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1. The Maldives Country Context.

Maldives is a long and narrow archipelago, a country at the heart of the Indian
Ocean. At its widest point, it is 130 km across, and covers a North-South distance of 820
km. The islands are small and vastly scattered over an area of 90,000 sq km of Indian
Ocean. The archipelago consists of 1,190 islands, of which 201 are permanently inhabited.
The islands form 26 natural atolls, but are grouped administratively into 19 atolls in
addition to the capital island Male'. Most islands are small with only a few exceeding one
sq km in size. According to the classification of islands by UNESCO (Falkland, 1991), the
Maldive islands fall into the category of "very small" islands. The estimate of the
combined land area is under review: it is likely to be reduced (4th National Development
Plan). The islands are also low-lying, with an average elevation of 1.6 metres above mean
sea level. A major beneficiary of the new Law of the Sea, Maldives has an Exclusive
Economic Zone of some 900,000 sq km, of which by far the major part consists of sea.
This highlights the significance of the sea in shaping the lives of Maldivians.

Maldives has a tropical climate, warm and humid all year round, with two
pronounced monsoon seasons. Relative humidity ranges from 73 % to 89%. Average daily
temperatures vary little throughout the year, ranging from 24.4 to 32.1 degrees Celsius in
1992, and from 24.2 to 31.8 degrees Celsius in 1993. Five Yearly average rainfall ranges
from 12.3 mm in February to 250 mm in May and 178.1 mm in September (Maldives
Statistical Year Book, 1994).

The last Census (in 1990) put the population of Maldives at 213,215 - scattered over
201 inhabited islands. The provisional estimate for 1994 is 245,910 (Ministry of Planning,
Human Resources & Environment). The results of the 1995 Census, which has just been
conducted, are not yet published. 90 % of the inhabited islands have a population of less
than 1,000, and only four islands have more than 4,000 people. Over 26% of the
population live in the capital Male'. The city of Male' is the only urban area in the
country. It is less than 2 sq km in size, resulting in very severe congestion problems.

The Maldivian population age profile is very young. In 1990, 45% of the population
were below 15 years, 17% under the age of 5 years. Only 4.8% of the population were
above 60 years. The rate of population growth is the highest in SAARC, and one of the
highest in the world. Population growth averaged 3.2% between 1977-1985, but edged up
t0 3.4% between 1985-1990, due largely to a decline in the crude death rate. The sex ratio
was 108 males per 100 females at the 1985 Census, 105.25 males per 100 females at the
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1590 Census, with the 1993 estimate remaining constant at 105 males per 100 females.
In 1992, the total population was estimated to have expanded to 231,000 with a rural/urban
estimate of 171,000 and 60,000, respectively. In 1993, to underscore the trend, the
estimate totalled 238,363 people, with 61,900 for Male' and 176,463 for the rural
population. The population projection for the year 2000 is 286,350 (data from Maldives
Statistical Year Books, 1993, 1994).

Table: Annual Rates of Population Growth, Maldives, 1985-1993
Year Growth Rate (%)
1985 3.20
1986 3.25
1987 3.31
1988 3.37
1989 3.39
1990 3.40
1991 3.36
1992 3.28
1993 3.22

(Source: Ministry of Health & Welfare, 1994)

The nation's geography, extreme even by the standards of the world's small
archipelagic states, results in very wide dispersal of the country's population. Since the
combined available land area is very small, Maldivian islands are, on average, densely
populated - and the population is growing fast. The combination of (geographic) population
dispersal, (existing) population density and (rapid) population growth poses a serious
challenge to sustainable human development of the country. The UN-sponsored
International Conference of Small Island Developing States (SIDS), held in Barbados in
May 1994, highlighted many of the constraints experienced by these countries for
sustainable development. Maldives played a very active role in the Barbados deliberations.

Problems of distance and diseconomies of scale result in high costs fc
transportation, which is difficult and time consuming, and for telecommunications, whicu.
frequently cannot be bridged by conventional microwave technology. The development of
inter-island transportation and, in particular, telecommunications are crucial to the country.
So is the continued success of the mainstay fisheries and tourism sectors. Tourism,
especially, continued to expand. Notably, in 1992 and 1993, the number of tourists visiting
Maldives actually exceeded the estimates for the country's total population. The latest
projection for 1994 by the Ministry of Tourism more than confirms this trend, pointing to
a record 275,000 tourists visiting during the year.
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Table: Tourists visiting Maldives

1991 196,112
1992 235,852
1993 241,020

(Source: Maldives Statistical Yearbook 1994)

Maldives is a homogeneous nation in terms of its shared history, language, religion
and culture. The Maldivian nation embraced Islam during the 12th century. Although
Portugal sought to impose its sovereignty in the 16th century, Maldives was never
colonized. During the period from 1887-1965, Maldives was a British Protectorate, with
the British recognizing the sovereignity of the nation. To be more precise, Maldives
enjoyed the status of a protected State (rather than Protectorate). In this arrangement, the
protecting power recognized the statehood of Maldives. It therefore did not interfere in the
internal affairs, but controlled the external affairs which were surrendered voluntarily to
the protecting power (Independence Day Memorial Booklet, 1994). In 1948, a new
agreement was signed between the United Kingdom and Maldives, which established a
closer link between the Maldivian Sultan and the British Crown.

Maldives achieved full independence on 26 July 1965, when the status of the
protected state came to an end. The country assumed her rightful place in the international
community. Maldives joined the United Nations within two months of Independence. The
Maldive Islands were admitted to the United Nations on 21 September 1965, as the 117th
member. The Maldivian national language is Dhivehi. It has affinities with several
languages in India, Sri Lanka and South East Asia, and is spoken only in the Maldives and
Minicoy Islands. The written language is Thaana, a unique script with its origins in the
16th century.

The Maldive Islands became the Republic of Maldives on 11 November 1968,
which is commemorated annually as Republic Day. The Government is headed by the
President of the Republic, elected every five years. The legislative chamber, Citizens’
Majlis, comprises 40 elected members, 2 each from Male' and the 19 atolls, and 8
appointees by the President. The Special Majlis consists of the members of the Citizens’
Mayjlis and an equal number of additional deputies. The purpose of the Special Majlis is to
deal with constitutional issues. Ministers of the Government are also invited to attend
Majlis sessions.

The atolls and islands are administered by Atoll and Island Chiefs, respectively, all

of whom appointed by the President. The Atoll and Island Chiefs report to the Ministry
of Atolls Administration through their respective Regional Office (North, Central, South).
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2. The Human Development Context.

The Development Concept. No single definition, conference or index is likely to
be able to capture the complex concept of human development. Ultimately, every society,
and each generation, define afresh what development means to them. Our time is
concerned that development be people-based and /ast, environmentally or otherwise.
Enabling people towards wider choices has been proposed as the human aspect of
development. This approach emphasizes the present in mastering the future. To achieve
wider choices without compromising the needs of generations to come highlights the
sustainable aspect of development. This approach emphasizes the future in mastering the
present. Both approaches are linked. If ordinary people do not benefit from development,
and if development does not last, the attributes human, or sustainable, may not apply.

Development and The United Nations. The role of the UN system in promoting
development efforts by humankind is one of the oldest and deepest commitments of the UN
System. International cooperation, inside or outside the United Nations System (and in
some ways the League of Nations before it), can itself be considered an expression of
human development. A wide range of development activities is supported by the UN
System, directly, indirectly or conceptually. Maldives participates actively in UN
development efforts, as the UN actively supports development efforts by the Republic.

Take Health and Development. Since the foundation of the World Health
Organization, annual World Health Assemblies address issues of health policy, as well as
problems faced by, or perspectives envisioned for, global health development. The Alma
Ata Declaration (1978) is considered a milestone due to the commitment by WHO Member
Countries to adopt and implement Primary Health Care and Health For All by the Year
2000. In a related effort, the International Drinking Water Supply and Sanitation Decade
aimed to support the provision of safe and adequate water and sanitation facilities.

Take Women and Development. The UN World Conferences on Women (1975,
1980, 1985, 1990) have attracted, and the 1995 Beijing Conference is likely to attract,
renewed focus on gender issues around the world.

