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Chapter One
Introduction

Geographical Features

Sultanate of Oman is located in the south eastern corner of the Arabian
Peninsula. Its coastal line extends 3,165 kilometers from the Strait of Hormuz
in the North to the borders of the Republic of Yemen, overlooking three seas:
the Arabian Gulf, Sea of Oman and the Arabian Sea. It borders Kingdom of
Saudi Arabia and United Arab Emirates in the West, the Republic of Yemen
in the South, the Strait of Hormuz in the North and the Arabian Sea in the
East.

The total area of the Sultanate of Oman is approximately 309.5 thousands
square kilometers. The Sultanate is composed of varying topographic areas
consisting of plains, wadis (dry river beds) and mountains. The most
important area is the plain overlooking the Oman sea and the Arabian Sea
with an area of about 3% of the total area. The mountain ranges occupy almost
15% of the total land of Oman. The remaining area is mainly wadis and desert
(about 82% of the total area). The climate differs from one area to another; it
is hot and humid in the coastal areas in summer, hot and dry in the interior
with exception of higher mountains and Dhofar Governorate, which enjoy a
moderate climate throughout the year.

The Sultanate of Oman is administratively divided into 11 Governorates with
61 Wilayats. These Governorates are : Muscate Governorate, Dhofar
Governorate, Musandam Governorate. Al Buraymi Governorate, Ad
Dakhliyah Governorate, Al Batinah North Governorate, Al Batinah South
Governorate, Ash Shargiyah South Governorate, As Shargiyah North
Governorate, Adh Dhahirah Governorate and Al Wusta Governorate.

Aadid) ;¥ deadll ) - ) daia

Jo¥) Juadl)
deadiall
48 ja pailad
Lelal o iaiy A pall 3 5all 4pdl JBoa) Cgiall a8 plee dibalu o

MJ}@.A;\M;L\AI\ QJ}A;GJ;}JM\GSJA)A MUA\).\AJX:\S ¥yto ddlia
Al e sy call jags glae gy qoall lddl e e B30 e Jlai 5 el
Aiall 4 seand) Csiall Gas Bastall A el Gl LY A ga s A0 gaid) Ay jall ASladl)

o) s LAl ey 308 Badae Jadl) (e

Ll W) jgaily a e siaslSali¥ed,0 dlpa glac dahl wdal e il
iy sl s Gl sl s Jaall e (g S8 il Ll A da AL
‘?’)—’J‘H}OI—“‘;HH‘;J—LS : [MEEECN \_bﬂw\e_ﬂ A.Jg_ul\u\_laal;.d\
Al il bdlaad) Jad Lain (lae Akl dalise  Jan) (50 %Y das Jia5 4
ot ol 1 Ll lae Al iy ol N1 Jlaa) e %) © o)L dal
Al ) al ) e % AY iy gl jaal) il dailaall 5 ol gl JS
‘H\_\LJJ\JIAU}LM&HYLEBBAU_AuLAQmC\_MMU_‘mJ
Jad) 8 1 ele dgdalall el badlaall 8 Ldla | s ,m_mu;t_ux\ e Ladlall
el gk Jine gy e Al il ddailaa g Ayl

Alalid) il g 4Y 5 1) Lgaii Adablae 5 ydic aad () Lyl (lae didals andss

Adalall Adadlans 5 ey yall Adablas 5 adicee Adadlae g jlils Adailas g Jaiise Adailas o

Jles dadlae g 48 3l G gia Adnilaa g bl gt Adnilaa g dibald) Jlad ddadlas
oo o) Adadlaq g5 jallal) dladlag o 448 50



Figure 1- 1: Diagrammatic Presentation of the Sultanate of Oman Olas Ahlud Jasdadi s s V- Y ay
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Demographic Features

The first General Census of Population, Housing and Establishments was carried
out in the Sultanate of Oman in December 1993. The detailed results of the General
Census have been published over two years time. According to the census, the
population of Oman was about two million of which about 27% were non-Omanis.
Before that first census, demographic information and population estimates and
projections were based on survey results such as the 1985 “Demographic Survey”
and the 1988 “Child Health Survey”.

In 2003, the second General Census of Population, Housing and Establishments
was carried out in the Sultanate of Oman. The census reference night was 7-8
December, 2003. Results showed that the total population was 2,340,815 of which
23.9% were non-Omani. The third General Census of Population, Housing and
Establishments was conducted in 2010.

According to National Center for Statistics and Information (NCSI) estimation, the
mid year population for 2017 Omani population shows a sex ratio of 102 males per
100 females. It is a young population, about 15.3% and 36.8% of the population
are under-5 years and under-15 years, respectively and only 6% are 60 years and
over. More than quarter (25.8%) of the total Omani population is females in the
reproductive age group (15-49 years). They represent nearly 52.1% of all females
and about 42.9% of them are expected to be married. The world health survey
(WHS) 2008 has showed that the singulate mean age at first marriage (SMAM) is
29.1 years for males and 26.8 years for females. The rise of the singulate mean age
(20.7 for female and 24.7 for male according to 1993 census) might be one of the
factors responsible for the decline in fertility rate in Oman. The Total Fertility Rate
(TFR) of Omani women was estimated from 1993 census data to be 6.9 and has
declined to 3.56 according to 2003 census and became 4.0 during 2017.

The Crude Birth Rate (CBR) is estimated to be 33.5 per 1000 Omani population
during 2017. The CBR showed a drop of 16.9% over the past twenty two years
(1993 CBR= 40.3). This is also accompanied by a decline in the Crude Death Rate
(CDR) from 7.3 in 1993 to 2.9 per 1000 Omani population in 2017. This
represented a 60.3% decline in the past twenty three years.
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Table 1- 1: Population Characteristics (Omani Population)*

#(and) painall) M) paiad ;) - Jgan

-

Characteristic 2017 2016 2015 2014 2010 2005 2000 1995 Axaldll
Population oSl
Omani | 2,505,369 | 2,427,825 | 2,344,946 | 2,260,705 | 2,081,054 | 1,842,684 | 1,777,685 | 1,552,020
D=
Expatriates 2,054,594 | 1,986,226 | 1,814,156 | 1,732,188 | 1,156,358 | 666,153 623,571 539,400 |,
Total | 4959963 | 4,414,051 | 4,159,102 | 3,992,893 | 3,237,412 | 2,508,837 | 2,401,257 | 2,091,420 L
Omani Population Characteristics: 1kl aainal) Gailad
Sex Ratio (males per 100 females) 102 102 102 102 102 102.1 103 104 (LY e Voe U815 583) £ il A
Under 5 Years (% of Omani Population) 15.3 14.9 14.9 145 12.7 11.9 14.0 16.3 (honll gsinadl) e %) Sl i © (0 3
Under 15 Years (% of Omani Population) 36.8 36.1 35.7 35.1 34.3 38.9 43.2 49.9 (el ainadl (e %) A VO (40
60 Years and Over (% of Omani Population) 6.0 5.9 6.1 5.9 3.8 3.5 4.8 4.7 (Sland) pcinall (4a ) SU A T
oo a0ed 1510 49 Years (3 of Omani 25.8 26.1 26.3 26.6 28.9 26.9 235 20.2 2% R B A NE o )
Fem8.|eS aged 15 to 49 YeaI‘S (% of Omani 52 1 52 8 53 2 53 9 58 3 54 4 47 7 41 2 @Nw%) daw €9 L.A‘ A G ;g QL'Y‘
Females) ) ’ ) ) ) ) ) ’ (lend) 3y
Married Females Gila g yall by
(9% of Omani Females aged 15-49 years)’ 42.9 42.9 42.9 42.9 42.9 50.2 50.2 64.3 Hhie £3 1110 SAIY1 e %)
Age Dependency Ratio Crall Lad - Alle Y A
(below 15 & over 65 years to population 15-65 0.70 0.68 0.72 0.65 0.59 0.70 0.87 1.2 16 o gainall Il Lile 10 (e STy V0 e i)
years) (Lle 10
Crude Birth Rate (per 1000 population)? 335 33.7 34.1 33.9 29.2 2475 | 3258 34 oNe 9 &‘iﬁ"‘“ Jane
Total Fertility Rate (births per woman 15-49 o G 0L ) (AN A peadl) Jaza
years) @ 4.0 4.0 4.0 3.9 3.25 3.14 4.7 6 o g&u 64 e
Crude Death Rate (per 1000 population) ® 2.9 3.0 2.9 2.9 2.9 253 3.65 6.1 SO dﬂ)@bgﬁl&‘fw‘ Jane
O
Life Expectancy at birth (in years) @ B(4iw) 33Y ) vie 3Ll ad 53
Overall | 76.9 76.9 76.4 76.6 73.3 74.28 73.38 67.4 | S
Males 74.8 74.7 74.2 74.8 70.8 73.16 72.49 66.8 LS
Females 79.2 79.3 78.8 78.5 76.2 75.42 74.3 67.7 LY

