, that economic development alone could not solve the major problems 
of poverty, income inequity and poor health. Concern for welfare and 
social equity have emerged as major objectives in development strategies 
in most EMR countries which, during the, last decade, have formulated 
strategies of development aimed at meeting the basic social needs of the 
population: personal freedom and dignity, equitable distribution of 
income, good health, education, productive employment and decent housing. 
Such a version of "development" responds well to the philosophy of the 
"HFA/2000 Strategy", which considers health as a determinant of all 
socioeconomic development processes. Unfortunately, as shown in the 
previous sections, the political situation and unrest, as well as their 
negative consequences on economic development, have not allowed many EMR 
countries to implement completely and literally the social goals of their 
development plans. 

The social trends during the period under review have certain 
characteristics. Allover the world, violations of human rights are 
continuously a subject of conCern. Nongovernmental organizations (NGDs) in 
some EMR countries have played a leading role in the development of human 
rights, through increasing campaigns against their violation and 
ratification of national instruments for their protection. 

Poverty continues to be the misfortune of about one-quarter of the 
total EMR population. Admittedly, there is a large discrepancy in the 
distribution of' wealth among and within EMR countries, but the specific 
situation of poverty in some of the poorest countries of the Region was 
due mostly to their own political situation and the direct consequence of 
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Table 3. Adult literacy rates (%) 
by gender, EMR 

! 
lAdult Literacy Rate (%) 

I 

Males 

C P 

Fenales Total 

C P C P 

Total I Range 18-98%. 3-90% I 11-95% I 
I . 

,==:=~=~===I==~::~=~::~~=!====~::===='===~~:=====i====:::====1 
I 

Trends ! M2 (C) 156% (22.1 '32% (22) I! 45% '(23) ! 
., I I 

1n I' " 
i Reg. 'El (C) /49% (20) 26% ( 20) 38% ( 21) 
I ! i Aver. , 
I Ml (C) ! 47% (:!1) 2:!% .. 21) 35% (22) 

continuing armed conflicts. Poverty, assessed in term of low income, 
appears to be at its worst in rural areas. It tends to be the same in 
urban and rural areas when measured by morbidity, lack of education, short 
life expectancy and substandard housing. However, the magnitude of rural 
poverty is not always understood, in part because the urban poor are more 
visible and more vocal than their rural counterparts. The large influx of 
refugees and the massive return of the workforce as a result of the recent 
Gulf war significantly worsened the picture in this context. Health status 
has also deteriorated as a consequence. 

Despite some potential efforts made in food production in recent 
years, self-reliance in the'matter remains a far target. The dependency of 
most EMR countries on the importation of essential food products, even the 
most agricultural of them, reflects the dramatic situation in the Region. 
An example, for 1986 the daily per capita caloric supply varied from 2138 
in Somalia, 2298 in Democratic Yemen and 2315 in Pakistan, as countries 
with low-income economies, to about 2950 in Morocco, Tunisia and Jordan as 
countries with middle-income economies, and finally 3004 in Saudi Arabia, 
3021 in Kuwait, 3601 in the Libyan Arab Jamahiriya, and 3733 in the United 
Arab Emirates as countries with high-income economies. The nutritional 
consequences for the poorest EMR countries has been a deteriorating 
situation of undernourishment, as well as acute and severe malnutrition, 
especially among children. Lack of specific information does not allow 
assessment as to the regional magnitude. 

The regional average adult literacy rate (Global Indicator 11) is 
44% (range 11-95%). Eight countries with only 9% of the EMR population had 
a rate of 70% or more (Table 3). As expected, the rate is higher for 
males (54%) than females (30%). The rate was less than 30% for males in 
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only two countries with 3% of the Region's male population, but for 
females this was true for eight countries representing 53% of the female 
population. The overall global rate is estimated at 72%, being 98% for 
developed countries. It showed also the sex differential, 79% for males 
and 65% for females. The low level of female adult literacy compared with 
males, continues to be a major obstacle in socioeconomic development as a 
whole; women's education is, after all, a weapon in the fight against 
poverty, and the children of better educated mothers tend to be healthier. 
According to data that were available from 11 countries, the urban adult 
population was more literate (62%, range 39-94%) than the rural population 
(29%, range 17-90%). 

Unfortunately, the situation of the social status of ~ in the 
Region has only made relative improvement, despite a general realization 
of their righc to more social equality. Cultural factors, prejudices 
and taboos that have taken root during the long history of the Region 
still retain their strength. Considerable progress, therefore, remains to 
be done as concerns women's education, their role and status in the family 
and their right to equality in the work force, which will have 
repercussions on health. 

Finally, it should be stressed that people are the main directing 
force behind all development. Future peace, progress, security and 
stability depend upon giving priority to the basic needs and rights of 
all people in the Region. Whatever the energy and resources invested 
in this enterprise amount to, they will be negligible compared with the 
riches that a healthy and productive population represents for this 
Region. 

1.5 Intersectoral trends 

During the period under review, there has been a growing trend to 
formulate health plans in the context of overall socioeconomic development 
policies, and to integrate health plans into national socioeconomic 
development plans. The importance of the vital role of overall socio
economic development in the improvement of the health situation, and 
vice-versa, has been increasingly recognized. 

The consequences of the economic crisis during the last decade have 
produced a need to make better use of reduced public resources, by 
establishing increased coordination between the socioeconomic sectors for 
overall development, to avoid duplication and ~o rationalize the existing 
infrastructure. Interagency planning groups or some other similar 
mechanisms (such as the Ministry or Secretariat of Planning, national 
planning council, specific joint coordinating committees, etc.) have been 
established at national level in most EMR countries, to provide for 
dialogue in setting health priorities, particularly during the 
socioeconomic development planning process. 

All Member States have mentioned the existence of an interministerial 
health committee as an institutional mechanism for such a dialogue about 
health policies, priorities and strategies. These committees were at the 
central level 1n nine Member States and at the local level in six. The 
ministries most involved with such intersectoral committees--as reported 
by the countries--are the Ministries of Education (15 countries), 
Housing (13), and Agriculture (10). Six countries reported the involvement 
of the Ministries of Information, Interior and Social Affairs. The 
Ministry of Planning was mentioned by only four countries. 
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Unfortunately, despite significant progress in the recognition of 
health as an integral' part of the development system, effective 
implementation of mechanisms of coordination continued to be lacking. 
Mostly, the established sectoral committees did not meet at all, or very 
rarely. The concept of intersect oral collaboration has yet to be 
appreciated by some sectors. Lack of coordination was the result of 
extreme centralization in some health-related sectors. Other sectors also 
saw no reason to collaborate. Other reasons mentioned included a conflict 
of interest, a perceived threat to the independence of the sectors, and 
the lack of provision of an overall plan within which coordination could 
operate. 

Governments in most EMR countries are faced with rapidly increasing 
cost for the provision of health services, which has not resulted in a 
commensurate benefit for the population, particularly in the least 
developed countries. In addition, the increase in demand for health care, 
due both to population increase and to the pressure of health equity, 
cannot be solved by the health sector alone. Alternatives must be found 
for coordinating, redefining and redistributing responsibility for the 
health servic'es between the government (and within its ministerial 
departments) and the private sector or other sectors of the socioeconomic 
system. . 

2. Development of Health Systems 

2.1 Health policies and strategies 

The World Health Assembly decided in 1977 that "the main social 
target of governments and WHO in the coming decades should be the 
attainment by all the citizens of the world by the year 2000 of a level of 
health that will permit them to lead a socially and economically 
productive life" (resolution WHA30.43). The Strategy for Health for All by 
the Year 2000 (HFA/2000) is based on the concept of countrywide health 
systems along the lines of primary health care (PHC). 

Member States of the WHO Eastern Mediterranean Region (EMR) have 
endorsed the Alma-Ata Declaration on primary health care. Most of them 
have prepared policy and strategy statements, followed by plans of action. 
Since the first evaluation of health-for-all (HFA) strategies in 1985, new 
health policies have been adopted in a few countries, such as in Oman in 
1989 and Pakistan in 1990. (It may be reiterated here that whenever 
reference is given to some countries with regard to a particular 
situation, this does not mean thet it applies only to these countries; 
names are mentioned merely as examples, seeking a balanced distribution.) 

"Health for all" as a policy in the Region continued to receive 
endorsement at the highest levels (Global Indicator 1). This has taken 
the form of statements by Heads of State, commitment by parliaments or 
cabinets, endorsement of new directives, etc. Egypt, for example, has 
declared the 1990s as the "Decade for Child Protection", with specified 
targets and activities. The Islamic Republic of Iran has adopted as an 
official policy reducing the country's population growth rate, while Sudan 
has declared health as one of its top national priorities. 

As of yet, Qatar has no formulated health-for-all strategy (in view 
of the small size of its land and population), while the United Arab 
Emirates adopted its health-for-all strategy in 1986. Meanwhile, most EMR 
Member States have updated their strategies since the first evaluation of 
1985. In general, the updating re-emphasized the PHC approach, and aimed 
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at a more equitable distribution of resources and facilities through 
giving priority to extending PRC to underserved population groups. 
Sometimes, the updating incorporated health-for-all strategy in the 
national socioeconomic deveLopment plan (Afghanistan, Djibouti); 
introduced or extended coverage of health insurance in one form or another 
(Bahrain, Egypt); or stressed the "regionalization" of administration and 
management of the health system (Oman, Saudi Arabia); or implemented the 
"basic minimum needs" (BMN) approach (Somalia, Republic of Yemen). In 
Cyprus, the policy of the proposed new national health service stipulates 
transfer of PHC patients to the private sector, while it creates "trust 
funds" (financed from government and public donations) for tertiary care 
and research centres. 

2.2 Organization of health systems based on PRC 

Achieving the goal of health for all by the year 2000 requires 
concerted efforts from the countries to develop their health systems with 
PHC as the main focus. The first step is to see to it that the concept 
of PHC is understood and accepted. Before convincing others, it is natural 
to start at home. Some countries have, resorted to holding several national 
and regional educational workshops for health personnel. In general, the 
PHC concept is understood, particularly by auxiliary and paramedical 
staff. The problem lies with some "influential physicians at high levels 
of the medical hierarchy, who promote interest in secondary and tertiary 
care", and occasionally with dentists. 

Member States are paying greater attention to reorienting their 
health systems to PHC. One important change has been a redefinition of the 
roles and responsibilities of the institutions comprising the health 
system. Until recently, all PHC elements were given in an integrated 
manner in the health centres (HCs) in rural areas of Egypt, but 
through different institutions in urban areas; "integrated" urban HCs are 
being introduced in some parts of Greater Cairo. Another example is the 
malaria control programme in Djibouti which has been reoriented to become 
a "horizontal" non-centralized programme. 

Overcrowding in the HCs and a tendency to bypass them and go directly 
to the hospital (particularly in urban areas) has been reported in many 
countries'. As regulatory measures, each HC in Saudi Arabia has listed all 
households in the area and has opened a family folder for each household, 
while Jordan has introduced the system of a "health card" for each 
individual, designating the HCto which he/she is assigned. Oman has 
integrated HeH (maternal and child health) and EPI (Expanded 
Programme on Immunization) activities by allocating each mother and child 
to a "parent institution", 

But the quality of services in the HCs needs improvement, if people 
are to use them. Different approaches have been resorted to such as 
restructuring and renovating existing facilities to suit the PHC approach 
(Egypt, Sudan); or introducing laboratory and X-ray diagnostic facilities 
(Morocco); or even dental services (Tunisia); or having specialists to run 
the clinics in the HCs (Cyprus) or even establishing polyclinics to 
provide a combination of PHC and a specialist out-patient service (Oman); 
or extending working hours in large central HCs till midnight (Bahrain); 
or training HC staff in emergency medical care as part of the development 
of emergency medical services (Bahrain); or revising the list of essential 
drugs used in the HCs (Saudi Arabia). Most countries in the Region have 
already formulated national drug policies and lists of essential drugs. 
But more effort is still needed to ensure the availability of drugs at 
various levels of the health service. 
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One requirement in a health system based on PHC is that it should 
encompass the entire population on a basis of equity and responsibility. 
Hence, most countries give a larger share of resources to unfavoured 
regions, particularly urban slums, nomads and sparsely-populated remote 
areas. Saudi Arabia is carrying out research on how to extend services to 
nomads. Egypt encourages home visits by HC staff to reach sensitive 
population groups, and opens clinics in schools with a student population 
of one thousand or more. Oman had to resort to "flying squads" to reach 
isolated localities. In this respect, one has to remember that traditional 
medicine is still Widely practised in some countries, and large sectors of 
their rural populations are cared for by traditional practitioners. 
Regulating the use of traditional medicine, within the framework of a 
uniform and standard drug regulatory system, is an important step for the 
rational use of traditional medicine. 

The presence of an organized and adequate referral system is 
essential for proper functioning of primary health care. Towards this end, 
Pakistan, for example, has had to upgrade hospitals at the next higher 
administrative level (tehsil and taluka hospitals), while Oman 
developed in each region a hospital with specialist in-patient and 
out-patient services to serve as a reference regional hospital providing 
integrated curative, preventive, promotive and rehabilitative services. In 
addition to referrals among the various levels of the Ministry of Health, 
agreements have been made with other governmental hospitals in Jordan to 
receive referred cases (e.g., university hospitals). Lebanon finds it 
easier to contract nongovernmental hospitals to provide secondary care, 
while, as mentioned, Cyprus has created "trust funds" financed by 
government and private donations to provide tertiary care. 

A critical issue in PHC development is to proceed beyond policy 
statements to implementation. The district (or equivalent) is the 
appropriate location in most health systems to consolidate PHC strategy, 
and where management decisions can be made with close relevance to local 
conditions. In a "district" the follOWing are found which are necessary 
for successful health development: communities in need; the challenges of 
dispersed rural or crowded populations; a network of primary and secondary 
health facilities; a hierarchy of workers; potential linkage with other 
sectors; and social, governmental and political organizations. The 
"district health system" concept, as a valuable bridge between primary and 
tertiary care levels, is fully implemented in several countries (e.g., 
Islamic Republic of Iran, Pakistan and Syrian Arab Republic). In Sudan, 
the comparable "health area concept" is fully developed. In Oman, it was 
necessary to develop a "regional health information system" as essential 
support to the Regional Health System implemented in 1990. Through this 
concept, it was possible to look at health development as part of "total 
development" involving other sectors. Some countries, therefore, are 
implementing the basic minimum needs (BMN) approach at various stages of 
implementation (e.g., Afghanistan, Somalia and Republic of Yemen). 