Take Children and Development. In 1990, the World Summit on Children,
organized by UNICEF in collaboration with UNDP and WHO, passed universal goals for
children. This applies to mid-decade (1995) and year 2000 goals.

Take Education and Development. In 1990, the Jomtien Conference, fostered by
UNESCO, formulated Basic Education For All.
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Take the interaction of Development and Environment. Much international work,
by the North-South Commissions and many others, has linked these areas. In 1992, the
United Nations Conference on Environment and Development (UNCED), the Earth
Summit held in Rio de Janeiro, Brazil, represents a landmark. The proposals passed in an
elaborate Agenda 21 focus on making development sustainable.

Take Population and Development. In 1994, the International Conference on
Population and Development in Cairo, Egypt, sponsored by UNFPA, put the issue of
balanced population growth again on the World's Agenda. Population issues are critically
important for development, from any perspective.

Take Social Development. In 1995, the World Summit for Social Development in
Copenhagen, Denmark, attempts to renew international attention on some priority concerns
and commitments for development.

Take Human Development. Introducing the first of its annual Human Development
Report in 1990, the United Nations Development Programme proposed the concept of a
Human Development Index (HDI) applicable to each country in the world. The HDI is an
aggregate figure, a value between O (lowest) and 1 (highest), which goes beyond traditional
GDP/GNP indicators. Three basic components make up the HDI: Longevity, knowledge
and standard of living. Longevity is measured by life expectancy (which also reflects infant
mortality). Knowledge is measured by a combination of adult literacy and mean years of
schooling. Standard of living is measured by purchasing power, based on real GDP per
person adjusted for the local cost of living (purchasing power parity, PPP). Since 1990,
HDIs have been published and discussed annually, at times stimulating lively debate.

The Republic of Maldives and Development. Maldives has participated actively
in the UN system ever since joining in 1965. Four resident UN agencies (UNDP, UNFPA,
UNICEF, WHO), and several non-resident specialized agencies, promote national
development efforts. The UN assisted national priorities even prior to Maldivian
Independence. For example, WHO's first mission to Maldives goes back as far as 1951.
At the request of the UK Government, the protectorate power at the time, WHO was asked
to look at the tropical disease filaria in the southern Maldivian atolls. The Memorandum
of Agreement (MoA) between Government of Maldives and WHO was signed on 1
December 1958 and 7 January 1959, respectively. This MoA initiated the implementation
of full programme activities in Health to train national personnel and survey the situation.

Since Independence, Maldives has implemented a strategy of transformation that has
brought significant improvements in all of the indicators traditionally used to measure a
nation's development. This progress is also reflected if HDI parameteres are applied. In
1994, Maldives was grouped among the medium level HDI countries for the first time,
despite its status as a Least Developed Country. Within the SAARC region, Maldives'
HDI is second only to Sri Lanka's, a significant achievement.
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Economically, during the 1980s, Maldivian GDP grew impressively at an average
rate of 10% per annum. Not even the fast growing, Asian 'tiger' economies such as South
Korea, Taiwan, Hong Kong or Singapore, have sustained such high growth rates for such
a long period of time. During the period of the third National Development Plan (1991-
1993), the average Maldivian GDP growth slowed to a more sustainable 6.7% per annum.

Growth during the 1980s and 1990s was driven largely by tourism and fisheries,
two sectors in which Maldives enjoy a comparative advantage. Both sectors together
account for just under one-third of the GDP (in 1993, Fisheries 12.3% and Tourism
17.1%), but the direct and indirect spin-offs are much larger. According to the 1994
Maldives Statistical Year Book, important sectors of the economy also include agriculture
(8 %), distribution (19%), manufacturing (6 %), construction (9%), transport (6.5%) and
the administration of Government (9%).

The strong performance of the economy has been matched by improvements in the
well-being and welfare of the nation's population. The infant mortality rate declined,
between 1977 and 1993, from 121 to 34 per thousand live births, respectively. The crude
death rate fell from 18 to 6 per thousand population over the same period. The still birth
rate stands at 24 per thousand live births in 1993, slightly up from 20 per thousand live
births in 1992 (Maldives Statistical Year Book 1994). Life expectancy increased from 47
years in 1977 to 67 years in 1992, adding 20 years to the life of a Maldivian at birth. In
1993, there were 45 doctors and 153 nurses practising in the country (including
expatriates). Daily per capita calorie intake and protein supply recorded major
improvements. Some debilitating diseases, such as malaria, once widespread, have now
been virtually eliminated. Overall, coverage of child immunization appears excellent.

Public expenditure on Education (as a % of GDP) increased from 5.7% in 1987 to
15.7% in 1992, also as a result of the demographic pressures. Expressed as a percentage
of total expenditure, Education spending increased from 8.7% in 1987 to 11.6% in 1992.
Primary school enrolment in Maldives increased from 26.9% in 1977 to 91% in 1992,
expressed as % of the 5-13 age group. However, this figure includes both repeaters and
those who join late. Therefore, the actual percentage will be lower. Secondary school
enrolment (as % of age group) increased from 2.3% to 33.2% over the same period. For
1993, the functional literacy rate was 98 %, applicable to the age groups between 15-45
years. In Maldives, the total number of children enroled in the country's primary and
secondary schools continues to rise substantially (see table below):
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Table; Total Primary School Total Secondary School

Enrolment, Maldives Enrolment, Maldives
1992 45,333 5,411
1993 48,321 (+6.18%) 6,193 (+12.63%)
1994 50,729 (+4.75%) 6,699 (+ 755%)

(Source: Ministry of Education, 1995).

Human skill development is also evidenced with the growth in the number of
university graduates: these increased four-fold between 1977 and 1990, from 56 to 219,
and have risen steadily since. As at 23 November 1994, there are 349 Maldivian graduates
(i.e. the combined total of Bachelor's, Master's and PhD degree holders). Furthermore,
as at 23 November 1994, a total of 260 undergraduate and postgraduate Maldivian students
are undertaking training abroad (Source: Ministry of Planning, Human Resources &
Environment, 1994). These are very significant figures for the development of human
resources in the country.

As is explained in successive National Development Plans, Maldivian women have
traditionally played an important role in the nation's economy. Long periods of time spent
by many Maldivian men at sea meant that many land-based activities became the
responsibility of women. They were responsible not only for the care of the family, but
also for income generating activities such as agriculture, fish processing and handicrafts
production. However, in recent years there has been a significant decline in female
employment from 24.1% in 1985 to 20.5% in 1990. This reduction in the number of
economically active women is due largely to the structural changes which had taken place
in the fisheries sector. Mechanization of the fishing fleet greatly increased productivity.
More fish are now being sold fresh rather than processed. Many women have voluntarily
withdrawn from the labour market since these structural changes have also meant increased
earnings for fishermen, which are estimated to have increased five-fold since 1977.

In addition, since modern industries tend to be located on specific islands, women
find it more difficult to commute to these islands, as this requires them to be away from
their islands for long periods of time. The time and cost involved in travelling back and
forth is substantial. Similarly, lack of child care facilities and services have made it more
and more difficult for women to actively participate in the labour force. At the same time,
early marriages and child bearing, frequent and ill-spaced pregnancies, and problems of
access to higher education and jobs, act as a hindrance to women's full participation in
development. Seamless integration of women in employment and development processes
remains a key task. It is probably the key to sustain success in Maldivian development.
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The undoubted progress recorded so far did not come easily. As a small, open and
vulnerable economy, Maldives is highly susceptible to external shocks, over which it has
little or no control. During the 1980s, for example, a succession of negative developments,
including economic recession in the industrialized countries, conflict in the Gulf and the
imposition of controls on 'third country' shipping trade, resulted in the government
resorting to a structural adjustment programme. This involved a substantial tightening of
fiscal and monetary policies and a large devaluation of the Rufiyaa in 1987. Tighter
controls on government spending and a broadening of the revenue base were largely
responsible for reducing the country's debt burden from 120% of GDP in 1984 to around
60% annually for the period 1989 to 1992. There is a projected rise to 70% for 1993. As
a result of the large concessional elements in official borrowings, the debt service ratio
declined from 7.2% in 1988 to 4.8% estimated for 1993 (RTM 1994). The private sector
was permitted to play a greater role, notably in fisheries and import trade.