* Source of mid-201Y population Estimation is the National Center for Statistics and Information
@Source: Ministry of National Economy for the years before 2010
# Source: Oman World Health Survey 2008 for years from 2010 to 2013; National Health Survey 2000

for years before 2010
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Figure 1-2: Age Specific Fertility Rates for the Period 1993 to 2017 YOOV (N aaY e bl o) uua e gil) A gaadd) cNa 1 Y- any
year/Age group 15-19 20-24 25-29 30-34 35-39 40-44 45-49
1993 68.4 279.2 337.6 312.3 238.5 102.8 34.4
2003 10.9 94 198.6 191.3 136 61.9 19.8
2005 14.1 105.9 175.8 156.8 112.9 50.3 11.1
2010 10.5 93.2 169.3 169.7 121.2 52.1 13.3
2015 12.8 110.6 213.6 206.7 155.7 70.1 9.9
2016 13.5 114 217.2 205.8 156.3 68.2 10.1
2017 12.8 110.6 213.6 206.7 155.7 70.1 9.9
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Figure 1- 3: Population Pyramid For 2017
(Mid-Year Population)
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Table 1- 2: Population Distribution according to Sex and Age
(Mid-year population for 2017)*

Lasial) :J Y1 Juadll

VoY b dsia

sadl £ 5l s Gl asi s Y- ) Je
F(Y VY ale Ciualia o )

Total Population SV aciaall Omani Population (ileall aaisll
g sl A Total g saxsd Females &ty Males s g il A Total gsaxal Females &ty Males s 4 pend) Asdly
Sex [ Anaaiell dpuil) Sex [ Anaxiall Apuil)

Ratio | Cumulative " No. sl " No. sl % No. sl Ratio | Cumulative " No. sl " No. sl “ No. = Age Group
104 9% 9% 415,791 13% 203,755 % 212,036 104 15% 15% 384,308 15% 188,308 16% 196,000 0- 4
104 16% % 335,194 10% 164,646 6% 170548 103 28% 12% 305,530 12% 150,235 12% 155,295 5- 9
104 22% 6% 256,730 8% 125,870 4% 130,860 103 3% 9% 231,981 9% 114,022 9% 117,959 10-14
104 21% 5% 234,879 % 115,104 4% 119,775 103 45% 9% 216,747 9% 106,572 9% 110,175 15-19
185 36% 9% 402,377 9% 141,427 9% 260,950 104 55% 10% 238,799 9% 117232 10% 121,567 20-24
289 52% 16% 727,009 12% 187,025 18% 539,984 103 65% 10% 245,655 10% 121,263 10% 124,392 25-29
285 67% 15% 682,507 11% 177,145 17% 505,362 102 74% 9% 226,791 9% 112,489 9% 114,302 3034
266 78% 11% 499,408 9% 136,572 12% 362,836 100 81% % 178,689 % 89,222 % 89,467 35-39
252 85% % 331,047 6% 94,160 8% 236,887 102 86% 5% 121,673 5% 60,185 5% 61,488 40 - 44
272 90% 5% 228,738 4% 61,501 6% 167,237 104 89% 3% 81,703 3% 40,090 3% 41,613 45-49
230 94% 3% 152,741 3% 46,323 4% 106,418 97 92% 3% 65,328 3% 33,188 3% 32,140 50-54
193 96% 2% 111,329 2% 37972 2% 73,357 0 94% 2% 58,341 2% 30,650 2% 27,691 55-59
149 97% 1% 66,416 2% 26,712 1% 39,704 82 96% 2% 42,967 2% 23,606 2% 19,361 60 — 64
106 98% 1% 39,565 1% 19,163 1% 20,402 89 97% 1% 33,560 1% 17,739 1% 15821 65-69

9 99% 1% 27,629 1% 14111 0% 13518 93 98% 1% 25,863 1% 13425 1% 12438 70— 74
100 99% 0% 21,611 1% 10,794 0% 10,817 101 99% 1% 20,955 1% 10,439 1% 10516 75-19
103 100% 1% 26,992 1% 13,279 0% 13,713 105 100% 1% 26,479 1% 12,940 1% 13539 80+

189 100% | 4,559,963 | 100% 1,575,559 | 100% | 2,984,404 102 100% | 2,505,369 | 100% | 1,241,605 | 100% | 1,263,764 |Total g sl

* Source of mid-201Y population Estimation is the National Center for Statistics and Information.

# Sex Ratio = Number of males for every 100 females.
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Table 1- 3: Population Distribution according to Health Governorates and
Sex (mid-year population for Y+ \V)*

£ 5ill g daal) Adsdlaall coua GlSad) g igi s F-Y Joan
F(Y AV ale Ciuaiia cf pall)

A0S ABLEQY) bl ol 9% i:::ﬂ? Ol £ gana Fay) e # 581 aac
Governorate (& Saslis 09 dhadlaal)
Po[g):rll:;t;;n % Expatriates & Of_:% a:glonal Po;;l;olzli ot No. of Females® | No. of Males”
(/' Sq. Kilometer)
Muscat 374 59% 32% 1,459,249 419,936 1,039,313 Jaleea
Dhofar 5 44% 10% 457,622 137,614 320,008 k]
Musandam 25 34% 1% 44 571 15,917 28,654 pdiva
Al Buraymi 7 48% 3% 114,334 38,202 76,132 sl
Ad Dakhliyah 14 22% 10% 461,199 192,486 268,713 FREN
Al Batinah North 95 31% 17% 754,169 285,274 468,895 Al Jlad
Al Batinah South 91 24% 9% 417,847 169,670 248,177 dalall) o gia
Ash Shargiyah South 16 29% % 312,822 118,128 194,694 YICPRATFETYN
Ash Shargiyah North 17 32% 6% 279,223 99,822 179,401 a8 ) Jlad
Adh Dhahirah® 8 24% 5% 213,771 85,327 128,444 3_alial)
Al Wusta 1 42% 1% 45,156 13,183 31973 sl
National Total 15 40% 100% 4,559,963 1,575,559 2,984,404 bl Aaay)

* Source of mid-2017 population Estimation is the National Center for Statistics and Information.

*Total Population: Omani and Expatriates
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Table 1- 4: Population Distribution according to Health Governorate and Wilayats

(mid-year population for 2017)*

Lediall 1 5¥) Joadll

4.) sk

Y gl g Laall Addlaal) uea GlSud) gsi s - Jgda

FY VY ale Cinaliia i i)

Governorate £sanall 2y g lles ALzdlaall
Wilayat Total Expatriate Omani ANl
Musandam Governorate aiuas iiilaa
Khasab 27,606 9,611 17,995 Gl
Daba Al Baia 9,856 4,559 5,297 Al L
Bukha 3,794 1,082 2,712 =)
Madha 3,315 842 2,473 e[ he
Total 44,571 16,094 28,477 Ay
Al Buraymi Governorate (-l ilaa
Al Buraymi 106,786 58,335 48,451 il
M ahadah 6,779 801 5,978 s
As Sunaynah 769 380 389 A
Total 114,334 59,516 54,818 Ay
Ad Dakhliyah Governorate 4.l dklaa
Nizwa 123,396 39,852 83,544 SR
Bahla 87,269 20,344 66,925 ¢ g
Manah 22,077 5,734 16,343 e
Al Hamra 26,236 3,089 23,147 &) panll
Adam 27,709 9,194 18,515 oo
Izki 59,386 13,158 46,228 &S
Samail 80,471 18,955 61,516 il ]
Bidbid 34,655 7,161 27,494 2
Total 461,199 117,487 343,712 (Al

Governorate g.saxall Bl g sl Adlaal)
Wilayat Total Expatriate Omani AN
Muscat Governorate Jiwa dilas

Muscat 290,873 265,901 24,972 i
Muttrah 237,731 175,505 62,226 b
Al Amrat 75,943 16,545 59,398 i alad)

Bawshar 394,631 299,238 95,393 BT3Y
As Seeb 404,279 165,248 239,031 )
Qurayyat 55,792 8,485 47,307 b 8
Total 1,459,249 930,922 528,327 Aaay)

Dhofar Governorate _U[]dkilaa

Salalah 374,582 235,565 139,017 Bla
Taqah 20,876 915 19,961 e
Mirbat 16,307 1,558 14,749 L=
Rakhyut 5,049 107 4,942 Gpd)
Thumrayt 16,966 7,173 9,793 Syl
Dalkut 2,988 46 2,942 @

Al Mazyunah 9,261 259 9,002 4353 3l
M ugshin 857 30 827 e
Sadah 5,944 84 5,860 o
Total 457,622 246,638 210,984 laay)




