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for gorbage collection. Furthormone, initiabing AR

prevewents in the envivonwent cannoi bhe done pleccomeal,

‘due ko lho interdepeudovcs of the efosyvstan. For in-

stance, ona cannet Aiucuss the problem of stagnant wat-
ar incdepandently fron the problom of drinking water and
sovage dicposal.  Apolher example is thal a power Fail-
ure will alse cause a sewayge bzokup., One must congides
tho effects of industrizal pellution on healbth in general
as woll as in geographical patterns dencnstrating diffe-

rential impact.

This study lays the basis for collaboration betveen eon-
viromuental engineers and epidemiclogists in answering
this question. Although it is Qifficult to separate
genetic, infectious, nutriticnal, and other factors
from environmental cnes in analyzing disease patterns,

this study makes initial suygestions.

Tt makes recgomnendations on the basls of the assessment
regarding appropriate sexrvice reorganization or techho-
logical implenmentation. ({For instance, cne problem not-
el is that local council service of garnge collection,

for instance/ does not extend to all areas).

»
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6. REOVTIRDRTAL PACTORG TN COMMUNTTY HEALTI

Nobwan Jo in some ways typical of any Cairo cowmunity and

iy, in othar ways uninue in that it lies onh recently agei-
cul tubal Jang ond lile other peripheral comuuniities such as
Choubitra ¢l EKhoma, its irrigation dikches have never

Boen Filled in, and have hecowe open sewers. Many fact-
ovies dispoue theil industrial wastes dilrectly 1n the
Mile ar Khashab irvrigation canal. Tamilies are aware

ol Lhe unbeatihy environwentzl conditions and make such
sbatoments as "The canal invites mosguitos and flies
“whicly cause eye trouble to children". Helwan, as an
highly industrialized arca, has a high degree of

air pollitkion. Mothers say that their children

CYinhale dusi™.

As such, Uelwan is both a potential "average community"
and a case study of the exacerbation of already debili-
ting enviromnental conditions by virtue of its peripher-
al, industrial status, It is evident that environmental
conditions have a deleterious affect on health. One notes,
example, the high percehtage of acuike and chreonic bron-
chitls in the aif~polluted, Helwan arca. Other less tan-
gible aspects of the urban conditions, like psychological
pressures of crowding, must also be taken into account in
assessing environmental-urban impact. The HSA considerad
municipal and private technologies (i.e. wakter, sewage,
etc..) available and their appropriateness. It found
that some enviromrenlal probklems can be alleviatad by

infrastruciure reorcanization.

nvivemiental proklems and solutions nust be deall with,
heseover, helislically. Tor insltonce, domestic disposal
of garbage may lack such essentials as covered containcrs.

Narrow glLreoets may uwoecessilatoe small, animal-drawn carts
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REFERRING SYSTEM IN THE U

BN HEALTH CENTERS

iten Tora Maasara Basatin Helwen Set-Xhadra
!
1. Official referral system No No Ko Xo ves .
2. Requeseting for the referral system No ¥o ¥o on patient on patient
’ . recerd record
3. Patient is referred to any place fixed hos— |fixed hos= zry place fixed hos-
pital pital pital
4, Reecaiving reports about referred . -  C
: @ k SR Ho No No Yo kis]
cases
Souree: Colleciezd fyvom Health Indit . Date: Dae., 1580 - Jen., 1881
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i Tabplz koo H/4-5.5. Cistrict Heliwan
| oomum [iCH
MCH PERSONNELYS OPENION ON HOW TO IMPROVE THE LEVEL OF SERVICES IN MCH GENTERS
PRRCENTAGE .OF GROUP SIVING THE RESPONST
Parsomnel Group Physicians, dentists, | Kurses & Assistant
and pharmacists iirdwvives Tomerpgias Other Personnel
Cpinicn (X =35)" (H = 59) (N = 32 (¥ = 161)
; Tncrease suppiies & equipment 771.8 - 47.5 37.5 33.3
{ .
Tucrease amount of drugs 52.8 23.7 15.¢ 26.5
H
3
Increase personnel 33.3 7 11.1 ! 11.8
Imprevement of bulldings 41.7 . 18.6 i8.8 38.2
Eezlth education 25 3.3 3.1 -
Szleries 38.2 - 10.2 18.8 1£.7
r
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! T o Ny s WHA-h L4 District : lelwan