Looking ahead, the Republic of Maldives faces three key development challenges
in the medium and long-term:

- continued raising of living standards and adequate generation of employment, also
in the atolls, for a rapidly growing population and labour force;

- broad-based participation in the growth process, particularly for the poorer income
groups in the atolls; and

- improved access to more decentralized social (and other) services at all levels.

It is expected that tourism and fisheries will continue to play a vital role in the
economy. In addition, the country would have to look into areas for diversification and
expansion of the economy. At the same time, the country is faced with certain inherent
constraints: diseconomies of scale accentuated by wide dispersal of the population, small
physical size of the islands, high costs of transport and communications, limited natural
resources, very significant shortage of both skilled and unskilled (wo)manpower and
economic, social and environmental pressures consequential to the high birth rate.

As highlighted by the Third and Fourth National Development Plans (for the periods
1991-93 and 1994-96, respectively), there appears to be a move towards more
privatization, coupled with the need, perceived increasingly, for a system of cost recovery
for government services. The need to consider sustainability of achievements, both past
and projected, is increasingly part of the development process in this country.
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3.  The Health Context: Situation and Sustainability.

Health is a basic right of every Maldivian. This is the Government's fundamental
principle of policy, guiding the country's strategies for Health For All by the Year 2000 and
towards the achievement of sustainable development ot Health. .

3.1: Development of Health Systems.

The Ministry of Health and Welfare is responsible for the provision ot all health and
health-related services in the Republic of Maldives. The Ministry is responsible for
formulating the overall health policy of the country. There are four key departments and
agencies under the Ministry of Health and Welfare (MoHW), namely the Department of
Public Health (DPH). the Central and Regional Hospitals, the Maldives Water and
Sanitation Authority (MWSA) and the Institute of Health Sciences (IHS).

The Department of Public Health is responsible for family health, disease control
and environmental health programmes. The Atoll Health Centres and the Island Health
Posts which provide basic health care to the rural population come under the Department
of Public Health. There are specialized units such as the Skin Clinic (dealing with, for
example, leprosy control), the Chest Clinic (dealing with, for example, Tuberculosis
control) and the Malaria Unit (dealing with Malaria and other vector-borne disease
control). These also function under the Department of Public Health.

The Central Hospital, established in 1966, reports directly to the Ministry of Health
and Welfare and offers a wider range of medical care services to the population. It also
acts as the referral centre for tertiary care within Maldives. The newly opened, modern,
purpose-built Indira Gandhi Memorial Hospital (IGMH) has taken over these functions,
phase by phase, during late 1994 and early 1995. The existing four Regional Hospitals also
report directly to the Ministry of Health & Welfare.

The Maldives Water and Sanitation Authority (MWSA) was established in 1973 to
provide safe drinking water and hygienie sanitation facilities in the country. At present,
it 1s the sole agency responsible for the implementation of water and sanitation
programmes. This responsibility includes operation, maintenance and monitoring of water
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quality in Male' and the other islands of Maldives. -Applicable as at January 1994, MWSA
reported that 100% of the Male' population and 85% of the atolls" population have access
to safe drinking water at the rate of 2 litres per person per day, for a continuous period of
88 days. At the same time, about 95% of Male's population and only a small proportion
of the atolls' population (about 25%) have access to hygienic sanitation facilities (Maldives
Water and Sanitation Authority, 1994).

Recently, Government of Maldives has decided to transfer the water supply and
sewerage management of the city of Male' from the MWSA to a new private entity. The
Male' Water and Sewerage Company (WSC) is being set up for this purpose, with
Government majority shareholding. The Government is in the process of selecting a Joint
Venture partner for this company, to implement and manage the Male” Water and
Sewerage services. In order to protect the interests of consumers as well as the
environment, a strong Regulatory Body will be set up at the same time. The Regulatory
Body will be expected not only to set standards and regulations for water quality m
Maldives, but to monitor and enforce them.

The Institute of Health Sciences (IHS), established in 1973, provides both pre-
service and in-service training for health care personnel in nursing, paramedics and
primary health care. Currently, THS is the only institute in the country for the development
of human resources for health, and it provides training for community health workers,
family health workers, nurse aides, nurses, foolhumaas (traditional/trained birth attendants,
TBA) and pharmacy assistants. The Institute was also responsible for health education
activities for the general public, including the production, publication and distribution of
pamphlets, and the preparation of TV and radio programmes for general awareness
raising. During 1994, responsibility for Health Education and Health promotion was
transferred to the Department of Public Health, although IHS remains involved in the
production of Health Learning Materials. These are required for the courses THS conducts.

In addition to these efforts, the School Health Education Programme of the Ministry
of Education also serves to increase awareness among the school-age population. This
Programme is implemented in close collaboration with the Ministry of Health and Welfare.
Students are educated on basic health issues, such as promotion of personal hygiene and
healthy life styles, as well as specific issues such as thalassacmia and HIV/AIDS.
Similarly, the Society for Health Education (SHE), a local NGO, is working in the arca
of creating and raising awareness on health issues and child spacing for the general public.
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3.2: Development of Health Infrastructure.

The Republic of Maldives has made a firm commitment to the achievement of the
goals of Health for All by the year 2000, with Primary Health Care as the key strategy.
The geography of the country, and the attendant costs of transport and diseconomies of
scale, makes delivery of services of any kind very expensive. Nevertheless, the country
made considerable efforts to establish and expand its service delivery network, considered
fundamental to development generally. The Government established a wide, four-tiered
network of health care facilities throughout the country, in order to make basic health
services available and accessible to the majority of the population. At the same time, the
aspirations of the Maldivian people are also rising, in addition to still rapid population
growth.

The Levels of Health Care Provision in Maldives.

Medical care facilities in the four-tiered system in Maldives include the new Indira
Gandhi Memorial Hospital (Central level) at Male'; four Regional Hospitals (Regional
level) in four different parts of the country; 26 Atoll Health Centres (Atoll level) and
Health Posts for each Island (Island level). The 5th RTM Maldives of October 1994
requested support for health infrastructure initiatives also. Furthermore, the Government
has been developing plans for a fifth Regional Hospital, to improve access to, and
infrastructure of, health and hospital services in the atolls. The Government considers this
important for more balanced regional development as well.

Although the health services are under the control of the Ministry of Health and
Welfare, the Ministry necessarily maintains close links with the Ministry of Atolls
Administration in providing health services to the atoll and island populations. The offices
of the Atoll and Island Chiefs, reporiing to the Ministry of Atolls Administration, are key
in this respect. Intersectoral collaboration at the island level is maintained through the
established Island Development Committees (IDCs) and the Island Women's Commiittees
(IWCs). Both these committees are quasi-governmental organizations requiring
representation from the health and other social sectors.

The Atoll Health Centres and the Island Health Posts, staffed by Community Health

Workers (CHWs) and Family Health Workers (FHWs) respectively, provide preventive
and simple curative health care services to the rural population of the country.
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At the Island Level, Family Health Workers have many tasks in the provision of
basic health care services. These are listed as follows:

Island Level: Tasks of, and Provision of Services by, Family Health Workers.

Identify and assess health needs of the community, family and individuals.

Help families to recognize their own problems and promote self care and self reliance.
Conduct antenatal and postnatal clinics with the help of the foolhuma.

Identify high risk groups and give priority.

Know the referral system and refer accordingly.

Treat acute and minor illness according to standing orders.

Follow-up defaulters of TB, Leprosy and other long-term disease according to standing orders.
Organize health education activities to special groups: mothers, youth and school children.
Maintain growth monitoring for all children < 3, follow-up defaulters, intervene if not normal.
Assist activities of mobile team.

Maintain good relationships with community leaders, influential groups/individuals, NGOs.
Participate in community development activities.

Promote awareness related to child spacing facilities and counsel eligible couples.
Recognize any epidemics and take prompt action as per standing orders.

Identify an epidemic or emergency to the Island Office and facilitate appropriate measures.
Collect and maintain the prescribed records and reporting.

Inspect eating places and the general environment.

Supervise the work of the foolhuma.

Promote good sanitary habits.

Promote home gardening and the use of locally available foods.

Promote awareness regarding vector control.

Act as liaison between the community, community leader(s) and Government Offices.
Identify major health problems and undertake necessary referrals.

Supervise the construction of rain water tanks.