The private sector plays an important role, to varying degrees, in 
the health system in many countries. But how about its role in PHC? In 
Lebanon, its role is mainly related to cases referred for secondary care. 
Pakistan is "encouraging" the private sector to take part, while the 
proposed new national health service in Cyprus stipulates the transfer of 
PHC patients to the private sector. Egypt has had to expand the training 
of traditional birth attendants (TBAs) in view of their invaluable 
role in rural communities. However, integration between government and 
private sectors is often not an easy job. 
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PHC, with its diversified elements, cannot be the responsibility of 
one institution or body, and it involves dealing with institutions at 
various levels of the health system. Coordination should exist within the 
health sector before looking. for coordination with sectors other than 
health. Since the first Evaluation of the Strategy for Health for All by 
the Year 2000 in 1985, one action was to shift major health providers to 
the Ministry of Health (e.g., hospitals in Jordan that had been the 
autonomous "Curative Establishment"), and school health services in Qatar 
(until recently in the Ministry of Education). Creation of coordinating 
committees was another approach, whether at a central high level (Syrian 
Arab Republic), or at governorate and district levels (Jordan), or of a 
limited nature such as between primary and secondary.care to coordinate 
shared activities (in Bahrain), or specifically for PHC (e.g., the "PHC 
Council" in each governorate in Iraq, headed by the governor). Cyprus, on 
the other hand, is developing a "Public Health Unit" at the central level 
to coordinate eptdemiological research, health education and preventive 
activities. The Islamic Republic of Iran has held short training courses 
to familiarize the different disCiplines in the health system with the 
economic and social benefits of health care and the importance of such 
coordination. 

A variety of constraints have been reported by different countries in 
this process of reorganization of the health system based on PHC. Most 
important is the influence of "pressure groups" who run after "glamorous", 
expensive secondary and tertiary care, particularly when they get the 
support of a sector of the medical profession trained in the strictly 
curative approach and who, because of vested interest, impede the 
implementation of PHC. Another group of problems have a common root, the 
national economic difficulties, e.g., problems in expansion of services to 
underserved areas, lack of trained, motivated staff, lack of supervision, 
and problems of communication and fuel shortage for the referral of 
patients. In some countries of the Region, moreover, service can be 
offered on request to anyone at any institution. Lastly, in a few cases, 
projects are tied to international agencies that would prefer to maintain 
a "vertical" structure. 

2.3 Managerial process and mechanisms 

One important step towards implementation of national health-for-all 
strategies, and to which Member States are paying attention, is the 
process of formulation and updating of relevant national policies, 
strategies and plans of action. Hence, planning units (or their 
equivalent) were recently established in the ministries of some countries 
(e.g., in' Bahrain, Cyprus, Djibouti and Lebanon). This process is usually 
carried out by the Ministry of Health in close cooperation with the 
Ministry of Planning. Although the political system or geographic or 
demographic considerations may favour centralized planning in some 
countries, functioning planning committees at the district and/or 
provincial levels assume these responsibilities in some others (e.g., 
Islamic Republic of Iran and Pakistan). 

Continuous monitoring and evaluation constitute an integral component 
of the managerial process. This often is carried out by the division/unit 
responsible for planning. More commonly, however, the individual 
programmes undertake that function. It may be done by a committee, such as 
in Oman where an MCH committee meets regularly for this purpose. A 
comprehensive PHC review has been carried out in several countries as a 
joint governmentfWHO activity. To improve the process, for every "project" 
Jordan designates one official as responsible for monitoring its 
implementation; the Islamic Republic of Iran has introduced the use of 
"check-lists" in superv1s1on; and health centres in Saudi Arabia have 
plans of action, with targets and report on "percentage. achieved". 
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With the rising cost of health care, in the current rather 
unfavourable economic atmosphere, Member States have had to give more 
consideration to careful financing of plans and allocation of resources, 
in both "hardship" and "a~flu_entll countries alike. A careful approach to 
financing is the route to ensuring equity, efficiency and quality of care. 
It becomes all the more important as health plans are integrated into 
national mid-term general socioeconomic development plans. The time of 
having universal health care, free for everyone, is being replaced by the 
concept of economizing ·on health expenditure. Probing means by which the 
public can bear part of the cost of health care is now spoken about more 
openly. Some people who used to receive completely free health care, are 
now required to pay fees of one form or another. Health insurance schemes 
are being introduced in a few countries. 

Improving the use of existing resources is an indirect way of 
economizing on the financing of health care. One priority component here 
is maintenance and repair of health care equipment. Some countries have 
started by surveying all equipment and instruments used in health care 
facilities, so as to establish a central registry for follow-up 
maintenance and assurance of their better use. Training national staff in 
local workshops or. abroad, with support from WHO, is an important 
activity. Centres in some countries (Bahrain, Cyprus and Syrian Arab 
Republic) have been developed and are being used to train staff from other 
countries. 

Careful management is critical for achieving the health-for-all goal. 
Central control versus decentralization has long been an important 
political and organizational issue. In PHC, where one ingredient is 
community participation in decision-making and in action, many things can 
go wrong in moving· from central policy-making to field-based 
implementation. Member States more and more realize the merits of 
decentralized management within the health system, to match local needs 
and priorities with national policy guidelines and resource allocation. 
Therefore. "regionalization" has been introduced lately in some countries 
(Bahrain, Oman), and has been strengthened in others (Saudi Arabia, 
Tunisia). Some countries have adopted the district health system 
(Pakistan, Somalia, Sudan). Decentralization cannot fully develop, 
however, without some degree of autonomy and authority for planning health 
services, for allocating financial resources, and for managing health 
resources, and without commitment and support from the national level. 

One cannot visualize proper management without adequate information 
support, i.e., without a health information system capable of making 
available relevant, reliable information, at the right time, to the right 
person, in a usable form, and at an affordable cost. Member States, with 
support from WHO, are developing their information systems. Oman, for 
example, is even on the way to developing a regional health information 
system to support regionalization of its health system. 

Since the eight essential elements of PHC can be regarded as the 
major components of overall socioeconomic development, they cannot be the 
task of the health system alone. The need for more effective intersectoral 
collaboration is becoming increaSingly recognized. Some countries have 
established broad-based "health councils" (Jordan, Syrian Arab Republic) 
or specific ones such as the recently-created National Council for 
Childhood and Motherhood in Egypt or the PHC Council at the central level 
in Iraq. Collaboration has taken the form of multisectoral "committees", 
either at the national level (Afghanistan, Qatar) or at the provincial 
level (Sudan), or of a committee or task force for a particular component, 
such as the "Health Information System Consultative Committee" in many 
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countries, or the "Women and Child Care Plan Task Force" in Oman. 
"National days" for important themes, particularly if launched by 
top-ranking officials, have been found to be a useful approach in 
intersectoral collaboration (Djibouti, Morocco). The basic minimum needs 
(BMN) approach offers a venue for coordination. Nevertheless, effective 
intersectoral collaboration may not be easy to implement, and Member 
States have encountered a variety of problems, such as the lack of 
understanding of the PHC concept by sectors other than health, conflicting 
interests (e.g., when pay scales are different), or when the general 
administrative set-up may not permit it. 

The perspective of "health for all" assigns new values to health, 
going beyond the mere absence of medi~al problems, within reach of 
everyone, and emphasizing equity, social justice and cooperation. Strong 
leaders who are ."value-driven", are necessary to help people and systems 
undergo significant change. Countries recognize the importance of 
health-for-all leadership development. Fifteen countries have participated 
in colloquia and workshops on this theme, bringing together high-ranking 
multidisciplinary planners, decision-makers and politicians. Some 
countries went ahead to prepare plans to train others in the country. 
Afghanistan and the Islamic Republic o'f Iran; for example, have conducted 
workshops to train multidisciplinary teams at district and provincial 
levels. 

Despite the sincere efforts of Member States, various problems have 
been recognized as impediments to effective management of health systems 
based on PHC. Lack of qualified staff trained in management, for various 
reasons, particularly at provincial and district levels, is a common 
problem, often aggravated by another one, the frequent change in 
management personnel. Lack of adequate information support, or the other 
extreme of excessive data collection with limited utilization and limited 
feedback, inadequate intrasectoral and intersectoral coordination, absence 
of necessary legislation and administrative and financial bureaucratic 
regulations, are other important issues. 

2.4 Community involvement and health promotion 

Community participation is a programmatic necessity. Without close 
involvement of the community, its families and individuals, in the 
assessment of their health situation and in the planning, execution and 
evaluation of programmes, there is little likelihood that health services 
will have a durable impact on the health of the community. 

The mechanism for community involvement should be adapted to local 
circumstances. Most countries have one form or another of a "local health 
committee", named village/community/municipal, etc., as appropriate. Egypt 
has the experience of involving religious leaders. Regarding the way the 
community participates, a wide variety of examples may be given: donation 
of land for health establishments; donations in cash or in kind (supplies, 
etc.); providing local personnel to be trained, as birth attendants or 
community health workers (Jordan); a hospital committee to look after the 
feeding of patients rather than through contractors (Sudan); delegating 
management of the hospital to a board of trustees (Islamic Republic of 
Iran); or participation in a wide range of field activities, such as 
environmental hygiene, health education, literacy campaigns, distribution 
of oral rehydration salts (ORS) , digging wells and latrines, 
immunization campaigns, larval control, MCH, mothercraft teaching, etc. 
All EMR countries have mechanisms for involving people in the 
implementation of health-for-all strategies that are fully functioning, or 
are being further developed (Global Indicator 2). 
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played by nongovernmental organizations (NGOs) has 
be at a high level in planning (Pakistan, Syrian Arab 
often they play an operative role, such as in promoting 

(Cyprus), or health education and "health weeks" (Saudi 

The low level of general education among the people, and the lack of 
knowledge about diseases, constitute a frequently mentioned problem. The 
lack of a clear role and mechanism for involving people is also Common. 
Members of local committees are not aware of their health problems and are 
not well briefed about their role. Sometimes these local committees are 
not permanent, but composed for ad hoc action, or do not meet 
regularly. In some countries people expect all action to come from the 
State, and any initiative for their involvement should come from the 
central level, while in others, the ·spirit of volunteering" is limited 
due to prevailing unemployment or to the pressure of modern life leaves 
them with little free time. Many countries suffer from a lack of trained 
personnel in the art of persuasive communication and education and 
stimulation of community development. Seven countries have, therefore, 
conducted research in health behaviour and communication, and have used 
the results to improve health education and public information programmes. 
But the blame is not exclusively on the people; sometimes the district 
medical officers and their teams are not sufficiently motivated or skilled 
to facilitate and support community involvement. 

2.5 Supporting legislation 

There is a need for Member States to have well-defined and updated 
health legislation to effectively implement their health policies and 
plans. For example, the district health system cannot fully develop 
without having the necessary legislative action that gives some degree of 
autonomy and authority for planning services, for allocating financial 
resources and for managing human resources. 

Eight countries have already reviewed their health laws and 
regulations. Action taken in the area of legislation, since the first 
health-for-all evaluation in 1985, was mainly in the reorganization of the 
health service and/or Ministry of Health, whether to bring into the 
Ministry major health providers that belonged to other ministries (Jordan, 
Qatar), to strengthen the planning process in the Ministry (Bahrain, 
Djibouti, Lebanon), or to strengthen decentralization/regionalization of 
serv1ces (Islamic Republic of Iran, Oman, Syrian Arab Republic). Creation 
or restructuring of intrasectoral and intersectoral coordinating bodies 
was another important field, in the form of a "national council" (Egypt, 
Jordan) or as standing committees (Cyprus, Qatar). Other examples were on 
AIDS (Pakistan), or creation of "trust funds" for research and tertiary 
care (Cyprus), or to submit proof of completing immunization as a 
requirement before acceptance in schools (Qatar). 

3. Health Care: Trends in Health Care Coverage 

Monitoring and evaluation are essential ingredients of effective 
management. Hence, it is important to review progress, constraints and 
trends in PHC coverage, in terms of availability and accessibility, and in 
terms of quality and disparities among population groups and geographical 
areas. Since PHC includes a number of elements, and achievement in 
coverage by one element may vary widely from that by another, a single 
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indicator of "PHC coverage" would not be informative. Therefore, the 
relevant indicator on health care coverage (Global Indicator 7) will 
be presented here with respect to individual components. 

In describing trends, reference will be made wherever possible to all 
preceding reports: the first monitoring (Hl) report in 1983, the first 
evaluation (El) report in 1985, and the second monitoring (H2) 
report in 1988. Besides, . the comparison will refer to the regional targets 
for health-for-a11 strategy adopted by the Regional Committee in 1989 
(resolution EM/RC36/R.IO). A list of the regional targets is in the 
Annex. 

In interpreting the trends, the following points may be noted: 

The reference year 
in a subsequent one I 

for data in one report may be the same quoted 
i.e., no updating; 

The number of countries reporting on an item might vary from one 
report to another. This by itself may affect the regional average, 
depending upon which countries did or did not report; 

The 1983 (Ml) 
1985 (El) did 
(reassigned to 
that report). 

report included Israel as an EMR member; that of 
not include Israel (reassigned to EUR) and Morocco 
EMR, but the data were unavailable while preparing 

3.1 Community water supply and sanitation 

Twelve countries had reached 80% coverage or more for safe drinking 
water available in the· home or within reasonable access, but they 
represented only 41% of the Region's total population (Table 4). At 
the other end, seven countries had a coverage below 50%, and six of them 
are among the "least developed countries" (LOCs). The overall regional 
average is 67%, i.e., about 128 million inhabitants in the EMR still do 
not have access to safe drinking water. 

As expected, the urban population is more privileged; coverage 
reached 80% or more in 19 countries (that represents 85% of the Region's 
urban population), against nine countries only for the rural population 
(that represents 17% of the Region's rural population). The regional 
average coverage stands at 91% for the urban and 48% for the rural 
population. Thus, out of the 128 million inhabitants without access to 
safe drinking water, just 15 million live in urban areas. (It may be 
reiterated here that figures on coverage quoted in national evaluation 
reports sometimes differed from those in their periodic reports on the 
International Drinking Water Supply and Sanitation Decade). 