Group o Inrastrvet ure

OPERATING RWD RECOVERY ROOMS

- lelwan "EI-Nasser
-C1ns Genaral Ceneral
Mospital Hospital
L. OPLIATING ROOM
1. Huwber of operating room
rablos g 3
2. Humber of O.R, Rooms 4 3
3. Space floor avea per O.R. 2 5
Table 17.5 m 30
Red line {¢lean arega) not found found
5. Autoclaves: (a) Nuwmber 3 9
() Lest efficiency frequently done ¥evar dene
6. TRresponsible for steriliz— 1+
ation Kursge Hurse
7. Opoerating instruwents
{2) quantity adeguale adaguaie
(b} Quality in bad cendition | in goed condition
2. O.R. clothes {a) quantity adequate inadeguale
b) qualit . - :
(®) 4 4 in bad_ condition | in bad condition
9. Availabilify of
(L) Cast room not presenl . presont
(2} Cystescopy room not present present
0. Q.R. registoer not present " present
Pl RECOVERY ROOM
L. Mumber of bueds & G
oo Aviailability of equipment available avail able
and supplies
Parient records L nolt found not found

Colbeelod Foon Bealtl Ui, Pater Dec. 1080

(t}
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Teble Mol o H/4-5.6. Districet Helvsen
Group iMCH
MCH PERSORNEL'S OPINION GN PROBLEMS FACING THEM
Parsonnel Group Physicians Nuxrses and Assistant Tomergias and othor o
Oninion Midwives paerscrnel :
: (B = 36) (¥ = 59) (3 =227} {
Tue much werk 25 22 25.8 :
Interpersonal relakbions are not
good 11.1 13.6 6.1
Working hours are not suitable - 33.9 7.6
Fagilities are not aveilable 75 23.7 27.3
Clients are troublesome 58.3 23.7 34.8
Yo problem 19.4 18.6 39.4




; .
i Table ®O. : m/4=5.3 District : Belwan :
i Group : Infrastructure ' !
i CENERAL STATISTICS ARD UTILIZATION QF SERVICIS l
?
% Disirict Clinics Speclalized Clinics g
: Items i
! Helwan Maadi Tebin Tropical Veunereal Cnest | Rhev=rric i
i digeasss :
! 1. 31566 11524 5700 6111 115000 G621 3iTc2
2. 1:1 1:3 1:2 | Ho murses | 1:0.3 113 1:1.5
3. Ceost of drugs dispensed Yo phav
in {1980 (L.E.) 580 2579 1698 356 1030 31900 i maey
i
{
Souree:  Collected [rom Health Unit Dote : Joi. L8EC — Feb. 1530 :




reasons for MOI problems indicated facllities and tcoul-

les with clients. (Sce H/4-5.6.).

These daba sugyest one reason for ellient digsatisfacltion
wilth MOIl clinics. Providers consider clients troublogone
and value equipment more than contact {via health educa-

tion, ctc..) with clients.

Keeping 4n mind the heavy load at Helwan General, it is
of note that the urban health centers do nob utilize a
referral sysiem (see table H/4-5.7.)., Thus, patients

at the ¢eneral bospitals have either been dissatiszsfied
with, or have by-passed, such clinies. The data present-
ed in other sections of this Asscssment suggest the need
to diversify services at the primary care level. The
resktricted services of the urban health center, and the
underutilized services in the case of some specialized

clinics, require further attention.

The Infrastructure TFG_found that of the 43 physicians
gquestioned in the GUHC, 18 had ssrved less than 5 years
and 21, 3> to 10 years.