Gowvernorate £ saaall 2) o s Adadlaal)
Wilayat Total Expatriate Omani iy
Ash Shargiyah North Governorate 4 &l Jad daélas
Ibra 57,561 30,722 26,839 1)
Al Mudaybi 117,691 43,270 74,421 sl
Bidiyah 40,812 19,333 21,479 Ly
AlQabel 23,824 6,457 17,367 Jadl
Wadi Bani Khalid 12,518 1,887 10,631 Al ol
Dama Wa At Taiyyin 26,817 4,441 22,376 Gl 5 el
Total 279,223 106,110 173,113 ey
Adh Dhahirah Governorate 3 aUall dadlas
Ibri 165,354 51,955 113,399 s
Yanqul 26,044 6,301 19,743 Jiy
Dank 22,373 4,207 18,166 s
Total 213,771 62,463 151,308 eyl
Al Wusta Governorate sl Alidla
Hayma 10,481 8,027 2,454 slaps
M ahawt 17,186 4,169 13,017 S
Ad Dugm 11,269 6,521 4,748 A
Al Jazir 6,220 2,573 3,647 ookl
Total 45,156 21,290 23,866 )
£ saxall ) e
National Total Total Expatriate Omani bl Ay
4,559,963 2,054,594 2,505,369

* Source of mid-201Y population Estimation is the National Center for Statistics and Information.
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Gowvernorate £ 5axall a8 s Aadlaall
Wilayat Total Expatriate Omani iy
Al Batinah North Governorate 4kl Jlad dzélas
Sohar 231,102 112,949 118,153 Da
Shinas 74,874 18,891 55,983 palid
Liwa 47,926 15,336 32,590 s
Saham 147,775 43,893 103,882 axa
Al Khaburah 73,303 14,662 58,641 5 all
As Suwayq 179,189 58,106 121,083 Gasadl
Total 754,169 263,837 490,332 ey
Al Batinah South Governorate 4ilaldl qigia Aélaa
Ar Rustaq 121,587 30,429 91,158 Gl
Al Awabi 16,703 2,675 14,028 s
Nakhal 26,033 4,688 21,345 das
Wadi Al Maawil 17,301 2,821 14,480 Jstadl sl
Barka 146,596 57,250 89,346 s\S
Al Musanaah 89,627 21,335 68,292 Axbadl
Total 417,847 119,198 298,649 Ay
Ash Shargiyah South Governorate 4 il cisis Usdlas
Sur 121,088 52,837 68,251 S
Al Kamil Wa Al Wafi 33,341 9,431 23,910 S s el
Jaalan Bani Bu Hasan 42,168 8,773 33,395 O 5 o Ol
Jaalan Bani Bu Ali 100,506 33,237 67,269 G 8 O
Masirah 15,719 6,761 8,958 B paa
Total 312,822 111,039 201,783 Ay
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Organization and Health Policy of the Ministry of Health

The Ministry of Health (MOH) is responsible for ensuring the availability of health
care to the people of Oman. In course of implementing its health development
plans, the Ministry’s organization had to be adapted in tune with the strategies and
objectives that were crystallized during 1990. These can be summarized broadly
as:

1. Governoratealization of health services and decentralization of decision
making in specified technical, administrative and financial affairs
Emphasizing the role and importance of planning
Development of Education and Training in health
Emphasizing the importance of health systems research
Emphasizing the importance of governorateal and international relations

agrwn

In 2015, the MOH organization was adopted to accommodate the changes in
function and to face the challenges in health status.

His Excellency the Minister of Health is assisted by three Undersecretaries
respectively for Planning Affairs, Health Affairs, and Administrative & Financial
Affairs. A number of Directorates-General and Directorates come under each of
the Offices of the Undersecretaries. The organizational chart of Ministry of Health
is shown in figure 1-4. The Health Council, which comes directly under HE the
Minister, is responsible for providing broad directions for health development in
the Sultanate. The Minister is also assisted by a number of advisors and
consultants. The Directorate General of Internal Audit, Directorate General of
Legal Affairs and Directorate General of Quality Assurance in addition to Royal
Hospital and a number of departments come directly under the Minister of Health
(Fig 1.4)

The Office of the Undersecretary for Health Affairs ensures effective and efficient
delivery of comprehensive health care to the people of Oman. Four Directorates
General that come under the Undersecretary of Health Affaires . Through these
Directorates, the DGHA develops the implementation policies and procedures for
effecting national health policies, plans and programs with the cooperation of the
governmental health authorities, and monitors the entire health care process. It also
supervises the recruitment of health care professionals. These are DG Primary
Health Care, DG Specialized Medical Care, DG Disease Control and DG Nursing
Affairs.

In keeping with the decentralization policy of Ministry of Health, the Directorates-
General of Health Services and the Directorates of Health Services at Health
Governorates are vested with the responsibility for the delivery of comprehensive
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health care through a network of hospitals, health centers and mobile units. The
Governorateal Directorate Generals directly function under the Office of the
Undersecretary for Health Affairs.

The Directorate General of Pharmaceutical Affairs & Drug Control, under the
Office of Undersecretary of Health Affairs, develops and implements national drug
policy. It ensures the availability of drugs and other pharmaceuticals with adequate
quality at various levels of health care.

Planning for health was emphasized when the strategies were revised and this led
to the establishment of the Office of Undersecretary for Planning Affairs with a
number of Directorates General and Directorates. These later function in
coordination to formulate the health plans for developing the health services and
care. The Directorate General of Planning and Studies incorporates: the Directorate
of Health Information and Statistics, which develops and maintains a database of
information necessary for planning; the Directorate of Research & Studies which
is responsible for developing health systems research capabilities and conducting
field studies, the Directorate of Planning which prepares the health plans and
special programs and the Directorate of Monitoring & Evaluation which monitors
the implementation of the plans. The Directorate General of Human Resources
Developments plays an important role in developing national human resources for
the health sector as an integral part of the national Omanization strategy. The
Directorate General of Information Technology promotes the development of the
health care system through extending support for the creation and maintenance of
computer-aided management systems.

A number of Directorates-Generals function under the Office of the Undersecretary
for Administrative and Financial Affairs. The DG for Financial Affairs, through
three Directorates: Contracts & Purchases, Revenue & Expenditure and Budget &
Accounts, accomplishes the financial & accounting duties and contracts as well as
purchases according to the rules and disciplines. The DG Administrative Affairs,
through its Personnel and Administrative Services Directorates, performs activities
related to employment affairs within the agreed policies. There is also the DG
Medical Supply which makes the plans and policies regarding stores including
drug store and yearly produces estimates of costs of requirements through its two
directorates: Stores and Spare Parts. The DG of Projects and Engineering Affairs
has three Directorates: Projects; Equipments and Maintenance. It is responsible for
civil, mechanical, electrical and biomedical engineering and maintenance of
equipment, instruments and buildings in addition to looking after the development
projects.
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Health Planning in the Sultanate of Oman

Since 1976, the Ministry of Health started its five-year health development
plans, in order to achieve its mission and carry out its responsibilities for
social and economic development. Health development plans had significant
impact on health services and health status. Such development reflects the
government commitment towards health services and health care since the
blessed renaissance.

The first phase of the health planning in Sultanate of Oman extended from
1976 to 1990, in which three 5-year plans were implemented. These plans
were concerned with building health services infrastructure as prior to the
blessed renaissance there were only few health institutions that were not
enough to face the prevailing unsatisfactory health status.

The second phase of planning started in 1991 and included 3 five-year health
plans (the fourth, fifth and sixth), and was completed by 2005. This phase
was characterized by several main directions formulated after comprehensive
review of the health system in 1990. Among other directives
“Decentralization of health services” was implemented through the
establishment of directorates general of health services for 10 health
governorates, at that time, with delegation of financial and administrative
authorities. In 1993 local directorates at Wilayat level were established
followed by hospital autonomy in the year of 2000.

The preparation of plans of the second phase followed “the managerial
process for national health development”. These plans included different
programs each directed to one or more health priority or health problem. The
general framework of the 4th, 5th and 6th plans was prepared at the central
level. The 5" and 6™ plans included 10 detailed governorateal plans while
the 6th plan included, in addition, 19 Wilayat plans, in line with the
decentralization policy of Ministry of Health.

The second phase plans of Ministry of Health emphasized qualitative
development besides the quantitative and geographical expansion of health
services. The decentralization policy in health services helped in
empowerment of the administrative machinery and promoted the planning
process at the local level. This has resulted in a tremendous increase in
health services distributed over the Sultanate. Several hospitals were
established in all governorates in order to provide specialty services mainly
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secondary care and limited tertiary care. Human resources development was
emphasized through the establishment of training health institutes to qualify
staff in the field of nursing, medical laboratories, radiography, assistant
dentists, assistant pharmacists and health inspectors and other paramedical
fields

The third phase of health plans includes the 7" and 8" Five-Year Health
Development Plans. These plans were based on health visions. Goals,
general objectives and strategies were developed at the national level. Plans
had also laid down expected results using evidence-based-management
philosophy. These had constituted what was called “National Strategic
Plan”. Detailed plans, “Governorateal Operational Plans”, were developed
based on the strategic plan to be implemented by the concerned directorates
at the governorateal or central levels. These plans include the targets, the
operational activities, the needed resources and also the indicators for
monitoring and evaluation and the timetable for implementation. Supportive
plans at Wilayat level were also designed by the “Wilayat health
committees” to support the governmental operational plans. These “Local
Supportive Plans” are in the form of short-term health projects planned for
one year, and depend on community participation and cooperation between
the related sectors.