There were eight countries that showed an overall coverage above 90%, 
and seven a coverage of 50%-89%, in the the first evaluation (El) reports 
in 1985; eight of them achieved the regional target. The corresponding 
figures by urban/rural were: 15 out of 21 countries, and 6 out of 14 
countries, respectively. Four countries with urban coverage up to 90% 
could reach the regional target, but one such country could achieve it 
with respect to rural coverage. Notably, the latest coverage rates were 
lower than those reported earlier in 1985 in four countries for the urban 
population and five countries for the rural population. 
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Percentage of the EMR population with safe drinking water 
available in the home or within reasonable access 

, 
! Urban Rural Total 
I 
! Coverage (X) I , 

C P C P C P 
I 
i Less- than 40% 2 2 8 30 4 13 I 
I ------------------------ ----- ----- ----- ----- ----- -----
i 40% 79% 2 9 6 53 7 46 , -
I 

I-------------------~---- ----- ----- ----- ----- ----- -----
I 

80% 19 85 4) ! or more 9 17 12 

Total Range 27 - 100% 14 - 100% 20 - 100% 

I E M R Reg. Aver. 91% 48% 67% 
1========== ============= =========== =========== =========== 
I Trends ~12 (C) 90% (23) 43% (23 ) 63% ( 2 1 ) I , 

in I 
I Reg. EI (C) 85% ( 21 ) 45% ( 21 ) 61% (22) 
I , Aver. 
I HI (C) 78% (22 ) 36% (22 ) 53% (23 ) 
I 

Percentage of the EMR population with adequate excreta 
disposal facilities available (urban/rural) 

I Urban Rural Total ! 
I 

Coverage ( %, 
, C P C P C P 

;---, 
~o data 2 3 3 4 0 0 , 

! 
I Less than 40% 1 2 8 64 5 45 
I 

1------------------------ ----- ----- ----- ----- ----- -----
i 40% - 73% 6 36 7 J) 7 15 , 
i ------------------------ ----- ----- ----- ----- ----- -----
I 80% or more 14 59 5 1 11 40 I , 

! 
Total Range 2 - 100% 0.0 - 100% 0.3 - 100% 

i E M R Reg. Aver. 80% 28% 51% I 

i======='==== ============= =========== =========== =========== 

t Trends 
I 

M2 (C) 79% (23 ) 22% ( 22) 45% (23 ) 
I in 
i Reg. El (C) 75% (l8 ) 2j% (l6 ) 41% (20) 
I Aver. 1 
L 

M1 (C) 63% ( 15 ) 22% (l2 ) 41% ( 18) 
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Regarding the availability of adequate excreta disposal, 11 countries 
representing about 40% of the Region's total population had achieved a 
coverage rate of 80% or more, while it was less than 40% in five countries 
that represented 45% of the population (Table 5). The regional average 
is 51%, thus a little less than half of the population do not have such 
facilities. There is a big gap between the coverage of urban and rural 
populations; the regional averages are 80% and 28%, respectively, and the 
number of countries that have a coverage rate below 40% was just one (that 
represented 2% of the total) for the urban population against eight (that 
represented 64%) for the rural. It is encouraging, however, to note from 
comparison with earlier data in the 1985 report, that 13 countries have 
already achieved the regional target assigned for them for urban 
sanitation, and ten countries for rural sanitation. 

A study of the relative changes in the trends in the urban/rural 
regional averages for the availability of safe drinking water and adequate 
waste disposal facilities, as given in the four reports since 1983, shows 
clearly the following: (a) safe drinking water coverage has always been 
higher than sanitation; (b) in general, the trend is upwards, and is 
somewhat more marked with sanitation than with water supply; (c) the 
urban/rural differential is more marked with sanitation; and (d) that 
differential showed minor change between 1983 and 1991. 

Despite success in awareness-creation and introduction of appropriate 
developmental models, there were numerous obstacles. Population growth is 
expected to be high in rural areas and urban slums. It puts severe stress 
on water supply and sanitation, housing, transport, and on public 
utilities in general. Unplanned urban growth is equally detrimental. When 
the rate of implementation lags behind that of population growth, there 
will be a downward trend in coverage rates. Other difficulties included 
inadequate funding, insufficient skilled workforce, lack of sufficient 
water, poor operation and maintenance, high cost of water supply and 
sanitation systems, particularly in urban areas, weak community 
involvement, and inadequate intersectoral collaboration. 

The national strategies were more and more adjusted for better 
management of water resources and water conservation. In view of the water 
shortage, there has been a rapid mining of groundwater in many countries 
(Oman, Republic of Yemen) or resort to desalination plants (Kuwait, Saudi 
Arabia). WHO has promoted the concept of "healthy cities", aiming at 
improving the urban quality of life through integrated urban environmental 
health management. Initiatives in this area have been well received in 
some countries (Egypt, Islamic Republic of Iran, Tunisia). 

3.2 Immunization 

It is most useful for the management of the immunization programme to 
estimate the proportion of infants reaching their first birthday who have 
been fully immunized, separately for each of the following antigens; three 
doses each of DPT and polio (DPT3/0PV3), and one dose each for measles and 
BCG. The data show that coverage was highest for BCG (regional average 
86%) then DPT3/0PV3 (81%) and lowest for measles (75%) (Table 6a). 
Besides, though several countries reached a coverage of 90% or more, there 
are others (included among the LDCs) with coverage below 40%, not counting 
countries which, for example, do not include BCG during infancy in their 
national EPI (Expanded Programme on Immunization) programmes (Bahrain, 
Cyprus, Kuwait). 
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Table 6(a) Percentage of EMR infants reaching their 
have been fully immunized* against 
EPI-target diseases 

first birthday who 
each of the six 

BCG ! DPT3/0PV3 ! Measles 
Coverage (%) I 

C L I C i L ! C 
I 

L 
! I I 

j 
: 

No data-- 5 2 I 0 0 ! 0 
I 

0 , 
I ! 

Less than 40% 2 8 I 2 7 I J ! 8 

I 
, 
j 

I 
I 
I 
I 

40% - 79% 1 7 1 --~--I--~--'-~=--! ------------------------ ----- ----- -----
80% or more 14 82 , 19 . 86 IIi 40 I , i. I 

Total 

J.n 
Reg_ 
Aver. 

El (C) 

!'IIIC) 

51% (16) 45% 120) 39% (20) 

22% (18) 

* Received three doses of DPT and of oral polio vaccine 
(DPTJ/OPV3). 

** Includes countries where BCG immunization during infancy is 
not required. 

Table 6(b) Percentage of pregnant women (preg. w.) and 
childbearing-age women (CBAW) who have been 
immunized with tetanus toxoid (TT) 

! Preg. w. CBAW 
Coverage (%) 

C L C L 

No data" 8 26 7 4 

Less than 40% 7 22 14 90 
------------------------ ----- ----- ----- -----

40% - 79% 5 51 1 6 
------------------------ ----- ----- ----- -----

80% or more 2 1 0 0 

Total Range 5 - 97% 4 - 44% 

E H R Reg. Aver. 48% 20% 
========== ============= =:c=====z=== ""========== 

Trends M2 (C) 20% ( 17) ... 
in 

Reg. El (C) 9% 116 , ... 
Aver. 

HI (C) 4% ( 17) ... 

Includes countries where immunization with TT 
is not required as a routine during each pregnancy or for CBAW 
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The study of trends shows that: (a) there has been a continuous rise 
in the coverage rates; (b) the rate of increase was highest with BCG and 
least with with DPT3/0PV3; and, (c) relatively speaking, the rise was 
highest during the period 1983-1985. It is encouraging that the increase 
was more marked for the countries that originally had very low coverage. 
For DPT3/0PV3, e.g., the number of countries with coverage less than 50% 
went down from 17 in the 1983 report to eight (1985) then to two only 
(representing 7% of the livebirths in the Region) for 1990. 

Regarding the immunization of pregnant women against tetanus (to 
receive two doses of tetanus toxoid TT), their immunization coverage lags 
behind immunization of infants (Table 6b). It is true that in a number 
of countries the national programme does not require giving two doses of 
TT during each pregnancy (Qatar, United Arab Emirates). Among the others, 
two countries only reached a coverage of 80% or more, but these combined 
account for less than 1% of the livebirths in the Region. Nevertheless, it 
is most encouraging to see that the regional average more than doubled in 
each period, from a bare 4% in the 1983 report, to 9%, then to 20%, to 
reach 48% in 1990. It is estimated that 48% of newborns are protected 
against neonatal tetanus through immunizing the mothers during pregnancy. 
All countries adopting TT immunization as a routine are now targeting 
women of childbearing age, with emphasis on pregnant women. The regional 
average is just 20%. However, TT vaccination of pregnant women was not 
reported separately in some countries (Afghanistan, Morocco, Sudan). 

This progress achieved in immunization coverage was accomplished in 
most countries through greater integration with other PHC services to 
strengthen their existing delivery system, and/or through the 
acceleration/campaign approach. It also reflects high managerial capacity 
at national and subnational levels in most countries. Undoubtedly, the 
Gulf war and prevailing local circumstances badly affected the programme 
in some countries. 

The regional target for all immunizations was set at 95% by the 
Regional Committee. Though a large number of countries could achieve 
coverage rates exceeding 90%, they did not achieve that target. The 
Regional Committee may like to have a second look at the immunization 
targets to be in line with internationally-adopted ones. 

The prospect of routine immunization against hepatitis-B, utilizing 
the EPI infrastructure in the EMR is very encouraging. Nineteen countries 
have planned or have already introduced hepatits-B vaccination as routine 
in their national EPI programmes. 

3.3 Local health services 

The percentage of the population for whom facilities for treatment of 
common diseases and injuries, including a regular supply of essential 
drugs, are available within one hour's walk or travel, is listed in 
Table 7. 

The data reflect continuing commitment of Member States to PHC, 
paying attention to underserved population groups. Coverage with local 
health care is progressing quite well, and the trend has always been 
upwards. The regional average total coverage is 82% (up from 69% in the 
1983 report), and it reached 80% or more in 16 countries (with 64% of the 
Region's population) against ten only in 1983 (with 26% of the 
population). Coverage of the urban population is almost universal, with 
the regional average at 97% against 72% for the rural population. The 
number of countries that have already achieved the regional target of 95% 
(by the year 2000) is 18 for the urban, nine for the rural, and 11 for the 
total population (but these latter represent only 29% of the EMR 
population). 
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Table 7. Percentage of the population covered by local health care 
within one hour's' walk or travel (urban/rural) 
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Table 8. Percentage of EMR pregnant women attended during pregnancy 
by trained personnel (urban/rural) 

Urban Rural Total 
Coverage (%) 

C L c L c L 

No data 7 49 10 84 2 8 

Less than 40% 1 1 5 3 9 I -' " i ------------------------ -----1-----1-----1-----/-----1-----1 
40% - 79% 6 . 35 . 7 1 10 i 11 i 80 i 

------------------------ ----- -----1-----,-----,-----1-----' 
80% or more 9 14 j 5 I 1 7 i 3 i 

Total Range 28 - 100% 1 13 - 100% 2 - 100% 1 I 

E M R Reg. Aver. 71% 40% ! 57% 
========== ============= =========== ======~====I===:z======= 
Trends M2 (C) 81% (13 ) · .. ( 10) I 52% (20 ) 

in 
Reg. El (C) 45% (13 ) i ( 9) 39% (22) · .. 
Aver. 

MI (C) ... ( 4) · .. ( 4) 28% (1lJ 
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The venue through which PHC is provided would evidently depend upon 
the health system in general. Commonly, this is through Some sort of a 
"PHC unit". Not only what such a "unit" means among countries (and even 
among different levels within the same country) in terms of physical size, 
staffing pattern, services provided, etc., but also their terminology 
varies widely. Putting these different forms together, the regional 
average is 1.3 "PHC units" per 10 000 population (range 0.1- 4.8 units). 
The ratio was less than one unit per 10 000 population in ten countries 
that include almost one half of. the Region's population. 

Hospitalization service is another important component. Some of these 
"PHC units II have few beds; in addition there are the reference "district 
hospitals", then the more advanced regional and tertiary care hospitals. 
All in all, the Regional average is 12.8 beds per 10 000 population. But 
the range was quite large, 3.3-60.4 beds, and the ratio was less than 
10 beds per 10 000 in four countries which aecount for 39% of the Region's 
population. At the other extreme, seven countries (with just 6% of the 
Region's population) have 30 beds or more per 10 000 population. 

3.4 Care during pregnancy 

Table 8 presents the percentage of pregnant women attended during 
their pregnancy by trained personnel. The regional average is 57%, up from 
28% in the 1983 report; the increase since the 1988 report has definitely 
been slower than before. Seven countries have already achieved 80% 
coverage or more, but these account for a mere 2% of livebirths in the 
EMR. It may be reiterated here that these data refer to the "quantitative" 
aspect, as national data did not deal with the "qualitative" part, e.g .. 
who attended, how frequently, when, etc. 

The data for urban/rural areas show an advantage for the former; the 
regional averages were 71% and 40%, respectively. Coverage of 80% or more 
has been achieved for the urban areas in nine countries (that account for 
14% of the urban livebirths) against five countries (that, combined, 
account for less than 1% of the total) for the rural areas. These figures, 
however, should be taken with caution, being rather artificially high, in 
view of the fact that the countries which did not provide data for one or 
both areas represent 85% of the livebirths in the Region, mostly countries 
with "below-average" coverage. 

Comparing the data with those in the first evaluation report show 
that ten countries have achieved the overall individual targets, and eight 
countries have achieved the targets for the urban and rural areas 
separately, set by the Regional Committee. Yet the regional average is 
still well below the target. 

3.5 Care at childbirth 

Regarding the percentage of deliveries attended by trained personnel, 
the regional average is 57%, up from 27% in the first evaluation in 1985 
(Table 9). Though nine countries have reached a coverage of 80% or 
more, these account for 9% only of the Region's livebirths. Interestingly 
enough, 11 countries have already achieved the overall target set for 
them, five also have achieved the target with respect to the urban 
population and seven for the rural population; but there is some distance 
to go for the regional average. 
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Table 9. Percentage of EMR pregnant women attended at delivery by trained 
personnel (urban/rural) and percentage delivered in institutions 

Cove rage (%) 
C L 

Rural 
i 

Total ! Inst. 
i i 

C T L I C L 
i I 1 

C L 
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Urban 

No data 5 33 8 62 0 0 I 5 ! 12 

i , 

I 
I 

Less than 40% 2 4 4 23 1 i i 29 i 5 i 62 1 

------------------------ ----- ----- ----- -----1-----/-----/-----(-----1 
-----~~:-=-~::---------- --~-- -==-- --~-- -:~--!--~--I-~:--I--~--I-=~--I 

80% or more 13 41 5 0 j 9 i 9 i 6 ill 

I 
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i==========I=============/===========j===========' ===========i===========i 
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I in! . J I ~ I 

i Reg. i El (e) 54% 112) i ... (8) 2i% 120) r.· 15% (19) 
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Table 10. 
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Percentage of EMR infants cared for by trained personnel 
(urban/rural) 
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Coverage ( :,) 
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The regional average is 75% for the urban against 33% for the rural 
areas; the caution mentioned above with pregnancy care applies here. It is 
noteworthy that coverage in urban areas has always been higher for care 
during delivery than during pregnancy, contrary to rural areas. Probably 
this reflects a difference in attitude, the urban female likes to seek 
care even for a normal delivery (so long she can afford to), but her rural 
sister will rely on the local birth attendant or assistance by older women 
in the family. This is why training of traditional birth attendants (TBAs) 
is receiving continued support. in countries of the Region, with the aim to 
achieve the target of "one trained birth attendant per Village." 