The nursing staff had longer experience. In specializ-
ed clinics, the percentage of physicians with less than
five years {8 of 27) was lower than for the hospitals.
It wonld seem that young M.D.S5. end up serving in peri-
phery and general facilities; indeed, the private sect-
or noled that almost all of the new 6P elinics in Hel-

wan had been opened within the last 5 years.



buds), is clearly mere Lavorable in Helwan General than
Fl-Nage,  although--given the structure of MOH stafling—-
the sorvice rendered is not neocessarily in line with the

ration.

Specialized clinics, by contrasbt;, seem adequately'staffﬂ
ed: Oone cannot say how many of the Helwan General Hos-
pital pationts could have been treated in districk ¢li-
nicas (wost probably could not have been in speclalized)
hut it appears that given the abscence of a referral appa-
ratug, patients are not accustomed to going to lower
levels of health services and procead to diagnose them-

selves,

The guestion must be asked, how mach of the system'‘s pro-
Bhlems stem  from over-centralized client demand and how
much from deficient facilities? hen providers were gues-
ticned, over half of the Helwan General physicians and
nurses indicated inadequate equipment while less than 4
percent of the physicians in the other two Helwan hos-
pitals did. (Table H/4-5.4.) gives an idea of facility
inadequacy, . . .

Questioning providers in GUHECs brought similar results
for physicions (25 of 37 said facilities not adequate)
although nurses were less prone ko say so. In general,
a majority of physlcians in faclilities find them inade~
quate whila they ave less likely to stress staff rela-
tlons and rapport with the community. For cxample, the
MCH providor survey indicated that the physicians were
partlonlarly concernced with supplies, and the building
and nol with heallh education. (8ec H/4-5.5.). " Inte-
restingly, orly the nurses and assistant midwives were
interestod in increasing the number of porsonnel. In

keoping with this trend, physicions questionad as to
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SCTOR CLITNTS PROVIDER/PLACS

PRETEREXCE

T ———

= QOF % Of
Hosplitel jMostawsal
Clients [Clients
(N = 14)1{N = 52)
t
, i
Reason For Preference Place Of Dalivery i
i
1
Cf Daya i
é
She is patient ... 29 35 At meighbors . ...... i 27 t
{ ; :
emd ... ‘ - She remains with ... j g
LIVES  tuivnnnes 19 i7 me aftsr delivery .. 29 15 ~ At home by dava ,.... 83 53 i
i
fevaaaaeaeia 31 & — She helps me betler. 21 37 ~ At home by private ., i
phrsician .....uuvven 8 3 E
sician of "o ... .. |
H
UTLAY  envena. 0 o] ~ She caves for me, ... i
and, my home ....... 14 - - Governwent hospital . 4 ; 5 g
- - - - o . t
e aeeaabeaan 19 - - I can pay her ...... 7 13 — Irivate polyclinic .. 6 11 ;
phvsicien ., 2 . - i
. Q !
! i
{ !
!
!
|




.o bfa-4.8 disgtrice Lziyan
- P
Ehgartite] : Mrivate HES

PRIVATE PHYSTICIAN REFQRT OF CLIENT RESORT/DIAGROSIS

P—

HMost Common Cause For Most Common Cause Tor
Childxen Visit To Women's Visit To
Private Clinic Private Cliuic
IS 7 Responses % REespoases
(¥ = 35) (B = 34}
i
{
Gastroonteritis L. enn 45.7 ] . - Clieunt comes.. %
Jdivectly to .. H2.7 !
R
physician }
!
Bromchitls ... .l 25.7 -
tery tract diseases _.._..... 11.4 61.7 Client trics *o
trest self fivst 23,5

I N T T T ar

- 11.7 Ciient pozs to
acher 11.6

- 5.8 “hysicians first

-

Soyrce : Fleld Survey Date: Dec., 1980
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5. OEALTU CARD IHCAASYAUCTURE

Asgessment of HCLS in Uelwan indicales uneven services
utilizatlon, ilnappropriabe staff tralning, and inadeqguate
equipnent and [acllikies. It is clear thal physical and
human rasources ave nob organized for opbimal utiliza-

tion.