Collect blood samples from fever cases and prepare slides for MP/FP.

Collect sputum samplés and prepare sputum shides.

Organize school health programmes together with'the School.

(Source: Ministry of Health and Welfare & Department of Public Health, 1994)
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At the atoll level, much responsibility is placed on Community Health Workers as
important providers of health care.

Atoll Level: Tasks of, and Provision of Services by, Community Health Workers.

Supervise the work of Family Health Workers, Foolhumas and Nurse Aids.

Organize vacination rounds within the atoll.

Provide consultative services to the referred cases from the islands.

Ensure supply of drugs and of other supplies to the Island Health Posts.

Maintain buffer stock, vaccines for one round, supplies for child spacing, TB and leprosy drugs.
Collect, analyze and send health information from islands to the Regional Hospital.

Provide quarantine services to travellers.

Identify epidemic and carry out surveillance.

Notify any suspected epidemics to Regional Hospital and the Department of Public Health.
Organize intensive training to health workers at island level.

Participate in atoll development activities.

Produce health awareness and support health awareness programmes at island level.

Provide obstetric emergency care to those referred by Family Health Workers and foolhumas.
Plan and monitor the budgets for Atoll Health Centre and Island Health Posts. ‘
Promote mental health and follow-up diagnosed cases of mental diseases.

Promote community rehabilitation.

Identify cancer, thalassaemia, AIDS cases and undertake timely referrals.

Manage and follow-up diagnosed cases of non-commuicable diseases.

Ensure water quality.

Enforce and support proper disposal of waste.

Promote laboratory facilities for TB, Leprosy, routine urine, stool and blood.

Monitor and supervise the school health programme.

(Source: Ministry of Health and Welfare & Department of Public Health, 1994).

During 1994, the Government implemented a new policy of placing doctors in atoll
Health Centres. As at 30 September 1994, one expatriate doctor has been posted in each
of 17 Health Centres (located in 15 different atolls).
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The Regional Hospitals.

Atoll Health Centres are supported by the four existing Regional Hospitals.
Regional Hospitals are still relatively new in Maldives. They are supposed to serve as the
first referral centres, dealing with obstetric and surgical emergencies. Currently, however,
two out of the four Regional Hospitals are equipped and staffed to serve this purpose. The
remaining two are expected to be able to do so by the end of 1994. In Haa Dhaalu, an up-
graded 50-bed Regional Hospital, replacing the existing one, is under construction. Raa
and Meemu Regional Hospitals, with 30 beds each, are undergoing modernization. Up-
grading has been completed with respect to Seenu Regional Hospital (50 beds).

There is some debate as to the level of health care which Regional Hospitals and
Health Centres should be able to provide. It is interesting in this context that the
Government is planning to construct a fifth Regional Hospital by expanding an existing
Health Centre. The planned new Regional Hospital would serve the southern Huvadhoo
Atolls (Gaafu Alifu and Gaafu Dhaalu), the largest natural atoll in the world. To the North
as well as to the South, Huvadhoo Atoll is separated by large channels of open sea from
the rest of the Maldives archipelago, making timely referrals and medical evacuations
difficult, expensive, and at times dangerous. The Government's vision is for this Regional
Hospital to be eventually community-based and financially sustainable, with cost recovery
measures in place.

The Ministry of Health and Welfare has identified the general tasks of Regional
Hospitals, with the following planned range of services:

Regional Level: Tasks of, and Provision of Services by, the Regional Hospitals.

Provide consultative services to those referred from the atolls

Support in the planning and undertaking of health activities in the region.
Assist in the training of atoll and island level health workers.

Support and promote programmes of health awareness in the region.

Supervise the work of Community Health Workers and Nurse Aides.

Support counselling activities carried out at the atoll level.

Provide routine laboratory services for the referred cases.

Maintain buffer stock of vaccine, and supplies for child spacing, TB and Leprosy drugs.
Ensure the supply of vaccines, drugs and other supplies for the region.
Investigate reported epidemics from the atolls.

Collect, analyse and send health information from the atolls to the central level.
Notify epidemics in the region to the central level.

Organize in-service attachments and training to the regional health personnel.
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Monitor the budget in the atolls and assist in planning and evaluation.

Diagnose and treat mental diseases.

Promote community rehabilitation.

Identify cases of cancer, and undertake timely referrals to the central level.
Diagnose thalassaemia, recommend (and provide if possible) therapeutic services.
Supervise the work of drug stores and private clinics.

Provide emergency obstetric and general care.

Plan periodic dental, ENT and Ophthalmic services to the atolls.

Provide diagnostic services, ECG, X-rays.

(Source: Ministry of Health and Welfare, 1994)

The Government realizes the need for more decentralized health care services
throughout the country. Increasingly, the provision of services will become the
responsibility of management units closer to the points of delivery, and less under the
direct administrative support of the Ministry. In this way, the Regional Hospitals will
provide the necessary administrative and technical backstopping to the Atoll Health
Centres, thus serving as the regional health administrative authorities for the different
regions. They will act as the nodal points to deliver preventive and curative services, to
serve more effectively as the first referral facility. The number of beds are being increased
and services expanded, to provide simple surgical treatments and to manage obstetric
emergencies. The existing four Regional Hospitals, and the planned fifth one, are intended
to contribute to more balanced rural and regional development in the country.

Provision of Services at the Central Level.

In Male', the Central Hospital is (was) the premier institute providing preventive,
curative, as well as some specialized services. The Central Hospital was designed to serve
as the secondary referral centre, but in many instances, it was effectively the only referral
centre.

At the central level, the new, 200-bed Indira Gandhi Memorial Hospital (IGMH),
a Government of India project of asisstance to the Government of Maldives, was opened
on 15 October 1994. The IGMH has replaced the existing Central Hospital, phase by
phase, during late 1994 and early 1995. Under the assistance provided by the Government
of India, medical and nursing staff will be deputed to IGMH from India for a period of 5
years. The Central Hospital staff has also transferred to IGMH. The new hospital provides
opportunities to strengthen the hospital and health services in the country. The IGMH will
offer a considerably wider range of preventive, curative, surgical and specialized services
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than before. The IGMH will act as a referral centre for tertiary care, thereby reducing the
need to go abroad for medical treatment. The new hospital facilities are also timely given
the increasing utilization of health services in Maldives (see table and graph below).

Table: Utilization of Health Services in Maldives, 1988-1993 (in '000 Patients)
1988 1989 1990 1991 1992 1993

Central Hospital 81 82 103 124 134 137

Regional Hospitals 39 44 38 35 49 51

Medical Clinics 7 4 16 36 48 34

Health Centres 73 74 69 74 79 84

(Source: Ministry of Health & Welfare, 1994)

In addition to the above health care facilities, a growing number of private health
clinics are also in operation. The majority of these clinics are located in Male', although
some are in the atolls also. Most private clinics provide out-patient health services, except
two private clinics in Male' which provide both in-patient and out-patient health services.

As at 30 September 1994, the Ministry of Health and Welfare has licensed 24
private medical (including dental) clinics to operate in Male' and 8 in the atolls.
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3.3 Priorities for Sustainable Health Development:

Human Resources for Health.