Institutional deliveries account for 28% of the total, up from 15% in 
the first evaluation report; the percentage has reached 90% or more in 
five countries, but these account for less than 0.5% of all deliveries in 
the EMR. 

3.6 Infant care 

Another important component of Global Indicator 7 on the 
availability of PHC is the percentage of infants cared for by trained 
personnel. Eleven countries, which account for 23% of the 1ivebirths in 
the Region, have reached a coverage of 80% or more. The regional average 
was 65%, up from 41% in the 1985 evaluation report, but down from 85% in 
the 1988 report (Table 10). 

As has already been mentioned, the difference in the number of 
reporting countries may explain such abnormal trends. Nevertheless, 
breast-feeding and growth-monitoring of children are receiving attention 
in the countries. Besides, better management of MCH services has come into 
sharper focus in recent years. 

Ten countries have achieved the target set by the Regional Committee. 
Nine countries only gave data separately for urban/rural populations; 
hence, no regional averages were calculated here. In general, health care 
coverage was better for the urban child. 

3.7 Use of contraception 

This sub-indicator has been introduced only in the second evaluation 
of health-for-all strategies. Eleven countries, which account for 83% of 
the EMR population, could provide the data. The percentage of women of 
childbearing age using contraception was less than 20% in five countries 
that account for 56% of the population, and was 40-49% in two others with 
2% of the population. The regional average was 18% (range 8-47%). 

It is known that some countries do not publicize family planning, for 
one reason or another (mainly in view of the small population size and/or 
low population density), though service is given on request for health 
reasons. 

4. Health Resources 

One major constraint recognized by health administrators everywhere 
is the lack of resources. Furthermore, this problem is usually compounded 
by two related ones: that the scarce resources available are often not 
managed in the most effective way, and that information on existing 
resources and on expenditure may not be available in sufficient detail to 
permit rational planning. 
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are taking measures to reallocate more resources for 
health-for-all strategies. Yet most of them do not have 
the mobilization of resources, other than what they may 
national health plans. 

4.1 Financial resources 

The Ministry of Health is normally the major provider of health 
services. A variety o~ other governmental and semi-governmental bodies 
have a share in providing direct health services, often with some degree 
of overlap. The universities, Ministry of Education (school health), local 
governments, armed forces, police, "public sector" and health insurance 
organizations, national oil companies, etc., may be mentioned as examples. 
The role of the private sector varies widely from one country to another. 

There are several other governmental bodies whose activities have an 
indirect bearing on health. The authorities responsible for water 
resources and water supply, environmental sanitation, vector control, food 
hygiene, school feeding, drug manufacture and supply are examples. One may 
even go further and include in "health-related activities" agriculture of 
cereals and other food items, food industries and importation, poultry and 
livestock breeding and fisheries, veterinary services, public information, 
education and training of health personnel, etc. 

Starting with a look at expenditures by the Ministry of Health, the 
"recurrent" or "regular" budget (or actual recurrent expenditures) for the 
Ministry of Health account, on the average, for 6.6% of the government's 
regular budget/expenditures, up from 3.2% in the 1983 report. The 
percentage was less than 2.5% in two countries only (with 32% of the 
population). The share of the Ministry of Health comes down to 4.5% with 
respect to the government's total (recurrent plus development) budget/ 
expenditures, against 3.1% in the 1983 report. 

Two observations in Table 11 are outstanding: the apparently low 
share given to the Ministry of Health from the "development budget", and 
the increase over time in the gap between the percentages from the 
recurrent and from the total bUdgets. Hence, due to the economic 
situation, not only does health get a low share in the competition with 
other sectors, but also the governments concentrate on meeting daily 
expenditures (on drugs, food and salaries) and less on health as an 
investment. In fact, the share out of the recurrent budget was higher than 
that out of the total budget for the large majority of countries. The 
total MOH budget accounts for 2.7% of GNP (and 2.5% of GDP) as a regional 
average. The figures should be taken with caution since few countries 
provided the relevant data (14 countries only provided the two indicator 
values), and the regional average may be affected by which country did or 
did not report. In fact, with that reservation, it seems that many 
countries wait for external resources to finance certain health services. 

Since the GNP/GDP and the government expenditures or budget vary 
widely in magnitude, one may proceed to look at the MOH expenditures in 
absolute terms, V1Z., per capita expenditures (expressed in U.S. dollars 
for the sake of comparability). The regional average is $24.20 per person 
per year (range $0.3-$463), surprisingly with a persistent downward trend 
from $33.9 in 1983 then $30.2 in 1988. The picture becomes more disturbing 
if one ties this observation with the soaring cost of commodities and 
services. Unfavourable changes in exchange rates of national currencies 
versus the U.S. dollar certainly account for the greater part of that 
drop. 
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Six countries (with 59% of the Region's population) spend less than 
$10 per person per year through the MOH, against five in 1988 and just two 
in 1983. At the upper end of the scale, almost all countries that spend 
more than $100 per person are "oil-rich countries". They go for high 
technology, depend upon expensive expatriate specialists, particularly for 
secondary and tertiary care, and have a rather small population size thus 
easily affecting the per capita values. 

Coming to national health expenditures (i.e., all actual health 
expenditures, public and private), the regional average for the percentage 
of GNP spent on health (Global Indicator 3) was 4.9% (range 
3.2-10.0%). That was the average for 14 countries which reported, 
explicitly describing the expenses as such, i.e., excluding partial data 
(Table 12). The proportion was less than 5% for nine out of these 
14 countries. This regional average shows a continuous upward trend, from 
3.0% (range 1-10%) for 13 countries in 1983, but the same at 4.9% (range 
3.2-12.6%) for 11 countries in 1988. Probably the increase in the 
percentage is not real, but reflects the marked decrease in GNP during the 
past years; per capita GNP went down from $1504 in 1983 to $1131 in 1988 
then $1093 in 1991. 

Comparing the above average percentage (4.9%) with the corresponding 
one through the MOH (2.7%) shows that a sizable part of national health 
expenditures comes from sources other than the MOH. The overall per capita 
national health expenditure is $43.2 per year (against an overall average 
per capita (MOH) expenditure of $24.2), thus the difference is relatively 
the same as that between the corresponding percentages out of the GNP. 
However, if the analysis is limited to the countries which reported on 
both items, one gets a per capita MOH expenditure of $22.6 versus $45.6 
for the national health expenditures, and as a percentage of GNP 2.6% by 
the MOH versus 5.5% for the latter, fairly well the same ratio between the 
two. Thus, MOH expenditure accounts for a little more than one-half of 
national health expenditure. 

Regarding Global Indicator 4, "the percentage of the national 
health expenditure devoted to local health care" (Table 13), the 
regional average was 50% (range 10-90%). The percentage reached 50% or 
more in five countries with 49% of the Region's population. The average is 
higher than in the 1983 report (31%), but lower than those in the 1985 and 
1988 reports (50% and 53%, respectively). The countries varied widely 
regarding what to include as "devoted to local health care". At one 
extreme it was limited to what was spent only on the health centres 
(Bahrain), or in the budget chapter on PHC (Syrian Arab Republic), and at 
the other it covered all health expenditures through local governments, 
including secondary care, administration, etc. (Egypt). EVidently, some 
countries lack mechanisms that permit calculating this percentage with 
some accuracy in view of the existing budget structure; hence, the figures 
were mostly estimates. In fact, the figures provided were rounded in tens 
(i.e., ending with 0) in seven out of the 17 countries that gave data, and 
four out of these seven were the four countries that gave a percentage of 
50% or more. 

The above discussion affirms the fact that financial resources made 
available for the health services are usually limited. Hence, the 
countries take measures to optimize the use of existing resources, to 
reallocate resources, or to find additional resources to implement their 
strategies. A few approaches followed may be quoted here as examples: to 
allocate additional internal resources for health expenditures (Syrian 
Arab Republic); to distribute financial and human resources according to 
PHC needs (Egypt); to resort to country resources utilization studies 
(CRU) for external fund-raising (Sudan); to use the basic minimum needs 
(BMN) approach (Somalia); to use income from hospital fees as additional 
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Table 13. Percentage of national health 
expenditure devoted to local health 
care in the EMR 
(Global Indicator 4) 

Total 
Percentage 
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funds (Islamic Republic of Iran); to charge for health registration and 
its annual renewal (United Arab Emirates); to request fees for certain 
services (Kuwait); or to extend employee health insurance schemes to 
companies with a specific number of employees (Bahrain). Encouraging 
community participation, in cash or in kind, proved to be useful in many 
countries. 

4.2 Human resources 

EMR Member States are making large efforts to meet their own needs in 
health personnel. With respect to physicians, some have started their own 
medical schools (Bahrain, Oman, United Arab Emirates for the Gulf States; 
and Cyprus to start in 1991), while certain affluent countries will have 
to continue to depend, for some time to come, on expatriate personnel. The 
regional average increased from 5.4 in 1983 to the recent 6.9 (range 
0.6-20.7) physicians per 10 000 population. The ratio was less than three 
per 10 000 in six countries (with 22% of the EMR population), and reached 
15 phYSicians or more in six others (with 19% of the population). 

The availability of dentists remains rather unsatisfactory. The 
regional average now stands at 0.82 (range 0.01-7.40) dentists per 10 000 
population, up from 0.65 in 1982. However, the ratio for nursing and 
midwifery personnel remained rather static since 1983 at 8.8-9.0 (latest 
range 1.2-45.0) per 10 000; the ratio was less than 5 per 10 000 in five 
countries with 53% of the EMR population, and 25 or more per 10 000 in 
eight countries with 8% of the EMR population. 

Fifteen countries were able to provide data on human resources 
specifically for PHC. The ratio was 1.8 for physicians and 3.4 for 
nursing/midwifery personnel per 10 000 population. It shows clearly the 
relatively small proportion of health personnel working in PHC. 
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Rowever, an appropriate quantitative and qualitative balance of human 
resources has not been achieved in most countries. Thus, as an overall 
average, there are 1.3 nursing and midwifery personnel per physician in 
the EMR, much lower than in the developed countries where the ratio is 
estimated to be around 2.4:1, Strikingly, there are more physicians than 
nursing/midwifery personnel in five countries that have 64% of the EMR 
population. Besides, data from 12 countries gave an average of 2.0 com
munity health workers per 10 000 population. 

Not many countries have a plan for the development of human resources 
for health or, where one exists, it may not have been implemented or 
updated. This leads to imbalance and wasteful situations, e.g., more 
physicians being produced than can be employed, while there is an acute 
shortage of nurses and mid-level staff. Some countries used to "export" 
excess personnel, but the "market demand" for expatriates has declined in 
recipient countries, since many have introduced a policy of gradual 
replacement of expatriates by nationals. Other than the forementioned new 
medical schools, some countries have established other new schools (a 
nursing college in Qatar), or have increased intake and have expanded 
existing institutions to produce new categories (Bahrain, Oman). 

It is natural that the countries endeavour first to make the maximum 
use of available human resources. This takes different forms such as: 
revision of training programmes to focus on PRC (Tunisia); reorientation 
and training, or continuing education (Morocco); establishing career 
structure for medical personnel (Cyprus); redefinition of the roles of 
health workers; introducing postgraduate programme in public health in the 
national language (Syrian Arab Republic); or a programme for family 
physicians to work in the health centres (Jordan). Saudi Arabia declared 
1989 as the "PRC Year" whereby several workers in the health centres have 
been trained in public health and introduced the "team work" concept in 
PRC. It is encouraging to note establishment of Educational Development 
Centres in health fields in a number of countries, and that training in 
the education sciences can now be conducted in national languages. 

One important aspect of health resources is that whatever is avai
lable should become more equitably distributed (Global Indicator 5). 
All countries aim to redistribute human, material and financial resources 
for PRC to reach socially and geographically underserved groups. The 
problem of within-country maldistribution of resources may be minimal in a 
few countries with a small rural population, relatively small surface area 
and an excellent road network, but it is common elsewhere. 

Data on human resources: population ratio by geographical area were 
available from some countries. For physicians, for 16 countries the range 
was as high as ISO-fold, i.e., some areas (usually the capital city) had, 
relatively speaking, 150 times more physicians than other areas of the 
same country. The problem was more acute with dentists; some provinces in 
one country did not have one single dentist, and the few dentists in 
another country were all in the capital city. Variations were less in the 
availability of beds (12 countries where it reached 90-fold) and, luckily, 
least with nursing and midwifery personnel (15 countries where the maximum 
range was 40-fold). The concentration of army and university hospitals and 
tertiary-level institutions in the capital city contributes much to the 
very high workforce to population ratios therein. 

Many factors contribute to the maldistribution of health personnel. 
Difficult living conditions in rural areas, concentration of physicians in 
the cities due to better opportunities for practice, unwillingness of the 
trained nationals to work in PRC, cultural constraints against females 
living away from their families, and non-flexible personnel regulations, 
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were some of the quoted factors. To overcome these problems, a variety of 
actions have been resorted to, e.g., legislation whereby graduates are 
required to serve in rural areas for a specified period (Islamic Republic 
of Iran); social incentives as extra allowances, provision of housing and 
transport (Sudan); career incentives such as preferential selection for 
postgraduate studies (Syrian Arab Republic); preferential admission to 
medical schools (with less grades) for students coming from remote areas 
(Syrian Arab Republic); or establishing nursing schools in the periphery 
so that women do not have to live away from the family (Oman). 

There are other problems, general in nature, that face development of 
human resources for health. Often a number of agencies are involved in 
their production (universities, MOH and other ministries, NGOs) with 
little coordination among them. "Brain drain", due to "attraction" or 
"repulsion" forces, seriously affects some countries. Lack of 
opportunities for employment of graduates discourages new admissions; in 
one country the MOH accepts new students as much as there are posts for 
them on graduation. Another peculiar problem is the interference of "trade 
unions" in the development of career" structures. 

4.3 Research and technology 

It is part of national health policy to insist on technology that is 
appropriate to the individual programmes, to encourage its local 
development, to disseminate information about it, and to promote its 
widespread use. Towards this objective, some countries have resorted to 
national specialized committees (Syrian Arab Republic), or have included 
it as part of national research policy (Sudan). Many countries still have 
no established mechanism for the selection of appropriate technology. 