A Fourth stage of planning started in 2011 by the beginning of the
development of "Health Vision 2050". This stage witnessed the development
of a vision on how health system need to be in the following 40 years and
was accompanied by the designing and publishing of the Health Atlas 2050
and a number of strategic studies. A number of strategic actions in the
"Health Vision 2050" were translated in the development of the Ninth Five-
Years Health Development Plan that started in 2015

National Health Policy of the Sultanate of Oman

In the light of the health situation analysis in the Sultanate, the achievements
of the previous health plans and the existing problems and difficulties, the
national health policy for the years 2011-2015 was formulated as under:

A.The work and activities of Ministry of Health and other health-
related agencies are directed for achieving the following goals:

1. Make available primary and specialized health care to all people

Reduce of mortality and morbidity rates of different diseases with

to attain health indicators similar to that of the developed countries
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2.

o as

Taking preventive measures infectious and parasitic diseases
aiming at eradication especially among children and school pupils
Applying the latest methods for the prevention, early case finding
and prompt treatment of chronic diseases to control complication.
Provide health care for the elderly and handicapped

Provide preventive measures and treatment to all types of injury
Develop and train Omani workforce in all health professional
categories to improve Omanization levels

Develop information technology and facilitate access to
information

B. Pursuing the following directives:

ko=

o

Primary care is the first and basic entry for all levels of health care
Ensure quality of health services

Equity in distribution, accessibility and acceptability of all services
Gradually promote community involvement in all health activities
Ensure good and complete coordination among all health care
providers

Reduce wastage in material and human resources for health

Gradual delegation of authority and responsibility to the Wilayat
level

8. Promote effective participation of private sector in health
C. Attention, formulation and implementing plan for the following
priorities
1. Promotion of primary health care services and ensuring its quality
2. Prevention and control of non-communicable diseases, accidents
and causes of morbidities, mortalities, and disabilities
3. Development maternal health and reduce childhood morbidity and
mortality
4. Promote the decentralization policy and hospital autonomy
5. Promote the health awareness of the community and establish a

culture of healthy lifestyle
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Figure 1- 4: Organization Chart for The Ministry of Health
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Health Vision 2050

Executive Summary

The health system in the Sultanate of Oman is characterized by its universal
coverage for both citizens and expatriates. The Total Health Expenditure (THE)
accounts for 2.7% of the Gross Domestic Products (GDP) in market prices. Health
care is provided in facilities mainly owned and run by the Government. The
Government covers about 81.1% of the (THE), provides 83.1% of hospitals, 92.5%
of hospital beds, 62.2% of outpatient services and 94.5% of inpatient services. Out
of pocket spending accounts for 11.6% of the (THE).

The Sultanate of Oman had made remarkable achievements in health developments
represented in the percentage and speedy reduction in mortality especially
childhood mortality, and the control of communicable diseases. Health
developments were achieved with efficiency; as reported by the World Health
Organization in the "World Health Report 2000", and were praised by a number of
other international organizations. However, over the past few years the Sultanate is
witnessing both a demographic as well as an epidemiological transition. The
population of Oman is getting older and the disease profile is showing
predominance of non-communicable diseases and injuries. Such transition together
with the worldwide advances in technology had necessitated revising the health
system.

“Health Vision 2050” is an attempt to visualize how we would like our health
system to be in future and untill the year 2050. Predicting the future of health care
delivery can be fraught with uncertainty and risk especially with the number of
determinants that affect health care e.g. demographic, political, economic, social,
technological, environmental and legal determinants.

It was, thus, necessary to analyze extensively the status of the Omani health system,
the morbidity and mortality in the population, the challenges facing the health
system and the expected future developments and changes in the population
including macro-social and macro-economic changes. Fourteen working groups
from national experts were formed; each developed a detailed strategic study or
working paper in one of the domains of the health system in Oman discussing
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challenges and future prospective. Teams of national experts visited ministries and
organizations related to health including the Parliament and State Council. Such
ministries and organizations prepared working papers describing their own views
on the current and probable future determinants of health outcomes, presented, and
discussed them with representatives from the health sector in a national preparatory
workshop on April 1-3, 2012. This was followed by inviting international experts
in different fields of the health system and international organizations to an
international conference “Oman Health Vision 2050 sponsored by Ministry of
Health in May 1-3, 2012. The audiences of the conference were the key workers in
the Omani health system. The international experts gave their views and prospects
in different areas related to health systems and health system reforms. Twelve
concurrent discussion groups took place in the afternoons of the three days of the
conference to discuss the national working papers. “Health Vision 2050 carefully
considered the results of such discussions during the development of the health
system visions. Characteristics of other health systems in the world, especially,
developed-health systems, were also reviewed and considered in developing the
health system visions. Finally, the public was also consulted. Meeting with college
students, media seminars, advocacy for health system reform and feedbacks from
the public provided important inputs to health visions development. The process of
establishing a steering committee, the formation of the working groups, analyzing
the health system, the preparatory and international workshops and until the
finalization of the “Health Vision 2050 consumed more than two and half years.

“Health Vision 2050 considered a number of thoughts that were raised during the
process of reviewing the existing health system, reviewing national and
international experts’ views and studying the public concerns. The following
statements summarizes these thoughts:

e The health care system has to enhance the health of the Omani Society to
the highest possible state

e We need to make arrangements in financing and legislations within the
health system

e Health system development should consider the escalating costs of health
care

e Health Promotion is of extreme importance

Policies should consider incentivizing quality care and outcome-based

budgeting

There is a need to increase specialized services

Emphasis for disease prevention

Health care should be patient centered

Equity in health care provision, accessibility to services as well as
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information sharing

e Transparency in health system

e Health outcomes are dependent on performance of human resources for
health

e Collaboration among health care providers is essential

e Changes in concepts of health management is essential

e Human resources for health should be able to keep-up with emerging
technologies

e International collaboration and standardization of procedures and
considering internal legislations

e Decentralization of health services versus centralization is an important
issue to review

e Developments should be considered over phases

The Health Vision 2050 uses the “WHO Framework for Action on Health System”
to describe six building blocks of the health system: leadership or governance,
financing, human resources for health, service delivery, information, and medical
products, vaccines and technology.

Demographic Characteristics and Projections

The Omani population is a young population with about 50% of the people below
the age of 21 years and only 6.1% aged 60 years and above, in 2012. The average
family size is about 7.8 individuals. The woman in her reproductive life gives birth
to an average of 3.3 live births. In 2012, the crude death rate (CDR) and crude birth
rate (CBR) are 3.2 and 32.1 per 1000 individuals, respectively. Given the fertility
and mortality pattern seen in 2012, the Omani population will double in 25 to 30
years.

Figure 1-5 shows the age and sex structure, in 2012, of the Omani population (on
the left) and the total population (on the right). Currently, the total population
includes about 1.5 million expatriates representing about 42.2 %. About 83% of the
expatriate population are males; most of them are in the working age group (20 to
59 years) resulting in the skewness seen in the total population.
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Future population projections utilized the assumption of stationary fertility at a total =~ <l i Gl A i aladinly S gaill Lldtdd) cllbliny) Jde Jpaall o3 S5
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Figure 1-7: Projected population pyramid for the Omani population in 2050
compared with 2012

The projected age structure shows that the Omani population is aging. Omanis aged
60 and older will increase to about 13.1% of the Omani population in 2050
compared with 6.1% in 2012. Their number will be about 617 thousands in 2050
increasing from 127 in 2012 (Figure 1-8); in other words, it will increase about five
folds.
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Number in age group 60+ years
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Figure 1-8:

The health of the population is determined not only by health sector activities,
but also by controlling other factors by actions that may be beyond the mandate
of the health sector. It is thus necessary for health sector to engage with other
sectors of the Government and society to address such factors; as economic
status, education levels, environmental problems, water shortages, housing
conditions, individual behaviors and cultures.

To visualize the health system in the future it was necessary to analyze the
different determinants that affect the health system functions. “Health Vision
2050” analyzed the political, economic, social, technological and legal
determinants of the health system, in other words it performed a PESTEL
analysis.
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PESTEL analysis had revealed the following:
Political

Oman has developed politically in five phases, each phase responding to
timely needs of development of the country.

The clear political stability and growth had supported leadership and
governance in the health sector as well as the educational sector leading to
remarkable and speedy achievements in health of the people of Oman.

The Institute for Economic and Peace has classified Oman among the most
peaceful countries in the world with a Global Peace Index (GPI) of 1.89, in
2012.GPI ranges from 1 to 5 with 1 most peaceful.