Acute scarcity of skilled Health personnel is a major constraint for sustainable
health development in Maldives. In many ways it is the major constraint. The highest
priority is therefore accorded by the Government to the development of human resources
for health (HRH). Assistance is requested for this critical area. Presently, most of the
professional and technical staff working in Maldivian hospitals are expatriates employed
by the Government. With the opening of the new Indira Gandhi Memorial Hospital, the
number of expatriate professional and technical staff will increase even further (see table
below). The Government's policy is to replace skilled expatriate personnel with skilled
Maldivian personnel, as soon as feasible, both in Male' and the atolls. The Government
has accorded top priority and urgency to this policy, realizing that capacity building - vital
for self-reliance - takes time. The Government identified urgent requirements in HRH,
listed in detail in the relevant proposal in Part II. The Government is planning to develop
a long-term HRH Master Plan during 1995. Assistance is requested for the Master Plan.
The identified HRH requirements are urgent and need not await formulation of the Master
Plan. For example, a range of postgraduate requirements have no Maldivian expertise as
yet, both in Regional Hospitals and in IGMH, where the additional target of replacing the
Indian deputations within 5 years has to be met. The magnitude of this task becomes clear:

Table: Medical, Nursing and Paramedical Personnel in Maldives, as at 30 Sept 1994.
(Source: Ministrv of Health & Welfare)

Doctors Nurses Paramedics
Central Hospital (Staff and Assistant)
Maldivians 15 75 6
Expatriates 21 31 7
Indira Gandhi Memorial Hospital
Indian Deputations: Already Arrived 15 30 8
Indian Deputations: Total Expected to Arrive’ 30 44 12
Regional Hospitals (txparriate Stafpy
Haa Dhaalu 4 3 2
Raa 2 1 1
Meemu 2 1 1
Seenu (includes one Maldivian staff nurse) 4 3 2
Atoll Health Centres 17 1 48 (CHWs)




The Central Hospital staft completed the phased transfer to the new Indira Gandhi
Memorial Hospital in carly 1995. Out of the 106 nurses at Central Hospital, half (53) are
staff nurses (with Diploma and higher qualifications), others are closer to assistant fevel.
IGMH will additionally have 44 nurses deputed by India (16 of whom at auxiliary level).

Also, with the exception of one staff nurse, the medical doctors, staff nurses and
paramedics at Regional Hospitals are presently expatriate. Half of the 8 nurses at Regional
Hospitals are staft nurses. Of the paramedical staft, there is one laboratory technician in
cach Regional Hospital. Haa Dhaalu and Scenu Regional Hospitals cach have one
radiographer in addition. Due to popular demand. doctors have been posted at Atoll Health
Centres in 1994, They are also expatriate, and need to be replaced.

Compared to the personnel situation as at 31 December 1993 (see table below), the
increasc in the number of (mainly expatriate) doctors in the country. and the placing of
doctors in Health Centres. are mmportant changes effected during the first 9 months of
1994, Only the Community Health Personnel is all Maldivian.

Table: Health Personnel in Maldives, as at 31 December 1993
Category Republic Male' Atolls
DOCTORS (Total) 45 32 13
of whom- General Duty Doctors 26 13 13
Specialists 19 19 -
NURSES (Total) 153 81 72
of whom: Staff Nurses 31 24 7
(Assistant) Nurses 122 57 65
PARAMEDICAL STAFF (Total) 29 20 9
of whom: Laboratory Technicians 17 11 6
Physiotherapists 1 1 -
Radiographers 4 4 -
Dental Mechanic 2 2 -
Dental Hygienist 2 2 -
Others 3 - 3
COMMUNITY HEALTH PERSONNEL (Total) 1,220 276 944
of whom: Community Health Workers 45 - 45
Family Health Workers 262 21 241
Trained Foolhumas 721 255 466
Untrained Foolhumas 192 - 192

(Source. Ministry of Health & Welfare, 1994)




Against this background, the Ministry of Health and Welfare identified the
Maldivian staff and training requirements, tor IGMH and the Regional Hospitals, in the
following areas and in order of priority:

Table: Postgraduate Requirements in Medicine and its Specializations.
Staff Requirement Available Training Requirement
IGMH
Orthopedics 2 0 2
Anesthesia 5 0 5
Gynaecology 5 1 4
Ophthalmology 3 1 2
Biomedical Technology* 2 0 2
Radiology 2 0 2
Dermatology 1 0 1
Surgery 5 3 2
Medicine* 6 2 4
Pediatrics 4 0/1 3
Pathology 1 0 1
Cardiology 1 0 1
Psychiatry 2 0 2
ENT 2 1 1
Nephrology 1 0 1
Urology 1 0 1
Gastroenterology 1 0 1
Microbiology™* 1 0 1
REGIONAL HOSPITALS
Gynaecology 5 0 5
Anesthesia 5 0 5
Surgery 5 0 5
Pediatrics 2 0 2
Medicine* 2 0 2
DENTAL
Dentistry* 3 0 3
Hygienist* 8 4 4
* possible as first degrees also. (Source: Ministry of Health & Welfare, 1994, 1995)

It is striking from the above list that there is, as yet, little or no national capacity
n many medical specializations. And even in areas where capacity exists (e.g. nursing),
a colossal effort will be needed to be close to self-reliance within 5 years.

31



It is noteworthy and positive that there are currently 44 Maldivian medical students
under training abroad (as at 30 September 1994). These will qualify during the next 5
years. Together with Maldivian doctors already practising, there will be a sizable pool of
qualified doctors, from which to select candidates for the required specializations.

Shortages of trained personnel are acute not only at the graduate and specialized
levels. Other health professionals are also scarce, and often overburdened as a result. This
is particularly acute for basic health personnel such as the Family Health Workers (FHWSs)
and Community Health Workers (CHWSs), cornerstones of the Primary Health Care
System. The category of Health Assistant (HA). who are Certificate holders also, preceded
(and was replaced by) the Community Health Worker. As at 30 September 1994, there are
48 CHWSs working in the atolls, four of whom are HA Certificate holders. In addition. five
CHWs are working in the capital Male'.

Each Health Centre is authorized to have two CHWs. However. many of the 26
Health Centres have only one CHW working in them, although, by January 1995, the
country has trained 106 CHWs. However, it is noteworthy that a considerable number of
Community Health Workers (22) and of Health Assistants (17) have risen o senior
managerial posts. They continue to serve the sector and the public, in a varicty of
capacities, within the Ministry of Health and Welfare, the Deparument of Public Health,
the Institute of Health Science, the Central or Regional Hospitals, the Maldives Water and
Sanitation Authority or the Male' Health Centre. '

At the level of the Family Health Worker, 481 have been trained by January 1995,
However, still some islands, about 18, are without any serving Family Health Worker.
There are other reasons for uneven distribution of trained personnel. The widely dispersed
geography of the country is one. Also, although the required number of candidates have
been trained, shortage of accommodation or housing facilitics can be a problem for some.
The relative lack of financial and other incentives can be a problem for others.
Furthermore, those trained may prefer to work on their own islands, or leave the health
sector, rather than be stationed elsewhere.

The resulting” shortage of trained health personnel in the atolls makes direct
provision of services at these levels frequently difficult. This is also true tor supervision
and support to island-level health workers (FHWs and /‘oolhumaas), who are stll the
mainstay of the family health, maternal & child health and child spacing programmes. The
training programmes for FHWs and /‘oolhumaas are scheduled for review in late 1995 or
early 1996. The strategy of training local people for subsequent service in their own atolls,
is thought to improve the HRH situation in the atolls, in the long term.



The Institute of Health Sciences (IHS), established in 1973, is the only institution
in this country providing specialized training for health sector personnel. Interestingly, the
first Plan of Operations between the Government of Maldives and the World Health
Organization provided for the organization and conduct of a training course for Health
Assistants (HA), highlighting the importance of human resources development even at that
time. The first batch of 14 students passed the HA examinations in 1963, ten years before
IHS was established, with training of Nurse Aides and Foolhumas also commencing.

Today and for the forseeable future, the development of national capacity in training
health personnel is of key importance towards achieving sustainable development of health.
IHS 1s well-appointed in four-storey, purpose-built, modern facilities inaugurated in 1992.
IHS represents a big effort for capacity building on the part of the Government, spanning
the training of trainers, curriculum development and the launching of new courses and
capacity. Completing the two-year tertiary training in General Nyrsing and Midwifery
offered by IHS, the first batch of six students received their Diploma in November 1994
In all, THS organizes and runs seven courses of study in the key areas of nursing,
community health personnel and pharmacy assistance. These are: 1) General Nursing and
Midwifery, 2) Community Health Worker, 3) Pharmacy Assistant, 4) Nurse Aides, 5)
Family Health Worker, 6) Birth Attendant (Foolhuma), 7) Auxiliary Nurse Midwife.
Furthermore, while wishing to analyse the situation, there are plans to introduce a new
course in the area of Labotatory Technology also.

The following series of tables summarizes salient facts about national capacity

building for health as provided by the Institute of Health Sciences.

Table: Entrance Requirements and Language Medium for Subjects and
Courses taught at the Institute of Health Sciences, Maldives.