A number of countries have formulated lately a national health 
research policy or plan with identified priorities (Egypt, Pakistan, 
Tunisia). Others have started with creating a separate functional unit for 
health research within the MOH (Jordan, Oman). Several others neither have 
a health research policy nor, so far, have health research shown in the 
organizational structure of the MOH. 

Development of health research and appropriate technology faces 
several problems. These basically stem from the ~ of: funds to finance 
research, motivated health personnel, experienced full-time research 
workers, dissemination of research findings, reference libraries and, most 
important, use of the findings of research done. However, many countries 
have not spared efforts to initiate or promote health research. Thus 
departments of research have been recently established in the MOH (Oman). 
In addition to promotive intercountry meetings, some countries held 
training workshops on the methodology of health systems research for the 
Ministry's staff (Saudi Arabia), or even to medical students and staff of 
the medical schools (Islamic Republic of Iran). The results from the Child 
Health Surveys that were carried out in the Arab countries of the Gulf 
area (with international support) are being released, and the Pan-Arab 
Child Development Project (PAPCHILD) is being implemented in a few other 
countries in the Region. 

4.4 International resources for health 

International movement of resources to support national action for 
developing health systems should concentrate on the strengthening of 
national health infrastructure and on the promotion of health services. 
Global Indicator 6 refers to "the amount of international aid received 
or given for health." This is needed to evaluate the financing of the 
Strategy and to show the commitment of the developed countries to support 
"health" of developing nations. 
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A few countries have made a systematic analysis of their needs for 
external support as a tool to influence bilateral and multilateral 
agencies to channel resources for their health-for-all strategies, often 
through the support of WHO (Afghanistan, Cyprus). Until the first 
evaluation of health-for-all strategies in 1985, some "oil-rich countries" 
in the Region declined their country allocations from WHO in favour of the 
more needy countries and donated generously to support health services in 
other countries; this has been affected, particularly the financial 
support, by the unfavourable general economic atmosphere that has 
prevailed lately. 

Several European, American and Asian countries have been 
collaborating with Member States of the Region, through bilateral 
agreements, in a wide range of activities for the development of "health". 
Among the multilateral funds and agencies frequently quoted as sources for 
external support, in addition to WHO and other UN agencies, are: AGFUND, 
the European Community (EC), the Asian Development Bank, South Asian 
Association of Regional Cooperation, and the Commonwealth Fund for 
Technical Assistance. However, one should not forget "technical 
cooperation among developing countries" (TCDC) as an important venue for 
international movement of resources. 

Some countries hesitate to disclose to one agency what they receive 
from others. This, coupled with the absence of a clear mechanism at the 
country level to coordinate the various inputs, results in unavoidable 
overlap. In fact, only a few countries did report on the absolute amounts 
of aid received, and the impression given by the recipient countries is 
that what they receive is always short of their needs. The priority needs 
for which assistance has been received were in the areas of PHC, 
communicable disease control, referral hospitals, information systems, and 
education and -training. Most commonly this was in the form of consultant 
services, supplies and equipment, or fellowships. On the other hand, the 
areas where adequate supply was not received usually included water supply 
and sewage disposal, construction of hospitals, transport and fuel, 
management and planning, and research. 

5. Patterns and Trends in Health Status 

5.1 Mortality. morbidity and disability 

5.1.1 General mortality 

With the expansion of health services, particularly using the PHC 
approach, one sees, as expected, a drop in the general mortality level. 
The regional average crude death rate (CDR), 12.5 per 1000 population 
(range 2.5-27.0) in the first evaluation of Health-for-All Strategy in 
1985, has now dropped to 11.4 (range 2.4-23.0). 

The CDR was below 5.0 per 1000 population in four countries, which 
account for just 1% of the Region's population, yet it was still 15.0 or 
more in six countries with one-sixth of the Region's population; all the 
"least developed countries" (LDCs) in the EMR were in this range. 

5.1.2 Infant mortality (Table 14) 

The regional average infant mortality rate (IMR) is 70 per 1000 
livebirths (Global Indicator 9-a), with the rate in rural areas (94) 
double that in urban areas (47). The range was wide (11-169). The IMR is 
already below 50 in 13 countries with 40% of the Region's livebirths, yet 
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it is still 100 per 1000 or more in five countries, all among the LOCs, 
with 11% of the Region's livebirths. The overall global average is 71 per 
1000, being 79 in developing countries and 15 in developed countries. 

Comparing the present levels of IMR with those in the first 
evaluatio~ in 1985 shows that the present levels are lower than those in 
1985 in all EMR countries (except two). The number of countries with an 
IMR below 50 per 1000. increased from seven to 13, and those 100 per 1000 
or more dropped from seven t9 five. In fact, the drop was so marked that 
seven countries have already achieved the targets set for them by the 
Regional Committee. Furthermore, the present overall IMR dropped by 28% 
from its level in 1985, while the CDR dropped by 9% only during the same 
period. This is because the IMR, as an indicator, is more sensitive to 
socioeconomic improvements, supported by the observation that the range 
among countries in the levels of IMR (11-165) is wider than that for the 
CDR (2.5-27.0). 

The main factors that contributed to the lowering of IMR levels 
relate to better health care. They include expansion of health services 
through PHC, expansion of MCH care, higher coverage with immunization and 
subsequent drop in the incidence of EPI-target diseases, and effective 
control programmes against acute diarrhoeal diseases and acute respiratory 
infection. Increased coverage with safe drinking water, adequate sanitary 
facilities, as well as with local health care, all contributed. But 
reference should be made here to another factor; earlier levels were 
frequently based on estimates (due to gross defective vital registration), 
and were quoted unchanged year after year. Lately, vital registration 
improved in some countries, and others were able to carry out large-scale 
surveys (such as those in Arab countries in the Gulf region) through which 
they were able to have more up-to-date figures on the IMR. 

5.1.3 Child mortality (Table 14) 

The "under-5 mortality rate" per 1000 livebirths [q(5)] is, 
literally, a life-table probability of dying before the age of 5 years. It 
incorporates both infant deaths and deaths of young children. Thus, the 
difference between q(5) and the IMR is an indirect measure of mortality in 
y~ung children. It is very sensitive to improved socioeconomic conditions, 
S1nce most of the mortality and morbidity in the age group 1-4 years are 
related to them. It has become increasingly accepted as a comprehensive 
indication of child survival, and has been introduced for the first time 
in this second evaluation of the Strategy for Health-for-All. 

The regional average q(5) is 132 per 1000 livebirths (range 12-296). 
The average is 105 for the world as a whole: 119 in the developing 
countries and 17 in the developed ones. It is below 50 per 1000 in eight 
countries, but these account for a mere 10% of the Region's livebirths. At 
the other end of the scale it is 150 or more in seven countries yet these 
account for more than one-half (53%) of the Region's livebirths. The high 
ratio between q(5) and the IMR which is 1.9:1 (compared with 1.1:1 in 
developed countries) indicates that a large number of deaths occur in 
young children due to causes amenable to socioeconomic improvement. This 
also explains the fact that the range between EMR countries in q(5) is 
much wider than in the IMR and, in turn, than in the CDR. 

5.1.4 Maternal mortality (Table 15) 

The maternal mortality rate (i.e., deaths from causes related to 
pregnancy, delivery or the puerperium) per 10 000 livebirths, has been 
added 1n this second evaluation of the Strategy for Health-for-All as 
Global Indicator 9-c. 
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Table 14. Infant mo.rtality rate 
under-5 mortality rate 
EMR 

(IMR). by urban (U)/rural (R) and 
[q(5)1. all per 1000 livebirths. 
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Table 15. Maternal mortality rate (MMR) 
per 10 000 livebirths. EMR 
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The regional average is 32 (range 0-110) per 10 000 livebirths . It 
was below 5 in eight countries with just 6% of the Region's livebirths, 
but six times as much (i.e., 30 or more per 10 000) in seven countries, 
with 57% of the Region's livebirths. The corresponding average for 
developed countries is 3 per 10 000. 

The regional average does not show a definite trend over the past 
decade, being lower than its levels for 1983 and 1985, but higher than 
that for 1988. It is likely. that the figures are, to an unknown extent, 
underestimated. National data were sometimes based on limited hospital 
data (so they encompass a fraction of the totality), or on defective vital 
registration with hesitance to enter honestly the cause of death to avoid 
legal or ethical problems. Or, in view of the above, they are mere "guess
estimates"; in six out of ten countries where the rate was 10 or more per 
10 000, the rate was multiples of 10 (i.e., ended in zero). Under
estimation may be deduced from comparing the reported maternal mortality 
rates and the reported figures on coverage by care during pregnancy and at 
childbirth. With the declared regional target to have in every village "at 
least one trained traditional birth attendant, if no other qualified or 
better trained health personnel is available, to provide the required care 
to women during pregnancy and at childbirth", a downfall in the maternal 
mortality rate is expected in the near future. 

5.1.5 Life expectancy (Table 16) 

As a measure of the "positive" aspect of the health status, life 
expectancy at birth (Global Indicator 10) averaged 62 years (males 61 
and females 63 years). It was less than 55 years in six countries with 17% 
of the Region's popUlation (all among the LDCs). Except for two countries 
where life expectancy was longer for males, the excess longevity for 
females was in the range of 1-5 years. In four countries with just 2% of 
the Region's population, life expectancy already reached 70 years. Life 
expectancy has shown a rising trend (from 55 years in the 1983 report). 
The number of countries with life expectancy below 50 years dropped during 
that period from five to two, and those with 60 years or more increased 
from 10 to 17 countries, a big achievement. The increase since 1985 
reached 7 years or more in six countries, mainly as revised estimates that 
followed revision of the IMRs. 

The overall global average is 62 years, 60 years for the less 
developed regions against 73 years for the more developed ones. 

5.1.6 Nutritional status of children (Table 17) 

Birth weight is an indicator of health and nutritional status of the 
mothers, as well as a prediction of infant health and development. The 
percentage of newborns weighing at least 2500 g (Global Indicator 8-a) 
was 83% as a regional average (range 70-97%). It reached 90% or more in 16 
countries, 
livebirths. 
urban and 
former. The 

but these account for only one-third of the Region's 
For six countries which could provide data separately for both 

rural infants, the percentage was consistently higher for the 
global average is estimated at 84%. 

Comparing these data with earlier ones, the regional average is lower 
than that in the three preceding reports. Besides, the recent data were 
exactly the same as in the first evaluation report of 1985 in seven 
countries, lower in four and higher in seven. It may be reiterated here 
that in many cases the national figures were based on limited 
hospital-based studies and others were mere "impressions". 
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Table 16. Life expectancy at birth by gender, EHR 
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With respect to the second component, the percentage of children aged 
under 5 whose weight-for-age and/or weight-for-height are acceptable 
(Global Indicator a-b) is a measure of the growth of children. 
Variations in that percentage between the countries were quite large 
(38-97%) and the regional average was 70%, lower than that in earlier 
reports. Since country data are usually based on small samples, at 
different age groups, and in different sub-groups, international 
comparability would be· difficult. Besides, the number of countries 
reporting on this indicator varies from one report to the other, and this 
in itself affects the regional average. However, the percentage reached 
85% or more in five countries that account for 13% of the Region's 
livebirths. 

5.1.7 Morbidity: EPI-target diseases 

In the following analysis, data refer to cases reported through EPI 
national programmes, and the figures are taken at their face value. For a 
few countries where 1990 data were not available, the average incidence 
during 1988 and 1989 was used instead. 

The approved target is eradication of poliomyeljtis by the year 2000. 
Eight countries, in addition to UNRWA fields of operation, reported no 
cases during 1990, and in six others the number reported was less than ten 
each. Bahrain, Cyprus, Kuwait and Qatar (and UNRWA) reported no cases 
since 1986. The total reported during 1990 was 46% of the mean annual 
incidence for the period 1984-1988. The overall regional incidence rate 
was 0.53 (range 0-4.24) per 100 000 popUlation. 

Regarding neonatal tetanus (NNT) , the target is its elimination by 
1995. Six countries (against five in 1985), in addition to UNRWA, reported 
no cases during 1990; four of them had no cases since 1988. The reported 
incidence in 1990 was 58% of the mean incidence for 1984-1988. The overall 
regional incidence rate was 33.7 (range 0-2272) per 100 000 livebirths, 
and it exceeded 10 per 100 000 in five countries only. However, for 
"tetanus, all forms" (i.e., including NNT), the rate was 2.4 (range 
0-11.9) per 100 000 population, and crossed the 1.0 per 100 000 mark in 
five countries only. Cases reported during 1990 were 45% of the mean 
annual incidence during 1984-1988. This implies that the reduction in 
"adult tetanus" was faster than in NNT, probably partly due to improved 
notification of the latter. Thus, NNT now represents 60% of all tetanus 
cases against 47% for the mean incidence during 1984-1988. 

The incidence of measles shows, similarly, a marked drop: cases 
reported during 1990 were 28% of the mean annual incidence during 
1984-1988. The overall regional incidence rate was 13.7 (range 0.6-150) 
per 100 000 population, and it was less than 10 per 100 000 in 
12 countries. The rate for diphtheria was 1.0 (range 0-21.1) per 100 000 
population, and it exceeded that average just in three countries. The 
reported incidence during 1990 was 60% of the mean annual incidence for 
1984-1988. Ten countries (in addition to UNRWA) reported no cases of 
diphtheria during 1990, against seven during 1985. 

Reporting of pertussis is a problem. On the one hand, four countries 
(of which one has a population of over 50 million) reported less than 
5 cases each during 1990, while another country by itself reported 82% of 
all the cases reported in the Region. Taking the figures as they stand, 
the total incidence during 1990 represents 25% of the mean annual 
incidence for 1984-1988, a remarkable drop. The overall regional incidence 
rate was 6.2 (range 0-164) per 100 000 population, and it was below 1.0 
per 100 000 in ten countries. 
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Comparability of data on tuberculosis cannot be guaranteed. While 
many countries report tlrespiratory tuberculosis" separately, some others 
report "tuberculosis" (TB) without further qualification, i.e., it is not 
certain if this refers to respiratory TB only or to tlTB all forms". Others 
lately stress TB among children, not the adults. With that reservation, 
the total of reported cases for 1990 was one-third of the mean annual 
incidence for 1984-1988. The overall regional incidence rate was 
17.4 (range 0-554) per 100 000 population. It has been estimated that, on 
the whole, in the EMR, only about 1 in 6 smear-positive cases are 
detected, and only about 1 in 3 cases eligible for treatment are at any 
one time under treatment. Disasters such as drought, famine, earthquakes, 
civil strife, etc., with concomitant displacement of populations, have led 
to the spread of the disease. 