The report on "International Property Rights" in 2012 shows that the
Government in Oman supports the security of property rights, both physical
and intellectual with an International Property Right Index of 6.6 out of 10.

Economical

The economy of Oman witnessed a relatively high growth rate during the
last two decades.

The Gross Domestic Product (GDP) has grown with an average annual
growth rate of 12.3% since 2000.

The relative share of health in GDP is 1.4% in 2011.

Oil and gas account for about 84.7% of the total revenues.

Ministry of Health expenditure represent about 7.2% of the total
Government expenditure.

Economic dependency is relatively high and is equal to about 6.1 persons.
Globally, the World Economic Forum, in 2012 had ranked Oman 5th among
144 countries for its macroeconomic stability and 17th for the readiness of
its institutions to enhance productivity and thus enhance the level of
prosperity that can be earned by its economy.

Social

Average family size is about 7.8 persons.

Married Omanis females (15 years +) is about 50.7% of all Omani females.
Iliteracy rate among Omanis (15 years+) is only 14.1%.

There are a total of 1,529 schools accommodating more than 644 thousands
students

The Government runs more than 68% of schools that accommodate about
80% of the students.

Government schools show a student-class ratio of 27 students and student-
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teacher ratio of 11.2 students.

Gross primary enrollment is 101.2% while net primary enrollment is 98.1%.
The private sector’s share in providing education is 11.2% of all students in
Oman.

There are 55 Higher Education Institutes (HEIS) the Government runs 28 of
them. There exists one Government University (Sultan Qaboos University)
and seven private ones.

There are about 95,146 students registered in higher education in
2011/2012.

Only 4.6% (4,744 students) of students registered at bachelor level, study
specialties related to heath.

There are 431 students studying postgraduate studies in health related
disciplines; of whom 404 (94%) are studying abroad.

About 88.5% of workers work in the private sector.

Only 20.1% of the total workforce in the country are Omanis

Oman has a "Human Development Index (HDI)" with a value of 0.731 out
of 1 and is ranked 84™ among 184 countries. The health component of the
HDI was highest (0.839).

The Human Development Report 2009 had classified Oman among
countries with low human poverty.

About 5.8% of Omanis are under the umbrella of social welfare.

The Government grants about 122 million O.R. to about 81,532 cases of
beneficiaries.

Technological

The Government established “Information Technology Authority (ITA)” in
2006 to implement national policies and projects related to the digital Oman
strategy.

Internet subscribers increased five folds since 2000.

Mobile phones increased more than 32 folds since 2000.

Oman has a Networked Readiness Index of 4.5 out of 7 and is ranked 40"
among 144 countries.

Environmental

The Government issued legislations to enforce preserving water resources
and protect it from pollution.

Desalination plants are the source of drinking water.

Treated water is distributed through piped network of about 4,500
kilometers
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e About 77% of households use safe water and more than 87% use safe
drinking water.

e About 99% of households have improved sanitation.

e The Government developed policies for managing solid and health care
wastes.

Legal

e The Government issues Laws and Commitments over time to control the
progress of health developments.

o Bilateral agreements for human resources for health in developed countries
reflect Government commitment to develop the health system

In conclusion, the political stability and wise development, the economic
growth seen in the last two decades, the information and communication
technology in the country, the comprehensive legislations and the safe and
secure environment and the social characteristics provide a suitable
environment for developing the health system.

Health Status

There have been tremendous efforts over the years to improve the health
system. Efforts resulted in remarkable improvements in health status. The main
goal of any health system is to improve health of the population. “Health
Vision 2050” analyzed the health status in the Sultanate of Oman to visualize
the future needs in developing the health system. The analysis allowed viewing
the expected future challenges as well as expected future changes in the
epidemiological profile. The analysis of the health status was essential for
developing the visions for improving the health system in the Sultanate. The
following summarizes the health status and future challenges.

Mortality Rates and Life Expectancy
e Oman was regarded globally as fastest mover in reducing childhood
mortality during the 80s and 90s
» Infant Mortality Rate (/1000 live births) declined from 16.7 in 2000 to
9.51in 2012.
» Under 5 Morality Rate (/1000 live births) declined from 21.7 in 2000 to
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11.5in 2012.
*  Crude Death Rate (/1000 pop) is 3.2 in 2012.
o Life Expectancy at birth 76.2 years in 2012.

e Control of communicable diseases and childhood illness were the main
driving forces for mortality reduction.

e About 63% of infant deaths take place during the first week of life and
79% during the first month, mainly due to congenital anomalies and
malformations and other causes related to disorders during gestation.

e Mandatory registrations of births and deaths since May 2005.

Fertility Rates
o Fertility rates declined significantly since mid-80s, fertility indicators in
2012 are:
— Crude birth rate (/2000 pop) is 32.1
— Total fertility rate is 3.7 (live births per woman aged 15-49)
e Singulate mean age at first marriage increased from 20.7 for females and
24.7 males in 1993 to 26.8 and 29.1, in 2008 respectively.
Child Health
e Underweight of children aged less than 5 years declined from 23.6% in 1995
to 8.9% in 2009, wasting from 13% to 8.1% and stunting from 22.9% to
11.3% and overweight is 2.2% and anemia is 60.2% in 2009.
e Micronutrients e.g. Vitamin A were given to combat deficiencies.
¢ Integrated management of childhood illness strategy is implemented.
e About 25 out of 1000 births suffer congenital anomalies annually.

Maternal Health

¢ Women in the reproductive age group (15-49 years) represent 27.1% of the
Omani population.

¢ Maternal and child health services are uniformly implemented since 1987.

e Only less than 1% of women who deliver do not register for antenatal care
services.

e Early registration for antenatal care is about 66.5%.

e About 34% of women, who delivered, spaced children by 3 or more years
and 42.5% by 2-3 years.

e Mean number of visits to antenatal care services is about six visits compared
with the recommended number of six visits.
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About 26.7% of pregnant women are anemic, 4.8% are diabetic and 1.1%
are hypertensive.
Maternal Mortality Ratio is 13.2 (per 100,000 live births) in 2012.

Communicable diseases

Ministry of Health adopted successful strategies to control of communicable
diseases.

Expanded program of immunization started in 1981 and contributed to
elimination of a number of serious childhood diseases (poliomyelitis,
diphtheria and tetanus neonaturum) and control of others (measles, rubella,
pertussis, mumps, hepatitis and others).

A strong communicable diseases surveillance system exists since 1991.
Tuberculosis and malaria require intensive control activities to prevent their
roll back.

Sexually transmitted infections is one important challenge that requires
attention.

Health system need to be continue preparedness to face any global threats
similar to SARS, bird (H5N1) and swine influenza (HLIN1).

Non-communicable diseases

Oman has witnessed an epidemiological transition to non-communicable
diseases possibly because a number of factors including changes in life-style
together with the demographic changes evident by aging of the population.
Cardiovascular diseases and neoplasm are the leading causes of deaths.
Hypertension, hypercholesterolemia, obesity and diabetes mellitus are on the
rise.

75%o0f hypertensive patients and 52% of diabetics do not know that they are
diseased and only 67% and 64% of those diseased are not controlled,;
respectively.

Road traffic accidents (RTA) are a national crisis because of its economic
and social impact on the population. Death rates because of RTA are among
the highest worldwide and affecting the most productive population group.
RTA deaths represent 13.9% of accidents and 14.9% of all deaths.

About 32 out of every 1000 Omanis suffer some sort of disability the most
common is poor vision.
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Guiding Features of the Health System in Oman

The following is a list of important features of the health system in
Oman that guided the development of the health visions. The list covers
the six building blocks of the health system.

Leadership and Governance

e The Ministry of Health had developed a “Health Policy” that has been
supplemented with updated goals, directives and priorities during each
“Five-Year Health Development Plan. Changes in the health system and
its performance should consider policy updates.

o Ministry of Health adopted a decentralization policy delegating a number
of financial and administrative responsibilities to Health Governorates
since 1991. However, there are no studies of the efficiency of such a
policy.

e The health system responded to medical needs of 98.4% of those who
needed it; and 76% to 77% of the people consider the health system
responsive to their non-health needs.

Health System Financing

e The absence of an effective “National Health Account System (NHA)”
makes it difficult to monitor health spending for certain health programs or
for certain population group.

e World Health Organization estimates that Oman is among the lowest
member states as regards health spending expressed as percentage of Gross
Domestic Products (GDP) (2.7%).

e Health system is predominantly financed and run by the Government. It
spends about 81% of Total Health Expenditure and this represents only
6.2% of total Government expenditure (in 2010).