Subject/Course Language Entrance Requirements

General Nursing/Midwifery English GCE Ordinary Level

Community Health Worker English Basic Education Grade 9
Pharmacy Assistant English Basic Education Grade 9

Auxiliary Nurse Midwife English Senior Nurse Aide (Syrs experience)
Nurse Aide English Basic Education Grade 9

Family Health Worker Dhivehi Basic Education Grade 5
Foolhuma (Birth Attendant) Dhivehi Basic Education Grade 5

(Source. Institute of Health Sciences, 1994)



Table: Durations, Awards and Annual Maximum Admission Capacities for
Subjects and Courses taught at Institute of Health Sciences, Maldives.

Subject/Course Duration (4ward) Admission Capacity
General Nursing & Midwifery Three years (Diploma) 18
Community Health Worker Two years (Certificate) 18
Pharmacy Assistant One year (Certificate) 18
Auxiliary Nurse Midwife Six months (Certificate) 18
Nurse Aid . One year (Certificate) 18
Family Health Worker Six months (Cerrificate) 36
Foolhuma (Birth Attendant) Four months (Certificate) 12

(Source: Institute of Health Sciences, 1994)

Table: Actual Enrolments and expected Completions, in 1994 and early 1995,
at the Institute of Health Sciences, Male', Maldives.
Subject/Course New Enrolments Continuations Completions
' (starting June 1994) (from 1993) (during 1994)
General Nursing & Midwifery 16 10 6
Community Health Worker (CHW) 9 6 6
CHW (Two Months' Upgrading) 8 - 7
Pharmacy Assistant 14 11 10
Auxiliary Nurse Midwife 10 - -
Nurse Aide 14 - -
Family Health Worker (FHW Busic) 20 - 20
FHW (Three Months' Upgrading) 19 - 14
Birth Attendant (Foolhuma) 12 - 12
Foolhuma (2 Weeks' Upgrading) 100 - 75
First Aide (Two Weeks) 40 - 24

(Source: Institute of Health Sciences, 1994, 1995)
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Table: Categories and number of Health Personnel trained, actual and
anticipated by the year 2000, at the Institute of Health Sciences.

Cumulative Totals
Trained by End of Year

1994 2000
General Nursing and Midwifery 6 92
Community Heaith Worker 106 195
Community Health Worker (Upgrading) 26 79
Laboratory Technology (Planned new course) 0 48
Nurse Aide 223 337
Pharmacy Assistant 45 135
Auxiliary Nurse Midwife 10 70
Family Health Worker (Basic) 481 501
Family Health Worker (Upgrading, Male' & Atoll) 105 230
Trained Birth Attendant (Foolhuma) 554 578
Trained Birth Attendant (Upgrading) 100 800
First Aide (Two Weeks) 384 604
Hospital Auxiliaries (in 1993, for Guraidhoo) 4 4
Community Health Aides (until 1987) 64 64

(Source: Institute of Health Sciences, 1995)

It is important to comment (as mentioned above) that the training courses for
Family Health Worker and Birth Attendant are scheduled for review in 1996. Therefore,
the Institute for Health Sciences did not add any planning figures for the years 1996-2000.
It is possible that the existing courses and categories for Foolhumaas and Family Health
Workers may be up-graded as part of an overall strategy to strengthen the background of
health personnel at the island level.
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Graph: Human Resources for Health trained at the Institute of Health Sciences
since the foundation of IHS, Male’, Maldives (1973-1993).
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(Source: Institute of Health Sciences, 1994)

The range of training at IHS therefore encompasses basic level health workers and
more qualified levels, including the nursing profession.

Since 1991, the Institute offers a diploma-level training course in General Nursing
and Midwifery. The Diploma for Nurses and Midwives is a good example for the gradual
development of tertiary education opportunities in Maldives: this course, and IHS, require
strengthening as a matter of urgency. Otherwise, the momentum for national capacity
building, crucial to sustainable development of Health, could suffer a serious blow. The
proposal to strengthen both the diploma nursing and midwifery programme and IHS as
a whole is therefore one of the priorities included for support in Part II. Fundamentally,

the Institute provides a modern working environment conducive for further qualitative
improvements.
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For most of the remaining categories of health personnel, especially the more
advanced or specialized professions allied to medicine, training has to be carried out
overseas. Major problems in implementation of in-country training is the lack of qualified
teaching staff and inadequate supply of up-to-date reference and health learning materials.
These components are important for strengthening IHS as a whole.

High priority is thus given to staff development and to improving teaching
resources. This is vital to enable IHS to effectively train at least some of the required
categories of health personnel and to upgrade the knowledge of existing health personnel.
Both are crucial prerequisites for achieving sustainable health development, involving
quantitative and qualitative aspects.

In addition to developing the technical skill base in the country, the Government
also recognizes the need to improve the managerial skills of health workers for the new,
anticipated demands of a less concentrated health system. In accordance with this
objective, appropriate training opportunities for health managers will be developed in
collaboration with the Maldives Centre for Management and Administration (MCMA).
Management traininig for health personnel working at the atoll level is equally necessary.

The combination of technical and managerial training, together with in-service and

up-grading initiatives, are also part of the qualitative aspect towards sustainable
development of Health.
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Population.

In 1966, Maldives celebrated its total population reaching 100,000. Census of the
population is conducted on a quinquennial basis. At the time of the last Census (1990), the
Maldivian population totalled 213,000. Of these, 158,000 lived in a rural setting, and
55,000 in the urban capital Male'. In 1992, the total population was estimated to have
expanded to 231,000, with a rural/urban estimate of 171,000 and 60,000, respectively.
The population estimate for 1994 is above 240,000, the projection for the year 2000 1S
286,350 (Maldives Statistical Yearbook 1994). The Republic of Maldives has persistently
one of the highest population growth rates in the world. Its population grew at an annual
average of 3.2% between 1977-85 and at 3.4% during the period 1985-90, with little
evidence of decline thereafter. Such growth rates pose a very big problem for achieving
sustainable development, in health, in education, in employment, or indeed in any area.

Early marriage, divorce and remarriage rates are exceptionally high. Maldivians
marry at a young age. About 82% of the married women are known to have married in
their teens, between 13 and 19. A crude survey showed that by the end of the fifth year,
50% of new marriages had ended in divorce. The divorce rate was 70%, according to a
recent UNIFEM survey. In addition, re-marriage to a previous husband (or wife) is not
unusual. On average, a Maldivian woman had married four times by the age of 50, and
given birth to seven children in the atolls, and five to six children in Male". During her
life, the average total fertility of the Maldivian woman is 6.4 children.

The project on child spacing has had only limited success in promoting acceptance.
In 1993, the contraceptive prevalence rate (CPR) has been estimated at about 15%. While
this is an increase over the 5% rate of 1989, it is however far behind the sector target of
30%. At the Fifth Maldives Round Table Meeting in Geneva (18 October 1994), an
increase in the contraceptive prevalence rate to 24% has been reported for some atolls. The
main contraceptives in use are oral, injectable and condoms. Contraceptive availability,
from low levels, has continued to expand in the atolls. Island-based availability through
Katheebs (Island Chiefs) and Family Health Workers exists in addition to availability
through the atoll health centres. Condoms and other contraceptives are made available only
to married couples for child spacing.

The United Nations Population Fund (UNFPA) undertook its first ever Programme
Review and Strategy Development (PRSD) for Maldives during 1993. UNFPA launched
a new Country Programme during 1994, with a comprehensive approach for institutional
strengthening, contraceptive supply, information and education. The forthcoming Census
in Maldives, scheduled for the later part of 1995, is another halimark.
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Infant Mortality.

infant Mortality Rate, Maldives
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Probably the most important improvements in the health status of Maldivians relate
to infant mortality (see graphs above, and table below) and life expectancy. The decline
in the infant mortality rate has been dramatic: from 127 and 75 per 1,000 live births in
1978 and 1983, respectively, down to 34 per 1,000 live births in 1993. The increase in the
life expectancy to 64.13 years for females and 66.01 years for males (Census 1990) is also
significant. Life expectancy at birth has further increased to 66.95 years (Estimate 1992).
However, Maldives is one of the few countries in the world, where life expectancy for
women is lower than for men.