5.1.8 Other COmmunicable diseases 

Reported cholera cases do not reflect the size of the problem due to 
underreporting. Since the 1985 first evaluation, outbreaks were officially 
reported: yearly from the Islamic Republic of Iran; for more than four 
successive years from Kuwait (mostly imported cases); a serious epidemic 
in Somalia that started in 1985 and extended through 1986, accounting for 
more than 26 000 cases; and a case fatality rate as high as 20% from 
Djibouti in 1985 as an extension of the epidemic in Somalia; and in the 
Syrian Arab Republic in 1986 and 1988. 

It is estimated that about 150 million episodes of acute diarrhoea 
occur annually in the EMR among children under 5 years of age. Not only do 
about 0.5 million deaths occur, but the disease has a deleterious effect 
on the nutrition status of the children. All countries with mortality 
rates from diarrhoea over 20 per 1000 children under three years of age 
are implementing countrywide control programmes through PHC. Impressive 
achievements can be seen. The percentage of children with diarrhoea having 
access to oral rehydration salts (ORS) increased from 38% in 1986 to 69% 
in 1990, and the percentage of those who actually received oral 
rehydration therapy was 36% (against 21%). Nine countries (against five) 
now produce ORS. 

Outbreaks and/or epidemics of meningococcal meningitis, of relatively 
high magnitude (at least 2-3 times the median incidence for 1985-1988) 
were reported from Egypt, Iraq and Yemen (all in 1988), Sudan (also in 
1988, with more than 32 000 cases), and Morocco (1988-1989). The one in 
Saudi Arabia occurred during the 1987 Haj season; consequently, 
several countries discovered a few cases among returning pilgrims, but the 
introduced disease was quickly brought under control. The causative agent 
was predominantly a sero-type A sulpha-resistant organism. A limited 
outbreak of Crimean-Congo haemorrhagic fever, with a case fatality rate of 
43%, occurred in Pakistan in 1987, and cases were confirmed in Saudi 
Arabia in June 1990. 

Hepatitis A is endemic in the EMR. The prevalence of Hepatitis B 
(seropositives) is 2-10%, so epidemiologically considered of moderate to 
high endemicity. Hepatitis D (delta) is also considered prevalent in the 
EMR. Hepatitis E (formally known as enterically transmitted non-A, Non-B 
or NANB hepatitis) was reported among Ethiopian refugees in Somalia and 
Sudan in 1985/1986, while a large outbreak occurred in 1991 in the Islamic 
Republic of Iran; it is expected to find higher prevalence of hepatitis E 
once laboratory diagnosis becomes available. The significance of 
hepatitis C (parenterally transmitted NANB hepatitis) is not yet known. 
Because of the serious sequelae of hepatitis B, immunization of infants is 
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recommended as a necessary public health policy. Some countries have 
already included it in the national immunization programmes. 

HIV infection and AIDS were not reported in the first evaluation in 
1985. Since then, AIDS has gained considerable prominence, although the 
number of AIDS cases reported in the Region is still relatively low 
compared with other WHO regions. As of the end of 1990, there were 
760 cases reported from.IS countries; four countries have not reported any 
cases yet. In addition, 179 cases of AIDS-related complex (ARC) have also 
been reported, and a few thousand asymptomatic persons with HIV infection 
have been reported from 21 countries. Early infections were due to 
unscreened blood and blood products and sexual intercourse with persons of 
HIV-prevalent areas. Transmission due to blood and its products is 
decreasing due to their screening. But there is growing evidence of 
indigenous transmission. particularly among sexually promiscuous people 
and among drug addicts. More than two-thirds of the infections occurred 
from sexual transmission, both hetero- and homosexual. All EMR countries 
have national plans for the prevention and control of AIDS, .but their rate 
of implementation needs considerable acceleration if the programme is to 
be effective in achieving its goals. 

In many countries, acute respiratory infections appear as the first 
or second leading cause of mortality among infants and young children, 
sharing these positions with diarrhoeal diseases. Twelve countries have 
taken action to institute or further develop national control programmes. 

Though many countries have limited problems with leprosy, some have 
high endemicity in some parts or foci in their territory. The number of 
new registered cases has remained approximately at the same level since 
1985, and constitutes about 5% of all registered cases. The proportion of 
children under 15 years among the new cases is about 18%. The number of 
cases with multibacillary leprosy is higher than those with the 
paucibacillary type. It is estimated that 20-30% of leprosy patients in 
the EMR suffer from physical disabilities and psychosocial handicaps. 

Malaria remains a problem. Eight countries, in addition to UNRWA (the 
Eastern zone of Saudi Arabia is on the way), are considered malaria-free. 
Though the number of imported cases discovered is very minimal in Cyprus, 
Lebanon and Tunisia, and somewhat more in the Libyan Arab Jamahiriya, 
hundreds of cases are discovered yearly in Bahrain, Jordan, Kuwait (where 
it exceeded 1000 in some years) and Qatar, because of the large volume of 
expatriates coming from malaria-endemic countries. Five countries are 
still without nationwide control programmes: Afghanistan, Djibouti, 
Somalia, Sudan and Yemen; the other nine countries do have such 
programmes. About half a million parasitologically-confirmed cases occur 
in the Region every year, and the number reported from a few countries is 
in the thousands. Three important epidemiological problems lead to such a 
situation. There is increased prevalence of Plasmodium falciparum 
in the south and south-west part of the Region. Confirmed cases of 
P. falciparum resistant to chloriquine have been reported from parts 
of Afghanistan, Pakistan, Somalia, Sudan and Yemen. And the major malaria 
vectors have become resistant to insecticides, so that their control by 
residual chemical insecticides is becoming increaSingly costly and 
difficult. One should not forget prevailing circumstances in some 
countries that do not permit effective implementation of control measures. 
Innovative approaches are being implemented towards the integration of 
malaria control through PHC, in certain districts on a trial basis (e.g., 
in Islamic Republic of Iran, Iraq, Somalia, Sudan) , or with other 
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parasitic diseases control programmes (e.g., in Egypt, Morocco, Syrian 
Arab Republic, Tunisia). 'The active role that the community can play in 
control measures is increasingly seen (e.g., Blue Nile Health Project in 
Sudan, Yemen, Islamic Republic of Iran). 

Schistosomiais is endemic, to different degrees, in 14 countries in 
the EMR. Significant reduction in its prevalence was achieved in some 
countries (e.g., Egypt, Jordan, Morocco, Syrian Arab Republic), while the 
status of free from its transmission has been reached and maintained in 
others (e.g., Islamic Republic of Iran, Tunisia). The situation is still 
serious in Somalia, Sudan and Yemen. Leishmaniasis occurs in certain foci 
in many countries. The increase in its occurrence in some countries is 
partly due to the withdrawal of indoor residual spraying in malaria 
control programmes, and to the movement of the non immune population into 
endemic foci. Intestinal parasitic infections are among the most 
widespread in the EMR, especially in rural areas with inadequate access to 
safe drinking water and sanitation. Filariasis is restricted to certain 
foci in Egypt and Sudan, trypanosomiasis in southern and eastern parts of 
Sudan, onchocerciasis in foci in Sudan and Yemen. Dracunculiasis has 
witnessed a remarkable reduction in incidence in Pakistan. 

Brucellosis is the most widespread zoonotic disease in the Region, 
due to the close association of the rural economy with animal production, 
distribution of products of animal origin, and the habit of consumption of 
fresh milk and soft cheese. Rabies is decreasing in the Islamic Republic 
of Iran, Iraq, the Syrian Arab Republic and Tunisia, but is still a 
significant public health problem in Somalia and Yemen, and the situation 
is stable in other countries. 

5.1.9 Noncommunicable diseases 

Wit.. improvements in the health situation bringing under control many 
communicable diseases, as already presented, it is expected that non
communicable diseases will come to the fore as causes of mortality (and to 
a lesser extent, of morbidity). Cause-of-death statistics were available 
from 15 countries (by main chapters of the International Classification of 
Diseases (ICD) for ease of comparability). The accuracy in the 
certification of cause of death and in the coding of diseases varies from 
one country to another. 

Diseases of the cardiovascular system appeared among the five leading 
causes of mortality (all ages) in 14 out of these 15 countries, and ranked 
first in seven of them. They accounted for as much as 30-45% of all deaths 
in eight countries, and for 5-15% of causes of morbidity as well in eight. 
Prevalence surveys on selected population groups were carried out in nine 
countries. Hypertension, coronary and cerebrovascular diseases are the 
main problems. Studies on the prevalence of hypertension have shown it to 
affect 8-18% of the adults. Hence many countries have prepared control 
programmes for hypertension, and the subsequent coronary and 
cerebrovascular accidents, based on PHC (e.g., Cyprus, Islamic Republic of 
Iran, Kuwait, Tunisia). Rheumatic heart diseases continue to be among the 
major causes of ill-health in children 5-15 years of age, though their 
prevalence is believed to have declined due to better control of causative 
conditions and better hygiene. Egypt, Iraq, Pakistan and Sudan 
participated in a pilot project for development of preventive measures 
against rheumatic fever and rheumatic heart diseases. 

Neoplasms appeared as a leading cause of death in six of the 
15 countries, where it accounted for 10-20% of all deaths (highest in 
Bahrain, Kuwait and Cyprus). The distribution of the various types of 
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cancer indicates that socioeconomic, immunogenetic, environmental and 
behavioural factors play roles in the causation. The expansion of cancer 
registries in the countries and of facilities for diagnosis would 
certainly lead to a better picture of cancer epidemiology in the EMR. 

It is estimated that the prevalence rate of blindness, from all 
causes, has fallen in the Region from 4.0% in 1'trachoma-endemic countries" 
to 2.5% in 1988. The main causes are still trachoma, cataract, glaucoma, 
trauma and onchocerciasis. Ref~active errors cause visual problems, and in 
some countries 15-20% of school children need glasses. Several countries 
have adopted a national policy on prevention of blindness within PHC 
(Iraq, Oman, Pakistan, Tunisia, Yemen). Diabetes is ga1n1ng more 
attention, and control programmes have been implemented in a number of 
countries (Cyprus, Jordan, Oman, Syrian Arab Republic). 
Haemoglobinopathies, especially thalassaemia, sickle-cell anaemia and 
glucose-6-phosphate-dehydrogenase (G6PD) deficiency are the commonest 
types of blood disorder in Bahrain, Cyprus, the Islamic Republic of Iran 
and Saudi Arabia. 

5.1.10 Overview of the health situation 

The situation in the EMR can best be depicted by presenting some 
relevant statistics in absolute numbers (and showing between brackets, for 
the sake of comparison, the corresponding numbers if, theoretically, all 
EMR Member States were among the "industrialized regions"). 

To the total population of about 388 million, 11.7 million are added 
every year, purely as natural increase (against 1.9 million). By age, 
170 million are under 15 years (against 83 million) and 12 million are 
65 years or more (against 47 million). In other words, every 100 persons 
aged 15-64 years have 88 persons to support, even if one presumes that all 
those aged 15-64 years of both sexes in the Region are working, which is 
not the case (against 50 persons only). 

Among the adults, 
72 million illiterate 
(against 4.5 million). 
$11 480). 

the Region has 53 million illiterate males and 
females, a total of 125 million illiterate adults 

The average per capita GNP is $1090 (against 

Health expenditures represent 5.2% of the GNP, or $57 per person per 
year (against 6.8%, or $780 per person). The Region has 128 million people 
without safe drinking water supply (against 8.3 million), and 190 million 
without adequate excreta disposal facilities (against 9.3 million). 
Besides, 70 million do not have access to local health care within one 
hour's walk or travel (against one million). 

Every year the Region receives about 16.1 million livebirths, and 
2.7 million of them have low birthweight (against 5.7 million livebirths, 
with 0.4 million with low birthweight). As regards their mothers, 
6.9 million did not receive care by trained personnel during pregnancy, 
and 11.6 million did not receive such care at childbirth (against 155 000 
mothers all in all). Consequently, 52 000 mothers had to pay the price and 
die from maternity causes (against 1800 mothers). 

During their first year of life, 5.6 million do not receive care by 
trained personnel (against less than 30 000), and 3.1 million reach the 
age of one year without having received full immunization with OPT or oral 
polio vaccine (against 3/4 million). The result is that 1.1 million 
infants die before they reach their first birthday (against 85 000). 
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Out of those who survive their first year, 4.5 million children have 
low weight-for-age (against 0.6 million). One more million children die at 
the age of 1-4 years (against 10 000 only), bringing to a total of 
2.1 million (against 95 000) the number of children who die before 
reaching the age of 5 years. 

The total number of deaths of all ages is about 4.4 
3.8 million, a rather small difference). But deaths 
constitute 48% of all deaths (against less than 3%). 

million (against 
under 5 years 

In a nutshell, a newborn at birth 
is a boy, or 63 years if a girl 
respectively). And there is a difference 

is expected to live 61 years if he 
(against 72 years and 78 years, 
in the quality of such a life. 

5.2 Major determinants of health 

Countries in the EMR experience a multitude of psychosocial stresses, 
consequent to economic insecurity, poverty, internal troubles, and even 
wars. Environmental catastrophes, such as earthquakes, droughts or floods 
that bring human displacement add to the burden. Social networks, e.g., 
those provided by the family and friends and other features of community 
life, which play an important protective role, are in danger of 
disappearing in many countries. Recent trends towards community 
diSintegration and breakdown leave populations more vulnerable. For 
example, in many countries where the fathers (or both parents) migrate in 
search of labour or for other reasons, there is an increasing tendency 
towards family breakdown. This affects the upbringing of children and 
weakens ties between generations, thus preparing the ground for other 
health problems. 

High-risk behaviour of young people, such as experimenting with drugs 
and alcohol, sexual promiscuity and reckless driving, all tend to become 
more frequent when family cohesion is weakened. Furthermore, the presence 
in several countries of a sizable expatriate population, with an abnormal 
age-sex composition and a special life-style, and the influx of immense 
numbers of maids from countries speaking a different language and with a 
different religious and cultural background, all cause specific 
psychosocial problems in those countries. 

Health problems caused by the use of narcotic and psychotropic drugs 
and by the consumption of alcohol have dramatically increased in the 
Region. Besides their direct effects on health and life expectancy, they 
are a150_ associated with suicide, accidents, absenteeism, prostitution and 
delinquency, affecting the individual's health, and having an equal if not 
more serious impact on the overall development and economy of the 
community. The significance of the public health burden created by drug 
abuse has come more into focus through its role in the problem of AIDS. 