¢ Out-of-pocket expenditure on health in Oman is relatively low if compared
with other countries. The Government protects the people against
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expensive health care services and against financial risk because of health
care.

o Ratio of Ministry of Health total revenues to its total recurrent expenditure
is only 5.1%.

o Ministry of Health imposed minimal cost sharing since 1998.

e The health system performs well on most of the basic objectives of a
health system. Spending was not excessive and outcomes were reasonable
given the amount of spending. It requires more attention at the
microeconomic efficiency perspective.

o Health expenditure is expected to increase to face the challenges of the
epidemiological profile, the escalating costs of health care and to meet
demand of the people for highly specialized tertiary care that can reduce
burden of seeking medical care abroad.

e Annual increase in recurrent expenditure over the previous several years
only covers annual increase in salaries, population growth and increase in
cost of imported medical supplies and is not enough to promote health
development.

Health Services

e The umbrella of health service was developed and expanded over the past
40 years. Health-care providers other than MOH contributed to health
services only after 1985.

e The private sector’s contribution in the umbrella of health services is small
and is mainly non-specialized services; private hospital beds represent
only 7.5% of hospital beds and specialized clinics represent only 27% of
all private clinics.

e There has been continuous developments of primary health care (PHC)
over the years as the main entry point for health care. There is an apparent
shift over the years in the utilization of health services from hospital care
to primary health care services; outpatient visits to health centers had
increased from 35% of total outpatient visits in 1990 to 73% in 2012.

e The epidemiological shift to non-communicable diseases requires
innovative, specialized and intensive activities for control compared with
communicable diseases.
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Each primary health care unit serves more than 16,400 individuals in 2012
compared with the expected norm of 10,000.

The scarce distribution of the population over wide area possess
challenges to provide health services; about 9.5% of existing health
centers serve less than 1,000 individuals and 21% serve more than 15,000.
Bed occupancy is relatively low; 59% in 2012, in spite the fact that a
considerable proportion of people seek specialized medical care abroad.
Tertiary-care hospitals are congested.

Tertiary care hospitals cannot accommodate specialized expansions as
such require high technological ancillary services.

The alterations of existing tertiary services is not ideal in terms of logistics
and technological requirements.

Comprehensive medical care requires multi-disciplinary inputs and thus
different specialties need to exist in the same place.

Human Resources for Health

Human resources for health (HRH) constitute the most important pillar
of any health system, as the quality of health care is dependent on the
quality of health workers.

Human resources for health consumed more than 73% of health
expenditure in 2012.

The Sultanate had witnessed remarkable improvements in both
numbers and quality of human resources over the past 4 decades.
Improvements are in both the Government and private sector.

HRH to population ratios had improved but still below similar ratios in
developed countries.

Numbers of HRH and their ratio to population are inadequate to
develop the health system and to face the expected epidemiological
profile; in 2012, there are 19.5 physicians, 2.2 dentists, 4.6 pharmacists
and 43.1 nurses for every 10,000 population.

In Ministry of Health consultant physicians constitute only 6.4% of
total physicians and specialized nurses constitute 35.7% of total nurses;

&AM‘:J}Y‘M‘ ‘“\-\(é)-’u.ém

o il S8 e 258 VTEe e e A0V Dl ddle Sl Cilan g (ge Ban g JS pads
il 30 et Ve s s Gslhaall Jasd) e 45l Jaus il

dgnall Glaaall 8l Laad (i V) (e dxly Aol Jloo i) G o8 IS
A3 04T 528 Vv e (e BT Lal il dae Cilaaine ada3 dmuall 3S) jall (e % 4,0 I sad
JA8 Y0 ey 5 Clading

Ol 00 a b z A e dpaadill claxall e J paall Ak ale slaely aainall 3 8 xy
AY Y ale 9409 ald L (midia b ) Jiadl Jans

Lol 5 LSt g5 Jacaadil) ciliabiug)

4 slhdl Zipaall dpaadill e i) ae Al e 5508 e A0 dpacaddl) cilidil
An ya b 3 sac lise ilead bt LY

Al e i) Sl AAl dacaraddl) ilardl) (haws Ui o coudidl (e

o ol g Al 4l 1My Glaaddll eoaae slad AL Akl dle Hl o jls
AlaLal) alall Ao 1) sl sal 5 (ASa & Slarasil

dasall Jal e dg pdall 3 ) gall

3 e ui @;M\ ew 4_\...‘::\4‘)3\ ?"Lcﬂ‘ ?Ai A & daall d;i u,e‘\i)ﬁuj\ JJ\}J\
Hmaall SLaall lelall 35US e | 5 1l ] aaied dynall e )

e & Al i peadl e %VY Ge 2 e cSleiul danall dal e 4y il 5 ) sal)
.eY'\Y

Axg Y1 agiall sae e Ay i) o)) sall 3eliSy alael 8 1S Ll lee didalu Ciagd
oalal g Uaill 5 o sSall g Uadll (e JS 8 dpualall

b Ledie (e B ) Y LSty Sl ) daall dal e Ay ) o)) sall cas s
Aeaiidl Jsal)

Jshd A claliiaWl 6 Y Gl dauilly Lo g danall ol (e 45800 3 ) sall slaci
Gk Y, Y 5 Gl 19,0 g 3 el giall 5 558 sial) Al o)) Blas) dga) s s oauall alail)
LY VY ale 3O e Ve e s JSD (i pen g Aua e £1) dana £,7 5 ol

il peall A5 el Mea) (30 %7, € Aauall 3 ) 55 3 GubiiuY) oLl s iy
aaliss o LeiSay V aill 038 5 ¢y paill A lea) (30 % Y0,V Guaradiall (i jadl



proportions that cannot support running highly specialized and stat-of-
the-art tertiary care services in the future.

Omanization levels have increased over the years but are still low
especially among medical categories, physicians (29%) and dentists
(20%). It is higher among allied health sciences workers as nurses
(54%), laboratory technicians (50%), radiographers (53%) and
physiotherapists (53%) and pharmacists (27%) possibly because the
availability of local training.

Omanization is much higher in Government sector than in the private
sector; Omanization among all HRH is about 71% in Ministry of
Health and 55% in other public health care providers compared with
10% in the private sector.

Local under graduate training in areas related to health take place in
Sultan Qaboos University, Ministry of Health training institutes (11)
and in privates colleges and universities (3). While postgraduate
training take place through the Oman Medical Specialty Board
(OMSB) and by sending candidates abroad. Local production for both
graduate and postgraduates are short to provide the required numbers
for future developments in health system.

Increasing intake for graduate and postgraduate training requires
adding and upgrading hospitals as teaching hospitals with all its
requirements including well trained HRH to act as teachers and
trainers.

Medical education is unique and different from other fields;
specialization is necessary and not an option, long years for education
and specialization, requires hospitals and other health care facilities
capable of training both undergraduates and postgraduates.

Medical Products and Technologies

Ministry of health spends about 7.3% of recurrent expenditure on
medicine. The per capita expenditure on drugs and medical supplies has
more than doubled during the past 17 years, from RO 7.2 to RO 15.1.

Ministry of Health makes every effort to procure quality medicines;
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research pharmaceutical products account for 85% of the total market
while generic products account for only 15%.
Ministry of Health purchases only 7.6% of pharmaceuticals and
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consumables from local market.

e MOH spent in 2012 about 32.7% of its development expenditure on
medical technologies. Equipment replacement represented about 41.8% of
expenditure on biomedical equipment. Inadequate planning for
biomedical equipment and technologies results in costly maintenance and
running costs, in addition to initial procurement cost.
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Health Information and Health Research

e The “National Health Statistics and Information System (NHSIS)” exists
and was developed in Ministry of Health.

¢ A health statistical manual, health research policy, statistical law and
statistical advisory committee regulates the role of NHSIS.

e The NHSIS captures and publishes national core health indicators
annually.

¢ Ministry of Health conducts a national health survey every 5 years since
1988 to describe the status and health system achievements.

e Biomedical research in Oman is still limited.

¢ Sultan Qaboos University (SQU) and the Research Council (TRC) serve
as venues for research and research funding.

e There is lack of sufficient funds allocated for health research.
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Visions

These guiding features helped in developing the following visions and
strategic actions to shape the future of the health system.