Table: Infant Mortality Rate (IMR) in Maldives (per 1,000 live births), 1983-1993

IMR 1983 | 1984 | 1985 | 1986 | 1987 | 1988 [1989| 1990 | 1991 | 1992 | 1993
Maldives 75 68 60 58 50 48 43 34 38 31 34

(Source: Ministry of Health and Welfare, 1994)

However, the still birth rate has remained quite high, and fluctuating at or around
20 per 1,000 live births, for the last 10 years (see table below). The rate was 24 per 1,000
live births in 1993. As to infant mortality, of the total infant deaths occuring during the
first month of life, about 60% may be due to improper resuscitation, birth injury, low birth
weight, acute respiratory infections, congenital anomalies and tetanus. Partly, this is the
result of over 50% of the deliveries being conducted by the untrained traditional birth
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attendants. About 20% of children are born with a weight below 2,500 grams. Babies of
low birth weight are more susceptible to malnutrition, infection and illness.

Table: Still Birth Rate in Maldives (per 1,000 live births), 1983-1993
Still Birth Rate| 1983 | 1984 | 1985 | 1986 | 1987 | 1988 | 1989 1990 | 1991 |1992] 1993
Maldives 26 24 21 16 20 21 20 19 19 20 24

(Source: Ministry of Health and Welfare, 1994)

Maternal Mortality.

The maternal mortality rate, MMR, appears to have declined somewhat, but is still
high at its last recorded level of about 2 per 1,000 live births in 1993 (Maldives Statistical
Year Book 1994). Howevber, since previous years have shown considerable fluctuations
in the rates of maternal mortality, Maldives cannot yet be sure of a real declining trend.
Many factors are responsible for this high level of MMR. These include many risk factors:
frequent, closely spaced pregnancies, iron deficiency anaemia (11.5% of pregnant women
in nine atolls according to one survey in 1986). Inadequate antenatal care, home deliveries
conducted by traditional birth attendants (trained and untrained), and inadequate facilities
to manage high risk pregnancies are other problems. Detection of high risk pregnancies
is often difficult, due to a lack of trained personnel or/and due to the absence of adequate
antenatal care, even on those islands where such personnel exist. An initiative towards
safer motherhood in Maldives is therefore considered necessary (see Part I). In 1994 and
1995, local communities emphasized maternal mortality during activities related to the
initiative of Atoll Team Problem Solving piloted in some of the southern atolls.

Table: Maternal Mortality Rates (MMR) in Maldives (per 1,000 live births), 1988-1993

MMR 1988 1989 1990 1991 1992 1993
Republic of Maldives 4 3 5 4 3 2
Male' 2 2 1 1 4 0
Atolls 4 3 5 5 3 2

(Source: Ministry of Health and Welfare, 1994)
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The widely dispersed geography of the country poses considerable logistical
challenges. Timely referral facilities outside Male' are often very difficult. Not all of the
Regional Hospitals are staffed with a resident obstetrician-gynaecologist and one
anesthesiologist. The others lack the necessary personnel to deal with these problems.
Absence of facilities to attend to complicated delivery cases at the regional and atoll levels
have resulted in transfer of those cases to Male'. Often, precious time is lost due to
logistical problems, at times with resulting loss of lives. During 1993 and 1994, a total of
150 and 164 welfare-assisted medical evacuations were effected from the atolls to Male',
respectively, involving considerable cost also. Generally, about 50% of all medical
evacuations (from atolls to Male') are obstetric patients.

Graph: Maternal Mortality Rate in Maldives 1988-1993.
(Source: Ministry of Health and Welfare, 1994)
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Nutrition.

Despite access to sea foods, as well as many imported food items, diets are not
optimal, and result in generally poor growth of the children. Undernutrition is a public
health problem in Maldives. An analysis of the growth charts of more than 6,000 children
showed that in Laamu Atoll, on average, a Maldivian child is born at about 90% of the
International Standard for Weight (Harvard 50th percentile). The average child then grows
normally, gaining weight till s/he reaches the third or fourth month of life. While exclusive
breast feeding is best for the baby during the first four to six months of life, breastfeeding
is not widely practised on an exclusive basis, according to a survey by the Department of
Public Health in 1994: while 80% of Mothers are estimated to breastfeed their babies, this
is frequently mixed with bottle feeding. In addition, some Mothers breastfeed their babies
for prolonged periods together with the introduction of inappropriate weaning foods (eg.
black tea), sometimes under unhygienic conditions.

According to recent estimates, 31% of the children under 3 years of age were
stunted, with chronic Protein Energy Malnutrition (PEM); 7% were wasted (i.e. with acute
PEM); and 3% were both stunted and wasted. Despite the lack of hard data, the experience
of the atoll and island situations indicates that there are a number of underlying factors.
Mothers with anaemia, often malnourished themselves, bear children at an early age and
have too frequent and too closely-spaced pregnancies. As a result of some or all of these
factors, mothers are likely to give birth to babies of low birth weight.

Frequent worm infestations also contribute to the degree of severity of malnutrition
observable in children. As is shown by relevant surveys, the prevalence of worm
infestation in the child population of the country was reported to be as high as 70-75% in
several atolls where this has been studied. The prevalence of worm infestation is somewhat
less in the capital Male'. The section on Diarrhoeal Diseases has further details, as does
the proposal, in Part II, to assist the control of intestinal parasitic diseases in the country.

Analysis of the two-year Nutrition Survey (1993 & 1994) is expected soon: it should
provide more detailed information on child nutrition, breast feeding, weaning foods and
practises, feeding during illness. The hope is also to identify a locaily available food to
prepare nutritious recipes suitable for children at weaning age. The data will be used to
identify problems of dietary habits regarding child rearing and to develop an appropriate
strategy. A better understanding of existing dietary and weaning practises is anticipated to
pave the way towards formulation and implementation of an inter-sectoral, national Plan
of Action for Nutrition during 1995.
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Expanded Programme of Imnmunization.

Table:  National Immunization Status by Type of Vaccine.

Vaccine Coverage (in %)

1990 1991 1992 1993 1994
BCG 99 99 99 .4 89 98
DPT 1 97 98 99.2 93.2 98
DPT 2 96 98 98.3 98 97.1
DPT 3 94 97 98 90.2 96.1
Oral POLIO 1 97 99 99 4 99.5 99
Oral POLIO 2 96 98 98.3 99 98
Oral POLIO 3 94 97 98.1 98.3 97.2
Oral POLIO 4 21 88
MEASLES 96 97 98 86 96.5
TETANUS Toxoid 89 93 95.2 94 94.3
HEPATITIS -B -1 80 89
HEPATITIS -B -2 59 77
HEPATITIS -B -3 21 63.4

(Source: Department of Public Health & Ministry of Health and Welfare, 1994, 1995)

Immunization coverage continues at over 95% for the majority of the six vaccines
for childhood diseases (polio, measles, tetanus, whooping cough, diphtheria, tuberculosis).
This is one of the highest rates of immunization in the Region (see above table). However,
in 1993, levels for BCG and measles coverage dropped to 89% and 86 %, respectively,
with some recovery reported in 1994. Tetanus toxoid vaccination covers above 90% of
women of reproductive age: 7 cases of neonatal tetanus were registered during 1991-1993.

In 1993, the (donated) vaccine for viral hepatitis B was administered to all new born
babies in Maldives for the first time. It was therefore added to the national calendar of
vaccinations under the Expanded Programme of Immunization (EPI). The recent inception
of the viral hepatitis B immunization programme explains the high coverage for the first
dose, and lower coverage for the second and third doses. These have improved in 1994.
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While no indogenous cases of polio have been registered during the last ten years,
one case of paralytic poliomyelitis has been reported recently, which was likely to have
been imported. A supplemental OPV mass immunization programme was therefore
carried out, in November 1994, for children in Male' under 5 years of age. This
opportunity and subsequent opportunities were used to improve immunization coverage of
other childhood vaccines too, especially measies. Generally speaking, strengthening the
Health Information System in the country will support the surveillance of immunizable
diseases. Therefore, a programme proposal, in Part II, has been developed in this area,
which is fundamental to health systems. Evaluating EPI activities might also be useful.

The actual process of immunization has been decentralized to the atoll level, with
the involvement of mobile teams from the Regional Hospitals. A cold chain is maintained
at the central level. By early 1995, all atolls were scheduled to have solar refrigerators to
enable effective storage of vaccines in the atolls. The reportedly excellent coverage under
the Expanded Programme of Immunization in Maldives was aided by a fundamental policy
decision, whereby full immunization was made a requirement for school entrance.