It may be true that religious influences in the Region have, so far, 
limited the occurrence of publ-ic health problems related to alcohol abuse. 
But drugs are on the increase, primarily among school and college students 
and skilled workers, particularly in urban areas and industrialized slums. 
Khat chewing is traditional in Djibouti, Somalia and the Republic of 
Yemen, but it is becoming more widespread and is causing serious concern 
for its effect on the national economies. Smoking is gradually spreading 
in many countries, especially among women, youth and skilled workers. 

Violence and accidents are related problems. 
five leading causes of death in 12 out of 15 
accounting for 7-35% of all deaths (highest in 

They ranked 
countries, 
Qatar) and 

among the 
generally 
among the 
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leading causes of morbidity in ten out of 13 countries where they 
accounted for 10-20% of the total (highest in Egypt). Conservative 
estimates indicate that in the EMR there are at least 20 million people 
who suffer from mental and neurological disorders, and that at least one 
half of them could have been free from the diseases or subsequent 
impairments had preventive measures been appropriately used. 

The majority of EMR countries have prepared initial documents on 
national policies and progra~es on mental health. Ten countries have 
organized multisectoral national workshops where such documents were 
discussed and approved for adoption. Mental health training for general 
practitioners and other health personnel in PHe was a notable development, 
making it possible to start mental health services in remote rural areas 
(Afghanistan, Pakistan, Yemen). Some countries have started school mental 
health programmes (Egypt, Islamic Republic of Iran, Sudan). In a number of 
countries education and welfare sectors came forward to join the mental 
health programme (Bahrain, Tunisia), while in others religious leaders 
have also given support (Egypt, Islamic Republic of Iran, Pakistan). 

Government policies can facilitate individual choice and inhibit the 
prevalence of smoking. Bahrain, Jordan, Kuwait and Somalia, for example, 
have banned smoking in public places and offices. Many countries banned 
cigarette advertising and promotion activities. Iraq banned smoking in 
teaching institutions, and many others (Islamic Republic of Iran, Jordan 
and Saudi Arabia) have banned it on domestic flights. Prices of tobacco 
have been markedly increased (Egypt, Kuwait). 

6. Health and Development 

Member States in the Region are 
environmental hazards which may have 
chronically, on health. If uncontrolled, 
hazards to health will increase alongside 
and development in general. 

faced with a wide array of 
an impact, either acutely or 
the number and severity of these 
industrialization, urbanization, 

Awareness of the environment/development relationship has been 
growing as a result of health hazards and environmental degradation 
problems ar~s1ng from development activities, e.g., spread of vector and 
water-borne diseases and chemical contamination of water and food supplies 
from agricultural development projects, or problems of air, water and 
toxic waste hazards from industrial development schemes. In this respect, 
EMR countries can be grouped as follows: 

a) those with extensive development, where enviroruuental protection 
machinery has been established (Kuwait, Saudi Arabia); 

b) those with rapid development activities in various sectors, but 
who do not have (as yet) sufficient environmental protection 
services (Egypt, Iraq, Morocco, Pakistan); 

c) those with 
environmental 
environmental 

development in a few areas and with limited 
protection activities despite the presence of 

degradation problems (Somalia, Sudan, Yemen). 

The importance of an integrated intersectoral approach, strict land 
use planning, and monitoring and enforcement of plant and environmental 
impact assessment cannot be over-emphasized. Yet these are often not 
implemented due to various factors including: lack of public awareness of 
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the risks involved, low priority given to environmental protection, and 
lack of cooperation and communication between the agencies responsible for 
development and those responsible for environmental and health protection. 

Specific aspects include the following. 

6.1 Drinking-water quality 

Drinking water has been historically the most critical single 
environmental factor for protecting the health of the public against 
communicable diseases. Data on the coverage of the Region's population 
with safe drinking water have been presented in section 3.1. However, 
communicable water-related diseases, with diarrhoea taking the first 
place, are undoubtedly still the most widespread health problem, 
particularly in under-served rural areas in the countries. There are 
considerable difficulties in adopting or accepting "enforceable" standards 
which are different from universally adopted ones. 

6.2 Fresh-water quality 

Some EMR countries, because of their semi-arid and arid nature, are 
particularly vulnerable to the health effects of water pollution. 
Municipal wastes, and a diversity of industrial wastes, are often 
discharged into available water courses without prior proper treatment. 
Sewerage systems where they exist are often in a poor state of maintenance 
and contribute to the contamination of surface and groundwater. Such 
contamination is of particular importance where the receiving waters are 
used for the drinking water supply with minimal treatment, or for 
irrigation. Extreme seasonal variations in flows of surface waters add to 
the problem. In the majority of cases, environmental legislation is not 
well advanced, and national authorities are generally not equipped to 
monitor or deal with these situations. 

6.3 Coastal-water quality 

Most EMR countries border on wide seas and oceans, and many of the 
populated cities and industrial zones are along the coastline. The 
pollution of coastal waters is already quite severe in many countries. 
With population growth, tourism and industrial expansion, the potential of 
worsening the situation is substantial and the impact on tourism could be 
serious. Coastal water quality is of major concern where desalination 
plants for potable water supplies are located. What happened during the 
recent Gulf war cannot be forgotten . 

• 
To protect the coastal environment, the national authorities require 

assessment of the existing situation, and the development of legislation 
and regulations to control discharges of waste materials. The overall 
progress of national actions, however, has been insufficient. Several 
collective and concentrated actions among groups of countries have been 
established, e.g., the Mediterranean Action Plan (MED-POL), the Regional 
Organization for the Protection of the Marine Environment (ROPME), and the 
Red Sea and Gulf of Aden Programme (PERSGA). 

6.4 Urban air quality 

Air pollution is already a significant health problem in the large 
urban areas in the Region. The predominant problems are caused by 
pollutants: particulate matter, sulphur dioxide, nitrogen oxides, carbon 
monoxide and lead; hydrogen sulphide near sewage treatment plants may also 
be a problem. The number of primary sources of pollution: industries, 
energy facilities and automobiles increase as population grows. In 
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general, air pollution control did not receive much attention. The effects 
of the burning oil fields in Kuwait (through the Gulf war) have been felt 
by numerous countries, even those far away. 

6.5 Domestic combustion of biomass and coal 

It is estimated that in the EMR up to 70 million people may be using 
biomass fuels, particularly in the rural areas of Pakistan and to a lesser 
extent in Egypt, Morocco and Sudan. These fuels are mostly burned under 
primitive, inefficient conditions producing large quantities of indoor 
pollution that is harmful to health. The rural communities may not be 
aware of concomitant risks. 

6.6 Hazardous waste management 

Many industries such as petrochemicals, fertilizers and electro
plating produce waste toxic to environmental biota and to human health. 
Most EMR countries have problems with the disposal of municipal solid 
waste. Often little consideration is given to the safe disposal of 
hazardous solid and liquid waste. The majority of countries have no 
regulations governing transport or disposal of such wastes. Problems of 
trans-frontier shipment of hazardous waste require regional collaboration. 

6.7 Localized hazardous environmental pollution sources 

There are situations in the Region where hazardous isolated sources 
of pollution endanger the health of the people residing in the vicinity 
(e.g., mines, smelters, cement factories, fertilizer plants). If located 
in urban areas, numerous people may be affected in view of the high 
population density, and pollution of the agricultural soil in rural areas 
may have secondary effects due to groundwater and food crop contamination. 
Health effects here may take many years to develop and may be identified 
only after specific investigations. Rapid assessment techniques would be 
useful as first steps in addressing such problems. 

6.8 Safe use of chemicals 

Due to rapid increase in industrial and agricultural activities, the 
people are increasingly being exposed to environmental health hazards from 
a large number of chemicals in their workplaces, dwellings and in the 
general environment. Many health problems had appeared recently that could 
be attributed to pesticides, pesticide residues, bio-accumulation of heavy 
metals, adulteration of foods and the indiscriminate use of carcinogenic, 
genotoxic and other harmful substances. In addition to importing, a 
growing number of countries are also manufacturing hazardous products for 
their domestic market. 

Management of hazardous chemicals includes surveying chemicals in 
common use, screening potentially hazardous chemicals, biostudies on 
selected dangerous chemicals and in-depth risk evaluation of priority 
hazardous chemicals through epidemiological and biological studies. Risk 
assessment of chemical accidents should be conducted to identify 
potentially critical hazardous areas, quantification of risks, and each 
country should develop its own integrated legislation. The setting of 
standards is a national prerogative. 

Chemical accidents are a related problem. Several recent accidents 
involving massive exposure to chemicals of local populations have 
occurred. These include: industrial accidents, wrecking of ships carrying 
chemicals, poisoning of agricultural workers by pesticides and other 
forms. Lack ~'-of maintenance of equipment and management procedures were 
often the causes of chemical accidents. 
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The use of radioactive materials in energy production, industry, 
agriculture and medicine is increasing in the Region. As regards radon in 
dwellings, the extent of this problem has yet to be assessed. It is 
important that the environmental and health authorities have monitoring 
and analytical capabilities independent of those of the atomic energy 
sector, though safeguards against contaminants are often taken by the 
manufacturers and by the users. Today such capability is limited in ~ost 
countries, and the reaction of several countries in the Region to the 
Chernobyl accident points to that deficiency. 

6.10 Wastewater reuse 

Reuse of wastewater and sewage sludge in agriculture, greenbelt 
development and recreational areas is practised to varying degrees in the 
EMR countries. In many cases, untreated sewage is used for irrigation in 
an uncontrolled way, thus raising the risk of contaminating foodstuffs and 
affecting the health of agricultural workers and consumers. Arid and 
semi·arid countries in the Region are becoming more aware of the potential 
benefits of reuse of wastewater, and the practice will increase. 

6.11 Solid waste 

Solid waste management is generally neither organized nor respected 
in developing countries, including the EMR. Inadequate storage, collection 
and disposal of solid waste present significant threats to public health. 
Its accumulation will provide food and harborage for insect and rodent 
infestations, result in frequent fires, block surface water drainage 
channels, and contribute to the visual degradation of residential areas. 
Where excreta disposal services are inadequate, excreta will be a 
constituent of this waste. Solid waste handling, such as during 
scavenging, is a hazardous occupation. Municipal governments are usually 
deficient in legislative authority, trained personnel, use of appropriate 
technologies, maintenance of equipment and finanCial stability. 

7. Assessment of Achievements 

7.1 Progress and adequacy 

An honest overall assessment 
Health-for-All Strategy implementation 
quite marked in certain areas and not so 

7.1.1 Development of health systems 

of 
is 

much 

progress 
definitely 
in others. 

and adequacy in 
positive, though 

"Health for 
highest levels. 
formulated new 
their strategies 

AlII! continued to receive endorsement as a policy at the 
Since the first evaluation in 1985, a few more countries 

health policies and/or strategies. Most countries updated 
to stress the PHC approach. 

Member States pay great attention to reorienting their health systems 
to PHC, in as integrated a manner as pOSSible, including the referral 
system. The main constraint facing such reorientation is the influence of 
"pressure groups" who have vested interests or run after "glamorous" 
secondary and tertiary care. A new development in PHC is implementation of 
the "district health system" in some countries. The need for more 
effective intersectoral collaboration, and for coordination within the 
health sector in health care delivery is being increasingly recognized. 
The "basic minimum needs" approach is a new development that requires 
adequate intersectoral collaboration at the community level. 
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Large efforts are made to meet the countr ies' own needs in human 
t'esources for health, TI,ough the ratios of physicians and dentists to the 
population improved, that for nursing/midwifery personnel remained rather 
static, so th~re is hardly l3-of them per 10 physicians, much lower than 
in developed countries. Many countries do not have yet a health personnel 
development plan, leading to imbalance and wasteful situations. But the 
countries are endeavouring to make the maximum use of available human 
resources through, e.g' i reorientation and training, revision of training 
programmes, n.definition of roles of health workers, or establishing 
career structure. 

Strengthening managerial capabilities and mechanisms, of which 
continuous monitoring and evaluation are integral components, is rece1v1ng 
due attention. Considerable effort is being made towards leadership 
development. Due to the prevailing unfavourable economic situations, 
Member States are giving more consideration to careful costing of plans 
and allocation of resources, actually to health economics in general. 
Proper management needs adequate information support, and the countries, 
with WHO support, work at development of their information systems. The 
main impediments to effective management are lack of qualified staff 
trained in this field, particularly at provincial and district levels, 
frequent changes in management personnel, lack of information support, and 
inadequate intra- and inter-sectoral coordination. 

Various mechanisms were developed for community participation. Though 
these have proved effective in certain activities, community involvement 
is still insufficient. Several countries have already reviewed their 
health laws and regulations, mainly in the reorganization of health 
ministries, regionalization of services, and strengthening of inter
sectoral coordination. 

7.1.2 Health care 

Governments do their best to mobilize all resources, internal and 
external, to meet the requirements of the Strategy. The Ministry of 
Health, normally the main provider of health care, receives an average of 
6.6% of the government's regular (recurrent). budget, an apparent increase 
over the past years, but only 4.5% of the total budget, indicating the low 
share given when it comes to the "development budget". Regrettably, there 
is a persistent drop in per capita health expenditures (in US$) since the 
first monitoring in 1983, despite the soaring cost of commodities and 
services. National health expenditure accounts, as an average, for 4.9% of 
the GNP, mostly an artificial increase over the past years as a result of 
the downfall in the GNP. In short, the financial resources made available 
for the health services are insufficient. Luckily, an average of almost 
50% of national health expenditures go to PHC. 

There has been a persis:ent rise in coverage with safe drinking 
water, and rewardingly, the Increase was more for rural areas, thus 
somewhat reducing the urban/rural gap. The upward trend was also found in 
coverage with adequate sanitation, again with a relatively higher increase 
for rural areas. However, the urban/rural gaps are still more prominent 
with sanitation than with water supply. The national strategies were more 
adjusted for better management of water resources and water conservation. 
High population growth (especially in rural areas and urban slums), 
unplanned urban growth, inadequate funding, insufficient skilled manpower, 
and poor operation and maintenance continue to be the main obstacles. 

Similarly, 
exceeding 80% 

there was a continuous rise in immunization coverage, now 
with BCG and DPT/OPV and a little less for measles. 
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Encouragingly the increase was marked for countries that originally had 
very low coverage (usually among the LOCs). Immunization of pregnant women 
against tetanus lags behind immunization of infants, but its regional 
averag~ rose more than five-fold since the first evaluation. Besides, 
countr1es adopting TT immunization as a routine are now targeting women of 
childbearing age with emphasis on pregnant women. Certainly the Gulf war 
had badly affected the implementation in a few countries, while local 
unrest in few others is a critical issue. The main constraints include 
unreachable children, inadequate disease surveillance mechanisms, 
over-centralization preventing prompt action, and high dependence on 
external resources. 

of the population in the 
urban population is almost 
number, distribution and 

attention to more advanced 

Local health care now covers over 80% 
majority of EMR countries, and coverage of the 
universal. Member States increased the 
functioning of "PHC units", while paying 
district and regional hospitals. 