Leadership and Governance Leadership and Governance
1. Updated policies and strategies based on needs and priorities
Actions:
o Establish Health Council
e Update organizational structure of MOH
e Update legislations
¢ Review policies and procedures periodically

2. An accountable and transparent health system
Actions:
o Clear policy to appoint high rank leaders
o Review responsibilities of health system leaders
e Update strategic policy frameworks and manuals and make them
accessible
e Supervise implementation of regulations
o |dentify stakeholders of health system and their role
o Build strong and sustainable partnership with stakeholders
3. A structured accountable decentralized health system
Actions:
o Evaluate implementation of decentralization over the previous years
o Update decentralization policy
o Review responsibility of leaders

4. Health system responsive to health and non-health needs of the people
Actions:
e Develop mechanisms to regularly measure people’s needs and their
satisfaction
e Enhance health system research
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Health System Finance
5. Total health expenditure 8-10% of GDP by year 2030

Actions:
e Increased financial resources

o Escalating costs associated with population aging and epidemiological
transition

o Costly new technologies

¢ Increased human resources for health and umbrella of health services

e Encourage private sector to invest in health

6. Sustained health system financing for universal health coverage

Actions:
o Develop national health social insurance

e Increase health revenues

e Establish health fund

e Taxing unhealthy products

e Utilize endowment e.g. “Islamic Waqf”
e Build culture to pay for health

7. Rationalized expenditure of the health system

Actions:
e Encourage local production of consumables

e Strengthen health research in biomedical technology and pharmaceuticals
e Invest in primary health care and disease prevention

¢ Increase awareness of the public about cost of health services

e Perform economic studies

8. Established and well-functioning system of health account “National
Health Account (NHA)”

Actions:
e Establish a NHA system

e Establish a body to care for NHA
o Tailor NHA to policy needs
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e Enhance economic studies Aasall Labai) bl jall 335 @

9. Healthcare facilities budgeted based on outcome il e daall e ) e Jyoai il 9
Actions: ) el Ay
e Introduce outcome-based budgeting ) ) il Lsaall dde ) iluige Jy gl plai sl @
o Develop key performance indicators At ) )Y G e dlae) @
e Develop capabilities of directors of health facilities Aaaall @) all G el A @l il e Ly o
10. Enhanced private health sector waldll auall pUall) 5ua5 10
Actions: sl Yl
o Perform health system studies to find appropriate role for private sector walall sl g Uaall a3l ) all o) il auall allaill Jsa il 3¢l 2] @
e Consider out-sourcing of ancillary and curative services Al laaddl g alay) Cleadll s e o jAd) Sl 8 hill e
e Enhance health system research Anall alaill &gy ja3a3 @
e Develop public regulations for the private sector ‘ walall sl gladlly i dpaplaii i Jolac) @
e Review decisions for public workers to work in private sector gUbill (b LAY dal G Gpmaall uldad) i gy e A 1A piss “*Al‘:; .

e

o Develop a clear description of services’ package
oo sSall g Uil cilarall A jal maal g Cinagi i) o

Health Services Lasal) ciladdl) ayais
11. A strong, responsive and sustainable primary health care (PHC) Uil 3gandly il JAdall g8 g dalaind) g Llaiudl 4 Y dsaual) ‘L,Lf)! pli el 11
system as the main entry point and backbone of health care aall e )l
Actions: ‘ cilel Y
o Review functions of PHC A iaall e M allaginal o o
e Enhance community participation Aadiaall A LA p3ad @
¢ Incentivize and budget PHC based on outcome il e Tatiud 2 591 daaaall dle 1 G el o saill 5 80 sall a0
e Introduce specialty care in PHC ‘ AV maall dle Il ) 8 daadiall Lo Il w5 o
e Introduce geriatric health care in PHC Ad Y Al dle U4 )l jualiall (g (il e ) a0 @

A ) Al Ale S AN G jlaiiny) b6 laca @
A M s Al dle ) Claa g ol julasdaal 10 @
.c._\...ul_'ml\ 2\3\;:}“ ?U'a.': J\.\c! (]

e Ensure sufficient investments in PHC
o Review norms for establishing PHC Units
o Develop proper referral system
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12. Establishment of state-of-the-art tertiary care services provided Laual) ¢aall sL&S) A (pa 5 gl Gaaf Jo AAIG 4l ) ciledd agali 12
through medical cities
Actions: sled Yl
¢ Build Medical City in the capital area (Muscat) by 2020 2Y Y ale hadie ddadlas & AAN) Asall Ale Hll aniil dpda Aina oLy @
e Build a medical City in North AlBatinah (2035) and another in AlWusta ele &) sl dbilae Ay (V270 Hle d) Dbl Jled dldlae 4 dub O sl @
(2045) (eYrt0
e Develop “Pre-Hospital Care System” Ml J8 4l ll a5 oki e

13. Types and construction plans for health services redefined according —clwwsall 3aaal) Cilaghy oY) ae dauall Ciluwsall AdGel Lad) g blail) dada .13

to new roles for health facilities Laall
Actions: ‘ ; el Y
e Re-define PHC to two type of health centers; Type B and Type A el 5l daanall 58I el (e (e 58 () A Y dsaall Ale I Clas g iy il o
e Re-define hospitals to three types; 50-beds, 150-beds and 300+ -beds 1o+ i3 ey ¢ Sy pu T v i) Gl gl 83 L) cilidiuall oy isale) o
Hospitals Joiom 00 il ilibinn s o g
14.Umbrella of health facilities expanded and renovated to achieve OhSad) a8 33 V) A58 a9 ALaLid) Aakadilly dpaaaal) (381 yal) Alkia ibucl) .14
universal coverage and parallel to population growth
Actions: AR
e Expand umbrella and renovate health centers to act as PHC units Al dnadile ) GluwsaS b o (350 Wt s dmaall S) el dllas panisi o
e Expand umbrella and renovate hospitals to provide tertiary and AN 5 4 S daall Ale Il wali (e (S s Olbdual) et g Al Gl g s @

secondary care

Human Resources for Health dasal) Jal cpa Ay pdall 3 ) gal)
15. Human resources for health (HRH) numbers and mix fit-for-purpose et slhaa g Lay Ay dpaal) 4 o) 30 gall £ 5559 A58 .15
and equitably distributed
Actions: i) Yl
e Increase HRH-population ratio Ol slae ] ) daaall 4l o) sal) dlaci diisaly e
o Increase proportion of specialized HRH Al daall 4 0 o ) gell i saly ) @
e Coordinate with Ministry of Higher Education (MOHE) to send %sidl) plall asball dles <Ol (g 83 3ia dhael )Y (Jadl el 55055 oo ol o
increasing numbers to study medicine gl dal) f‘wb% L s (‘fu‘al\
e Increase numbers of physicians trained for postgraduate specialties Apaadill SVl 8 Llall Sl 52l (8 agn 53w 3l) pilaill slbaY) slae 3205 o

« Continue to provide postgraduate training for physicians through Oman &= (sl Slal o) @z 25 e sl agllaSiny olla3U Al Jal geiall i (b ) paind) @
% - Ry R NI
Medical Specialty Board (OMSB) Aphll Slabaian s Jleal) Qudaall IS



¢ Introduce new HRH specializations based on advances in technology and
needs

16. Human resources for health (HRH) developed to sustain health system

Actions:
e Gradually increase intake of existing medical schools

e Upgrade MOH training institutes to college level

e Establish state-of-the-art health school for postgraduate training for
paramedical human resources

e [Establish “School of Public Health”

17. Human resources for health (HRH) qualifications fit-for-purpose

Actions:
¢ Ensure financial resources for training physicians

e Ensure financial resources for training increasing numbers of paramedical
HRH

e Establish Health Council

o Establish state-of-the-art faculty that provides health profession education

e Upgrade MOH training institutes to college level

e Enhance and upgrade the quality of hospitals to function as training
centers

o Staff hospitals with HRH competent of providing clinical education and
training

o Establish medical city to function as a clinical training center

e Enroll all graduates of medical colleges into specialized postgraduate
training programs

e Establish practical licensing system for all health professions

18. Motivated Human resources for health (HRH) management system

Actions:
o Develop policies and strategies for staff retention

e Incentivize quality of care and develop outcome based payroll
o Develop mechanisms to Keep HRH posted in remote areas to keep up
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with advances in medicine Asall Jaw b
o Periodically review social requirements of HRH Al &y ) 3 ) sall e laia¥) clilliiall Aakatiall 2aal jall @
e Implement transparency in planning, accreditation and ensure equal —.Azsall &yl 3 )l sall 4y dlia (a5 Aali] Glasa s calaie W) Jagladil) 84885 (3 )k ukai @
opportunities

e Introduce staff performance assessment mneall Galalall elal Jga il 50 2 o
Medical Products and Technologies ddall Lia of gisal) g culalall) g Adal) culaiial)
19. Pharmaceutical and medical products availability for health service daall Ciladdld) agaiil da U A amal) g Apdall cilaiiall ) ¢ dalsiv) 19

delivery sustained
Actions: <l Yl
o Establish local pharmaceutical manufacturers Aolae il S5 oL @

e Perform operational and feasibility studies to establish local Zs¥) delial lae ClSHd oli) (e gsoally dsdil)l SVl Joa cluly HLal @
manufacturers that produce medicines and pharmaceutical products and —oas (e 4dlalial (e %100 @ el adaill slag) Jal e AsVasall Gl il

ensure that 100% of certain medical products as gloves, gauzes and others S AY A ) ol sall 5 da sl g el Sl Jie dglall Sl 5 Ciladiall
e Invite major international pharmaceutical manufacturers to set up their —4hls 8 ZUDU La¥aall il joasioal g 4y 90 delia i ol 4ol IS il 55e @
establishments in Oman okt
e Continue cost saving procurement mechanisms )l Callss 8l Ll saieall LYY 3 Jaall ALl 5o @
20. Procurement, replacement and maintenance of biomedical equipment Ay gaad) ddal) clanall Lilual) g Jlasiull g o) pdd) dalaiad 20
sustained
Actions: sl Yl
e Develop “National Regulatory Authority for biomedical technology” A gaall Aplal) L ol Sl Apalaii Ayida g A oL @
¢ Follow up and evaluate running costs of medical equipment. Lean g dndall lanall 4y jlall CallSill Aalic
o Consider purchase versus lease of equipment. Akl Claeall jlaminV) i la Jiie o) il i s 8 kil e
e Encourage national investors to invest in biomedical technology 4 gal) dplall Lia o1 631 8 Laiul) )l 59 (0 paivnn 35035 Gailar) (p paliall mai o
e Produce proper plans for maintenance, repair and replacement of et Aokl 8
biomedical technology Al Glaed) &8 Aaalxinl) 5 ~Slayl s Adlually (als plaal ) e
¢ Increase annual budgets for maintenance and repair Al y DIl sl 5 3 Ly 3Ladl Al &y il i a3 5 @

e Strengthen and decentralize warehouses and workshops L 2 3D g iy il e oy e s Aol Ly 5 b ol sl o