I'ntersectoral organization and referral so as to assure
utilizaticn of zll levels of haalth care and to establish
reasonable catelment areas for facilitleg are needad,
For example, there are threes hospitels in Helwan. EHel-~
wan General Hospital has the largest press of patients
with 155% occupancy , it also has the most diversified
service including a substantial cutpatient flow. (&ee
tables H/4-5,1. - 3.} Helwan General Hospital offers
both in - and out-patient radiology: in its out-patient
department, it perlforms simple operations like abcess
draining. At the same time that Helwan General Hospital
has the least adeguate equipment both quantitatively
and qualitatively, it has by fax the hichest patientl
laad. :

One sclultion is to upgrade eguipment and expand f£low
area cut-and-in-pat.ient area, kitchen, and waiting rcoms
in Helwan Ceneral. Another option might be to relocatke
some of Ielwan General departments and outpatient faci-
lities or to replicate the services more convincingly

att a primary lovel so as to alleviate the strain on
centralived facilities. The data clearly indicste that
the hospilkal gffers diveorsified services to a large ba~
tient load with minimal faclilities. On the other hand,
the physician ratio {(1:2.8 beds) and nurse ratio (1:2.3



TN

a. pAL-ZLE lzirico o -
: LCE CLIENT PEASONS FOR DISSATISFACITON LINE
b
: Reason For Dissacisfae~ | Reascen For Farzial
tion With MCE Ueilization QF
7 of Respenses % of Besponscs
(¥ = 73)% ¥ =
- Walting €90 1008 . ciiriiiiininrnennnas 33.3 -
— Persconel absent ...iiiienicienanarans 0.7 - -
- Peoysonael interaction with clienmt .... 2.7 1.1 3.1
- Xot réceive expacted exanination .... 32 - 7.8
~ Not receive expecred drugs; medicine .
inscfficient ....uireiieiiiiia e 21.3 - 16.7
{ = Prefer private physician ............. - 16.0 -
- Frefer zpother facility ............. - ’ 26.1 -
— Prefer tradicional healer ............ - - -
- Unsuitable cliniec hours ........cce..n - 19.0 -
-~ Unpalid services nmot good ............. - 9.7 11.3 (wmedicine
ingffective)
- Sexrvices oo FAr AWaY L.i.i.iiiianennns - 1.1 -
- Phvsician Lnaccessible ..., .. veren.n, - - 5.4
St ¢+ =3 N B - 5.9 35.0
"¥ = ¥umber of responses; clients may give wmore than one response.
Sgurce : TYield surveyr Date : Kov. 1930 - Feh. 1981.
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fable Ho : B/a-4.4,

Group Seeioreeononl o

"Districl

Jletwon

ADTLTULE TOWARDS HEALLI SIERVICES

Quostieon Tlows

Trequeucy

11 your husband Is 711 where do vou go 7
= haspital
- A privele doctor

= his work provides the treatment

is that service 7
=~ inside the ares

=~ gutszlide the area

If one of your children 1is 111 where

do you go ?

= Allospital

= A& private doector
~ Is that aervice ?
- daside the area

oouteide the areca

61
283

284
66 .

137
163

283
07

17.43
80.86
1.71

8l.14
18,85

53,43
46.57

80.86
18.87

Sovpon 0 Field Survey

Date

1950,
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DESTINATION FOR SEEXING HELP:
PRIVATE MOSTAWEAY

CLIENTS

PRIVATE HOSFITAL AND

First Destinaticn for fPirse Destinatiom with Xiner {f First Destinarion with Crave
© Seeking Help iﬁymptoﬁ(loss 0% Appetite) i Sywmtem (Insbilisv £o val<)

- % RHospital

clieuts
=247

ZMostawsaf
clients

(N =83

% Nospital
clients
(% = 20)

% Mostaweaf
¢lients
(™ = 78)

¥

|2 Hospital
clients
18)

N o=
N

% Mostavsal
clients

(i = 52)

* GCovernment
shwvsician

: mostavsal

25.0
£,2

12.5

4.2

45.8
8.3

20.4
3.6
1.2
1.2
3.6

69.2

15.0
10.0

55.0

30.8

33.3
11.1

50.0
5.5

12.9
19.4
61.2
3.2
3.2

= Number of respomses; clients may give more than one response

Scurzce @ TField SuyYey

Date

: Dec.