Water, Waste and Sanitation.

One of the main environmental problems of Maldives is the provision of clean fresh
water for the population. Particularly in the capital Male', demand for fresh water
constantly exceeds supply. In Male', the underground fresh water lens is very severely
depleted. Well water, mostly used for washing, is therefore saline and of very poor
quality. Collected rain water (18,000 cubic meters), and desalination plants producing
1,440 cubic meters per day, together give 100% access to safe drinking water to the
population of Male', even at the rate of about ten litres per person per day. The water is
distributed through water taps located in the vicinity of mosques. Plans have been prepared
for expanding the availability of potable water supplies and for the transfer of
responsibility for the provision of services from the Government to a joint venture with the
private sector. A Regulatory Body to maintain standards for water protection will be set
up at the same time. In Part II, the programme to support the water sector comprises two
initiatives: one, to assist the planned Regulatory Body, and two, to step up the rural supply
of potable water by provision of commurity and household HDPE water tanks.

In the rural areas, wells and collected rain water are the main sources of drinking
water. MWSA reported that as at January 1994, about 85% of the atoll population had
access to adequate potable water, at the rate of two litres per person per day, for a period
of 88 days. This was achieved mainly by the provision of rain water collection systems to
supplement the underground water sources (which, in some areas, is not suitable for any
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purpose). However, the quantity of two litres per person per day is considered rather
modest. Furthermore, needs for, and usage of, potable water have increased. In addition,
the Department of Meterology has suggested to extend the applicable period to 90 days.
Government is therefore considering actively whether the target for provision of safe
potable water in outer atolls and islands can be improved to four litres per person per day,
for a period of 90 days. MWSA reported that sanitation facilities are provided to a
reasonable level (96%, as at January 1994) in the capital, while only 26 % of households
in the rural areas have adequate excreta disposal facilities. The installation of a water and
sewerage system for Male' has been a landmark project during the 1980s. Improvements
in the ventilation of the system have been advised to prevent (and repair) corrosion
damage, and work on this is under way.

Furthermore, facing a big waste disposal problem, the overcrowded capital island
needed to tackle refuse collection: a recent country project, assisted by UNDP, set up an
on-going collection system (in Male') together with a disposal system (on the nearby island
of Thilafushi) for the solid waste generated by the capital. The Ministry of Construction
and Public Works is the focal point for this scheme. MWSA is monitoring the quality of
water on Thilafushi island itself, and of the nearby sea water. Also, MWSA is conducting
public awareness activities on issues pertaining to water, sanitation and refuse collection.

Diarrhoeal Diseases.

Diarrhoeal diseases are rooted in unsafe drinking water and contaminated food, as
well as lack of sanitation and personal hygiene. The ground water in Male', as well as in
most islands, is polluted. Diarrhoea has been a major problem and remains one of the most
common diseases in both urban and rural areas. Serious epidemics occurred in 1978
(Cholera) and in 1982 (Shigella). The Cholera epidemic affected 50% of the islands, and
more than 15,000 cases and 200 deaths occurred. The two epidemics in 1978 and 1982
prompted a nation-wide diarrhoea control programme where the main emphasis was on
reduction of mortality by oral rehydration therapy (ORT), control of epidemics through
epidemiological surveillance, training of family health workers and community health
workers, and provision of better drinking water in many outer islands. Between 1992 and
1993, there has been a reduction in the reported cases of Diarrhoea in the Republic as a
whole (Maldives Statistical Year Book 1994). While the number of cases, as reported by
the Regional Hospitals, increased slighthly between 1992 and 1993, the diarrhoeal cases
reported by the Atoll Health Centres dropped sharply, while cases reported in Male'
(Central Hospital and Health Centre) remained more or less constant. Wide knowledge and
usage of ORT has resulted in a reduction of the case fatality rate, which decreased from
1.13 in 1990 to 0.87 in 1992. No cases of cholera were reported after the 1978 epidemic.
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In 1992, a survey showed that in Laamu Atoll 68% of children under 3 years of age
were suffering from worm infestation, mostly Ascaris and Trichuris, and hookworms.
From other observations, for example in Faafu and Dhaalu atolls, it appears that this
endemic pattern is applicable to most outer islands. The capital Male' is excepted from this
generalization, because the life style is significantly different and sanitation better. Mass
deworming, together with comprehensive hygiene promotion, are expected to impact
positively on this public health problem.

Table: Diar}'hoeal Case Fatality Rate (%) in Children under Five, Maldives 1990-93.

Year Reported cases Case-fatality rate
1990 5239 1.13
1991 6317 2.89
1992 6898 0.87
1993 7158 1.40

(Source: Ministrj’ of Health & Welfare, 1994).

Acute Respiratory Infections.

Many diseases can cause Acute Respiratory Infections (ARI). In children, Acute
Respiratory Infections and pneumonia in particular are one of the major problems in terms
of morbidity and mortality. Even if the available country data on ARI may not be very
solid or comprehensive, it has been estimated that about 18 % of the deaths in children aged
0-4 (years) are due to pneumonia. Early detection and referral of pneumonia, and correct
treatment of acute respiratory infections, have shown to have a significant impact on the
reduction of mortality.

Asthma is also recorded as a very common problem in children and also in adults.
Coral dust and Ascaris infection are claimed to be the major causes. During 1992,
Government and private doctors, nurses and programme managers of the Department of
Public Health have been trained on ARI case management. In 1993, a national programme
on the prevention and control of Acute Respiratory infections has been launched in the
whole country. Further training activities for the management of acute respiratory
infections (in children under 5 years) were conducted in late 1994.
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Vector-borne Diseases.

Regarding disease control, the biggest achievement has been in the maintenance of
malaria-free status in Maldives. Malaria used to be the major public health problem in the
country. In fact, the first WHO mission to Maldives, in 1951, dealt with the subject of
vector-borne disease control in the country, filariasis in particular. Since September 1984,
there have not been any indigenous cases of malaria. Very good progress continues to be
made in maintaining Maldives malaria-free. This achievement is sustained by vigilant, on-
going surveillance efforts by the country, both in Male' and the atolls (e.g. larval
collection surveys, examination of different types of breeding places, microscopic
examination of test slides). At present, the specific malaria vector is not found in
Maldives, but there is potential danger of re-introduction of both the vector (for example
by containers, air crafts) and the parasite (for example by travellers, migrant personnel).

Filaria control shows some improvement. However, work is still required to repeat
the achievements of Malaria control with respect to Filaria also. In 1989, there were 368
registered cases under surveillance. This figure includes the number of cases carried
forward from the previous year plus 158 new cases. Filaria cases increased to 405 in
1990, of whom 122 were new cases. In 1991, 326 cases were under surveillance, with
162 new ones. In 1992 and 1993 a declining trend set in, with 237 and 222 cases under
surveillance, respectively, of whom 56 and 66 were new cases, respectively (Maldives
Statistical Year Book 1994). Considerable progress has been made in preventing filariasis
from developing into advanced stages. In the recent past, no filariasis cases have
progressed to the stage of visible deformity. Interestingly, some atolls in Maldives are
reportedly free of filaria (for example, Seenu, Haa Alif, Baa, Raa, Faafu, Dhaalu,
Meemu), whereas others report filaria prevalence (for example, Gaafu Alif, Gaafu Dhaalu,
Laamu, Thaa, Haa Dhaalu, Noonu, Shaviyani). The islands of Felivaru and Male' also
report filaria cases, presumably due to their very mixed populations. The Filaria parasite
in Maldives has been identified as Wauchereria Bancroffti.

Dengue fever (DF) is an endemic disease in the Maldives. The first epidemic of DF
was noticed in 1979 in two islands of Baa Atoll. The most recent epidemic of DF occurred
in early 1988. In this outbreak 2,054 cases were registered in OPD at the Central Hospital
in Male'. Nine deaths were also reported. Entomological surveys showed a heavy load of
the DF vector (Aedes) breeding in the islands. Sero-surveys in Male' and in the islands
showed a very high level of antibodies for dengue type 1 and 2. It is expected that
epidemics will continue to occur unless effective control measures are undertaken.
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