Coverage rates for care during pregnancy more than doubled since the 
first monitoring in 1983, but progress has lately been rather slow, and 
the urban/rural differential is striking. Coverage by care at childbirth 
increased more than care during pregnancy which is now reaching a higher 
rate; yet the excess urban/rural differential is still applicable. Only 
half of the countries reported on the use of contraceptives, giving an 
average rate of 15% for women of childbearing age. No earlier data are 
available for comparison. Infant care coverage is less than for the 
mothers. However, 'breast-feeding and growth monitoring are rece1v1ng 
attention, and better management of MCH services has corne into sharper 
focus in recent years. 

7.2 Effectiveness and impact of Health-for-All Strategy 

Undoubtedly, ~Health-for-All Strategy 
expansion and more equitable distribution 
Several indicators reflect its impact. 

has had effect, through 
of health care to the people. 

1. The crude death 
to that in many 
well went down, 
population) . 

rate fell 
developed 

though to 

to 11.4 per 1000 population, close 
countries. The crude birth rate as 
a lesser extent (now 41.6 per 1000 

2. The infant mortality rate showed a greater drop, now at 70 per 
1000 livebirths. This represents a 28% drop from its 1985 level; 
in fact it fell in almost all countries, and became less than~50 
per 1000 in more than half of the EHR countries. 

3. Childhood mortality also dropped, so that the regional 
"under-5 mortality rate" is 132 per 1000 livebirths. 

4. The 
years 
year. 

result is that life expectancy at birth increased by six 
over the first evaluation levels, i.e., one extra year every 

5. The maternal mortality rate of 
represents a small drop, probably 
registration of these deaths. 

32 per 10 000 livebirths 
due to compensatory improved 

6. Less infants are born with low birthweight, and less children 
have low weight-for-age. 
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of the EPI-target diseases witnessed a remarkable drop, and 
countries are now free from poliomyelitis, neonatal tetanus 

diphtheria. The incidence of many other communicable diseases 
went down. 

8. There is a real improvement in environmental health, particularly 
as regards water supply and sanitation. Actually, some countries 
are now en route to. implementing the "healthy cities" concept. 

8. Conclusions and Outline for the Future 

This second evaluation shows that the Strategy for Health for All 
proved to be relevant to the countries' needs, effective in providing 
health care more equitably and in an efficient manner, with a demonstrable 
impact, through a valid PHC approach. However, this does not apply evenly 
across the board, yielding rather mixed feelings; success was more marked 
in certain aspects than in others. 

1. The health sector struggles, competing with other sectors, to get its 
share of national expenditure. Usually it receives a rather 
reasonable proportion from the "recurrent budget", but least from the 
"development budget". Governments should realize that health 
expenditures are not just an unavoidable liability, but also a 
fruitful investment that reflect on development in general. 
Meanwhile, health authorities should carefully review the economics 
of health services to achieve a maximum utilization of the financial 
resources at hand. 

2. Reorganizing and reorienting the health care system to PHC receives 
great attention. The fact that 50% of health expenditures are devoted 
to local health care reflects the conviction of higher authorities in 
PHe as the approach. Improvement of the quality of services in the 
health centres, so as not to be seen as a "second~class" health care 
for "second~class" citizens, is a must if health authorities want to 
cope with pressure groups who ask for an expensive hospital-based 
system. 

3. The managerial process and its mechanisms in their broad sense, 
including adequate planning and continuous monitoring and evaluation, 
should receive greater attention, more so as the financial resources 
at hand are limited. Besides, one cannot visualize proper management 
without the support of an adequate health information system. The 
"district health system" approach, already implemented in several 
countries, proved to be an effective bridge between primary and 
tertiary care levels in a manageable geographical area. But it should 
have the necessary legislative support that gives some degree of 
autonomy and authority in planning, allocating financial resources 
and in managing human resources, as well as commitment and support 
from the national level. 

4. Member States are exerting great efforts to meet their own needs in 
human resources to staff their health system, whether through 
reorienting and retraining existing staff, or increasing intake, or 
creating new categories. Yet they should remember that development of 
human resources for health also requires planning to avoid imbalance 
and waste, and should have in mind the necessity of an appropriate 
mix of the categories of health personnel. 

5. Extra 
the 

attention should be paid to intrasectoral coordination (within 
health sector) as much as to intersectoral collaboration 
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involving those responsible 
community and nongovernmental 
realization of che Strategy, 
exploit all possible approaches 

for health-related activities. The 
organizations have much to offer in 
if the governments tap and adequately 

for their participation. 

The countries have much more to benefit if 
to the development of health research 
appropriate to local circumstances to solve 

they pay greater attention 
and of technology that is 
priority health problems. 

7. Despite the limited financial resources at hand, Member States did 
succeed in achieving wider coverage and more equitable distribution 
of health care. Remarkable progress has been achieved in immunization 
of infants, and a "universal" immunization coverage of infants is 
definitely nearby; yet immunization of women of childbearing age, 
particularly pregnant women, still lags behind, and acceleration of 
the programme is required. Coverage with local health care has also 
reached a good level. Provision of safe drinking water and adequate 
sanitary facilities did reach a good level of coverage of the urban 
population, but more efforts need to be made to serve the rural 
population, more so with respect to sanitation. Provision of care by 
trained personnel to mothers during pregnancy and at childbirth and 
to infants and children needs a further push, particularly for the 
rural population. Use of contraception, in countries where national 
policies and circumstances call for it, is not yet widespread, so the 
crude birth rate for more than half of the countries and as a 
regional average is still above 40 per 1000. 

8. The impact of health-for-all strategies is reflected through changes 
in the mortality picture. The crude death rate is corning close to its 
level in developed countries, and is already below 10 per 1000 in 
two-thirds of EMR countries. A further drop is expected with the 
continuation of the marked drop in infane and child mortality. Thanks 
to the big reduction in mortality from communicable diseases, 
particularly EPI-target diseases and childhood diarrhoea, the IMR 
will definitely drop below the 50 per 1000 mark in the vast majority 
of EMR countries, and as a regional average, before the end of this 
century; drop in child mortality rates will be even more marked than 
for infants. The net outcome is an increase in the proportion of 
elderly people with their specific problems, as well as increased 
mortality from cancer, cardiovascular diseases, other noncommunicable 
diseases and accidents. 

9. The impact is also reflected in the study of morbidity. In this 
Region, it is expected that the 1990s will witness: eradication of 
polio; elimination of neonatal tetanus; most countries becoming 
diphtheria-free; markedly reduced incidence of measles and whooping 
cough; and amelioration of the problem of tuberculosis. Some 
countries, especially the LDCs, will certainly need support for 
intensification and acceleration of their immunization programmes. 
The incidence of episodes of childhood diarrhoea and acute 
respiratory infections, and many other communicable diseases, will 
also come do~. It is difficult to forecast the prospects of the 
problem of malaria. But certainly the incidence of AIDS will 
increase. The same will be seen with cases of AIDS-related complex 
and asymptomatic HIV-infection, unless the situation is assessed 
frankly and followed up by strict vigilance. Noncommunicable diseases 
will come to the front as causes of morbidity. 

10. Psychosocial 
insecurity, 
consequence, 

stresses will increase due to continued economic 
internal problems, or the stresses of modern life. In 
it is expected to have increased problems of high-risk 
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behaviour of young people, drug abuse, alcohol consumption, violence 
and accidents, smoking, etc. These bring with them a series of health 
and social problems which may affect the overall development and 
economy of the community. Greater attention should be paid to such 
aspects. 

11. Agricultural, industrial and other developmental activities are going 
on in most EMR countries, to a varying extent. A multitude of 
environmental hazards th~t have an impact on health accompany such 
developments, through water, air and land pollution. These 
environmental hazards and accompanying health problems will be on the 
increase unless the countries pay attention, at the same time, to 
establishing environmental protection-machinery and mechanisms. This, 
in turn, needs adequate and effective intersectoral collaboration. 

12. The Gulf - war has definitely affected most countries of the Region, 
whether directly or indirectly. It is hoped that the set-back and 
repercussions of the war will be over in the near future. It is true 
that some countries will have to give priority to rebuilding their 
own infrastructure. Yet it is sincerely hoped that international 
mobilization of resources for implementation of health-for-all 
strategies will grow again. It should be reiterated here that 
"technical cooperation among developing countries" (TCDC), which may 
take ~ifferent forms, of which financial support is just one, can 
achieve a great deal, if adequately exploited. 

The future is bright, so long as there is goodwill among the people 
and, above all, so long as we have faith in God. 
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Annex 

REGIONAL TARGETS FOR HEALTH-FOR-ALL STRATEGY IN THE EMR 
(as set in .resolution EM/RC36/R.1 'J) 

Tar&ets 1 and II: Safe drinking-water supply (urban and rural) 

1. Countries that have already achieved a coverage rate exceeding 90%, to 
maintain or improve this rate so as to achieve a coverage rate between 98% 
and 100% by the year 2000. 

2. Countries that have already achieved a coverage rate bet~een 50% and 
90%, to achieve a coverage rate of 95% by the year 2000. 

3. Countries that have achieved a coverage rate of less Chan 50%, to 
achieve a coverage rate of 65% by the year 1995, and 75% by the year 2000. 

4. In brief, safe drinking water should be available to at least 95% of 
the population by the year 2000. 

Targets III and IV; Sanitation (urban and rural) 

1. Countries that have already achieved a coverage rate exceeding 80%, to 
maintain or improve this rate so as to achieve a coverage rate of at least 
95% by the year 2000. 

2. Countries that have achieved a coverage rate bet~een 50% and 80% to 
improve this rate by at least 25-50% of their current levels by the 
year 2000. 

3. Countries that have achieved a coverage rate of less chan 50%, to 
improve this rate by at least 25-50% of their current levels, or to 
achieve a coverage rate of 50%, whichever is higher. 

4. In general, sanitation coverage rate to be at least 85% by the 
year 2000. 

Iarget V: Immunization 

1. For infants, the lowest coverage rate by any antigen to be at least 
95% by the year 1995. 

2. Coverage rate for women to be at least 95% by the year 1995. 

Target VI: Poliomyelitis 

Poliomyelitis to be eradicated from the Region by the year 2000. 

Target VII: Local health care 

To achieve a coverage rate of not less than 95% of the population by 
the year 2000. 
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Targets VIII and IX: Care for pregnant women and infants 

1. Countries that have achieved almost total coverage. to maintain that 
rate. 

2. Countries that have achieved a coverage rate of 75-89%, to achieve a 
rate of not less than 95% by the year 1995, and achieve total coverage by 
the year 2000. 

3. Countries that have not achieved a coverage rate of 25%, to double 
the current rate by the year 1995, and to treble or quadruple that rate by 
the year 2000. 

4. All other 
than 50% of the 
rate of at least 

countries to increase their rate of coverage by not less 
current levels by the year 1995, and to achieve a coverage 
90% by the year 2000. 

5. That the average regional coverage rate be at least 85% by the 
year 1995 and at least 90% by the year 2000. 

Target X: 

That 
attendant, 
available, 
the time of 

Target XI: 

Traditional birth attendants 

every village have at least one trained traditional birth 
if no other qualified or better trained health personnel is 
to provide the required care to women during pregnancy and at 
delivery. 

Infant mortality 

1. 
1000 
the 

Countries that have reduced the infant mortality rate (IMR) to 50 per 
livebirths, to further reduce the rate by 25% of the current level by 

year 2000. 

2. Countries with an IMR of 50-100 per 1000 livebirths, to reduce the 
rate by one-third of the current level, or achieve an IMR of 50 per 1000 
livebirths, whichever is less, by the year 2000. 

3. 
rate 
year 

4. 
year 

Countries 
by half 

2000. 

That the 
2000. 

with an IMR above 100 per 1000 livebirths, to reduce the 
or reach 70 per 1000 livebirths, whichever is less, by the 

regional IMR not exceed 50 per 1000 livebirths by the 

Target XII: Maternal mortality 

To reduce the present level of maternal mortality rate by 50% at 
least, by the year 2000. 
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seCOND RepORT ON REGIONAL EVALUATION OF UFA STRATEGIES 

Summary of Recommendations 

1. Member States should make maximum uSe of the evaluation findings to 
update their health-for-all strategies, as necessary, set priorities, draw 
up definite plans of action, and exert more where progress has been rather 
slow. 

2. The three Member States which, sO far, did not submit their 
evaluation reports (viz., Kuwait, Somalia and Yemen) should make every 
effort to carry out a thorough and systematic evaluation of their 
strategies, basically for their own use. WHO could provide assistance, if 
needed, through consultants funded from country allocations. 

3. The validity and reliability of information, the basis for evaluation 
at country as well as regional levels, cannot be overemphasized. Member 
States should pay greater attention to the development of proper, and 
functioning, national health information systems, with WHO collaboration, 
if necessary. 

4. 
goal 
have 
only 

Member States should b~ commended on their efforts to achieve the 
of health for all by the year 2000. They shOUld strive further to 
additional finanCial resources allocated to the health sector, not 

from their recurrent budgets, but also from developmental budgets. 

S. Good progress has been achieved in the following aspects; efforts, 
however, should continue to be strong to avoid any setback: reorienting 
their health systems to PHC; allocating a reasonable percentage of their 
health systems to local health care; coverage with local health care; 
development of human resources; immunization; control of certain 
EPI-target diseases and of mortality from childhood diarrhoea and acute 
respiratory infections; and provision of safe drinking water and adequate 
sanitation facilities for the urban population. 

6. The following are the areas to which greater efforts should be 
directed: intra- and inter-sectoral collaboration; planning of human 
resources development; strengthening of managerial capabilities, including 
proper planning and costing, partiCUlarly at intermediate levels (using 
the district health system approach, if possible); development and use of 
health systems research and appropriate technology to solve priority 
health problems; improving the quality of service in health centres; 
prOVision to rural popUlation of safe drinking water and adequate 
sanitation facilities; provision of care to women during pregnancy and at 
childbirth, particularly in rural areas (including training of traditional 
birth attendants) and care to infants, including growth monitoring; 
control of noncommunicable di5eases and of certain communicable ones 
(particularly malaria, tuberculosis and AIDS); and control of 
environmental hazards in development programmes. Psychosocial stresses are 
expected to increase, together with related problems of drug abuse, 
alcohol consumption, smoking, violence, accidents, etc, and, hence, 
greater attention should be paid to these problems. 