21. Evidence-based policies for procurement of emerging technologies Aiaal) cilaa ¢ 63K ¢ i bl Saiuae clubaw 865 21

established
Actions: sclgl Ay
o Develop evidence-based policies for procurement of emerging Baniiall Claa o $3€N o) 31 cpal ) g lilal) 5 oY) e aiid Al clubudl delua @

technologies

e Ensure appropriate match between acquired biomedical technology and <)l 3 Galelall (o yais Canls i g 4 gand) dadal) Lin 1 9330 (g0 (5 yids e (s A0 (380530 @
staff recruitment A skl

e Construct new hospitals with structure to host and accommodate A aad) dpdall s o1 3N )y glatll Lethty e gl g Caatod Baaa lddie sl @
emerging new technology

e Develop national norms for quality assurance, regulations and laws to 2 mie ] ol g il il sly asal)l Glecal dilay uslies ulas i)

regulate licensing new medical equipment ol Y alla araat s il Cilanall aladiny
e Develop “National Regulatory Authority for Biomedical Technology” A gl Al U gl i€l e dati diha y Ass L) @
e Revise tendering policies for biomedical technologies Ay g Al L ) 8 il o e b 3 B sile) o
22. Effective connectivity among all health care facilities established daal) dle ) (381 a pran G Jlad Jay s awall Al aludl 22
Actions: ‘ il )
e Ensure proper interface between devices and information systems AT Dl IS oy ctlagladl alai g3 e ) (o 3Bl g Jabiiall Juaal ill (331 G gn g Jlaia @
e Implement the use of national identity and unique identifier e JSI 53 54l Ay sell e anall Uil Cahad g dyila gll 4 sl aladid 345 @
e Implement telemedicine A e Gkl 345 o
e Ensure that HRH have sufficient background and training for optimum < sis alall dmaall dle I anis o cpaldll o dpaall Aalal (558l o2l 5K o o @
utilization of biomedical technology and information systems (o slxall Lis 5l 935 (g0 (5 gacalll BAELY) (g agiSail (ldlS
e Ensure coordination with “Information Technology Authority” e slrall alai L 515385 (g0 A sl ldalial) ae Grotill laa @
e Secure financial sustainability for information technology development e glaall ol La ol 935 ) shail y sadll dulind (lasa @
Health Information and Health Research G gaall g daal) cila gleal)
23. The availability and accessibility of reliable, relevant, up-to-date and ~ &#lsaaly daidhally Chuali daually A il cilaslang Liua Clagla dali)y st glaaa 23
timely health and health related information ensured e dalali ey b g dlaall g
Actions: : :is) Y
e MOH continue to host National Health Statistical and Information Anall e glaall g alilas U il gl alail) Ailiainl Jual 58 gl daall 351 55 e ol o
System (NHSIS)
e Improve collaboration between MOH and other research institutes within ) (ana 33 g sl Al Sl 5l ae Gansill 5 O slaill (s @
Oman
e Strengthen all sources of information laslaadl jlas pea 455 o
e Establish “National Health Research System” Amaall Bl iha g ol oL @
e Enhance research capacity Sl ANy e
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e Enhance coordination between NHSIS and information technology e sheall 45 L 51 5385 (4 g Al il glaall g clilan D ida gl plaill (g Gauill 30325 @

e Enforce private health care facilities to keep and mange health records A s S O 3l 5 2 e paldl) g sl 8 dsall dle ) aai ) 53 el o) ) @

electronically

e Establish safe connectivity among all health care facilities Anall dle ) 38 e mea G (g K oy L) e

o Establish “National Health Account (NHA)” Anall callill clloal Jila ) WUl L3S @

¢ Introduce a health geographical information system (GIS) Al gl daall cileslaal) allas Jla) @

e Strengthen NHSIS Anall Gilaglaall g liliaad il gl dUaill 436855 o

e Develop statistical units in all health care providers Anall el axs ) Gl gall Calise 8 Ailasy) Glas gl jy5a59 pskli e

e Implement “National Burden of Disease Study” Azl el e Al 2 Mdl 0

¢ Implement national longitudinal studies A gha dila 5 Ll 50 25 &l e

e Link research results to decision making Al AT Sl il Ly, e
24. Sustainable funding for health research and development ensured Lginali g aual) & ganll aliinall o gail) Glaa 24
Actions: el Y

e Allocate 0.2% of Gross Domestic Product (GDP) to health research sl 2l (e %20,0 o= J Y L I deal dssall Sl A3 e papadd Jlun e

o Examine possible sources of funding health research RPN

e Enhance national and international collaboration and networking with Apsall &) s sail ddlidall jabiadll e Cndl @

research funding agencies Gl sl OS5 (e acal) i) Chagy il L)y Joall g gl Gslaill 3i5e5 e
Anal

25. Health research directed to identified priorities adaall il ol W) gt dsaual) Gigadl Aags YO

Actions: sl Ay

e Set priorities for health research Al G S aldViaaas e

e Priority setting should include biomedical technology and dcliay sl dudal) Lis o) iSO Lgia g Badatia Ylaa o gand) il gl ol waaas ey Of aats @

pharmaceutical industry S AY) Al clatid) 5 Y asall ¢ peasiil)

e Establish a research hub at health professions education institutes Bacbuall dpdall gall 5 ddall gl aalat oo e (& o gaall o ) 38 e oL @
Inter-Sectoral Collaboration CileUadl) ¢y AS) ) g ¢y glasl)
26. Intersectoral partnership is vehicle for health development daal) dpaill) ) O pua g Adias g cloUall) 0 481 AN 26
Actions: el Y

e Build trust and strong working relationships with all sectors related to Asall dlall @l dleUadll aes g 8 Joe QlBdle 481 (o

health

¢ Involve politicians in the move towards health and wellbeing Al 5 daall 4S ja 8 Guland) G L3 @



o Emphasize the need to save resources through intersectoral collaboration
o Build public awareness of health and wellbeing

27. Inter-sectoral and population health approach institutionalized
Actions:
e Establish “Health Council”

e Strengthen a specialized body to develop and implement collaborating
mechanisms

e Consider needs of individual Governorates

o Create and provide leadership and coordination in different sectors

¢ Provide the public and other stakeholders with the necessary information

e Ensure funds for initiatives from multi-sectoral committees and
developing measures to ensure accountability

28. Health is the responsibility of everyone
Actions:
o Develop and enforces policies to ensure safe and healthy working
environments and protect the environment
o Adopt strategies to encourage individual to contribute to health
development
¢ Introduce healthy believes in undergraduate student curriculum
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Way Forward

The development process of “Health Vision 2050 included the development
of a number of working papers and 24 strategic studies in important areas of
health and health system. “Health Vision 2050, the working papers and the
strategic studies include enormous information and analysis of health status
and health system as well as actions for future improvements in health status
and enhancing performance of health system. The development of “Health
Vision 2050” also included the development of the “Health Atlas”. The
“Health Atlas” contains information about population projections, the
expected future requirements of health services, some of its important
equipment as well as expected utilization of these health services in addition to
the expected requirements of human resources for health. The “Health Atlas”
presents the information at national as well as Governorate level on maps
developed using the geographical information system and showing the
expected requirements over the years until 2050. All information and analysis
in the “Health Vision 20507, the working papers, the strategic studies and the
“Health Atlas” will be used as guides and will be the basis for developing the
coming Five-Year Health Development Plans.

There are plans to re-visit “Health Vision 2050” and its companions over
regular periods to re-assess the validity of the information, visions and
strategies. Changes in health status and in health system performance in the
future together with any emerging new evidences will be helpful during the
regular re-visits to “Health Vision 2050”.
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