198G - Jan. 1981.
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DISTRILUFLON OF BEXAMINED CRI1LDIEN
BY DRUGS USED IR THE LAST WEER

SRR

- et -

~ breceribed Doctor Phatmacist fraditlional,self
““\““l) y o nrescribad ‘
e Ko % Na. A Ho. z
lione 3.62 69.5 465 20.5 387 74.3
AnLipyretic B 1.5 12 2.3 48 9.2
Tonics 3 0.6 - - 2 0.4
Cough mix. 20 3.8 18 3.5 s 6.7
Ponic,, Sulph - - - - 1 0.2
rread spact., 5 1.0 3 0.6 3 a.6
Antidiarvh, 9 1.7 3 1.0 9 1.7
Lye drops - - '1 0.2 - =
Slin aint, - - - - 1 0.2
Mtiatievzie 3 0.6 - - 1 0.2
Rehydvat Lon - - - ~ - -
Other 111 21,3 10 1.9 3% 6.5
o al 521 00,0 514 100.0 521 1oo.¢
Unkugun ! 10 3
Spenves 0 RBLehd Seroey

Iite @ Mow, 108

@ el Loegl

i
i




]
1
£y
o1
3
[
r
[

RIVATE SECTOR CLIENT BEASOX FOR DISSATISFACTIION
WITH GOVERNMENT SERVICES

JEON IO

(M =97)

% =

7

(w = 23)

Froblems Meeting Clients In Czuse 0Ff Xon-Usz GF
Contor., Government Service
Z Of Responses 2 Of Responzes
Hospital Clients {Mostawsaf Clients { Hospital Clients |Mestawsa®f Cliznts

too long ,

— Personnel zpsent
- Staff neglect

— Preferance .for privata

~ Unsuitable clinic Pours

— Free exaninztion
~ Services too far

avay

— Physician inaccessible

is mot

P L R ]

Prrecten st

Ch e rraeaie it aas
quaatity of drugs ...

doctor ..

s v m ey

good

- ew e

P A

30.3

. 18.2
van 2004
tes 6.1
. 18.2

22.7
4.1

18.6
: 10.3

[
0O
» B

[es

L - - 17.0 -
7= number of responses; clients may give more than one respomnse

Source : Field Survey

Date: Wov. 1980 - Feb.

1981.
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TEUSNIEIAYSAY CLIEXNT PTASON TOR PRESENT VISIT TO MCH/MOSTAWSAT

: 7wca |
¢ ; Fesponses
B ! (162
: i..25ponses Responses) :
i ) i !
! TP Im i VISIT . CHILD CON@ALAIN‘T DURTING REASON FOR MOTHER VISLY
i PRESENT VISIT AXD PRE-
VIOUS MONTH
b Reguzer check wp ... 12.8 22.0 - Cough (...l 2907 - Antenatal (lst wvisit) G3.8 2.6 :
- Yaccination ..........J] 2%8.1 - - Fever ...... ceraeens|  23.5 - Antenatal (follow up) 8.7 - ]
~ Child sick/treziment & 35.6 64.4 -~ Common eold ......... 11 ~ Famlly planning 10.1 2.6 :
- Feilow vp visit ...... 2.7 3.7 ~ Diarthea ........... 9.8 ~ Mother sick/trearment| 13.0 39.5
- Rehydraticnh  L....vand C.0 3.4 - Gastroenteritis ,.... 3.7 ~ Receive nutritional L4 -
) ‘ ’ . © Supporc
= Vomiting .oo..i..... 3.7 ~ Fallow up e - 10.5
—Colic- 1.9 J- Checle up IR | - 31.5
- Ear discharge 3.1 - Cther .......- . 000. - ! 3.3
- Skie rash .......... 1.9
— &Gkin infection ...... 2.5
— Eve infecction ...... 1.2
- Other ..... Naies s 1.2°

j Hora rthat berh mother end child nmay have 4 reason to visit, and that there may be more than one complaiat per chiid
] -

gcks sezsonzl variation as it was conducted during winter months when diarrhea and gastroenceri-is ave los

o . 2 Date : Nev. 1980 ~ Tah. 1931
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Tho daya iz reported to cosbt more Lhan a clinic delivery.
MCU data indicate twe pounds as the going rate; other
reports indicate tlips te ¢llnic personnel in excoss of
two pounds and to TBA's in excess of five. It is not

at all clear that choice of dayva oxr clinic delivery is

made on financial grounds.



_B(j_

very. 20% nolod ber care of client and household. Mos-
tawsaf clicnts {see chaxt H/4-4.9%.) indicoted similav
g;ggﬁrenccs. Such valuesg also occur in TBA's sell pex-
coptions. In the Privalbe Seckor TTG interviews, the most
of ten mentioned quality by the dayas as a prereguisite
for success in their profession was paticnce, followed
by experience, good relations, and cleanliness. TBA's
patience means they do not induce labor; MCH personnel
commonly press on the mother's abdemen to speced the de-
livery. Some husbands say they do not feel the presence
of a daya during delivery and may wake up to find a new

family member.

Half of the dayas interviewad by that group had good re-
lations with the local health unit. It has been chserved
that the most common division of labor is for midwives
to attend a delivery and leave the umbilical coxd fox
the clinic attendant te cut when she attends the birth,
The popular belief is thal this ensures the issuance of

a personal identity card.

The TBA's care is more comprehensive. She remains more
impertant than the formal HCDS in wprenatal care; the
private sector hospital client suxrvey indicated 60% as
depending cn the TBA for prenatal care. Even among the
Mostawsaf clients, where only 5% indicated use cf the
daya for prenatallcare (71% indicated selfl care), 47%
said they were delivered by dayas. It is possible that
they had abandoned the daya's comprehkensive core as old
fashioned, but not vet replaced herx with prlilvate physi-
cians. Tha Epidemiclogy group's data (chart B/4-4.10)
indicate that only LL.4% of the 34.5% of the women using
preaqbal care 4o so at MCIH centers, and 75% of the warnen
delivoer at home with a THA.


http:H/4-4.10

— o3 =

my child couvghs Or Snecnes o (Sociocultursl TFE report].
IL also arppoears thal bhove is a cultural/contextual in-
flucnce on diagnosis and tho declsion to switch from sell
Lo professional troatment. Tho zocaiccultural survey in-
dicates that parents 4o pow pay special attention to swo-
llen eyes, §inuscs, loze of appstite or slecr, undersired

holght, delayed spoech, and intestinal WOXms.

Fhe shovt circuaiting Lrom self treatwent Lo specialized
facilicics may be because the client is not attracted to
primary cave facilibles ox bzcause he finds the Informal
sactor more compatible with hils needs. Important in this
seckor arc "knowledgeable” individuals who, depanding on
civeumstancas, may be acquaintances, herbal pharmacists,
nidwives, cmpleyees in a pharmaceutical concera or modern
phaxmacy who know how to give injections, etc.. Such in-
dividuals avpear to differentiate betweaen nild and severo
symptoms and xefer clients to the formal health systewm
when appropriate. Tt might behsove the primary calks Seg-
menlk of the HCDS to emulate some of the qualities of the
informal sector. If community leaders and knowledgeable
traditional healers are involived in the ared's primary
carve health facilities, and if clinic personnel are sen-
it lve to commuunity needs, steps can be taken in this

diroation,

Phe traditional bizth attendant (TBA) is an instance where
the informal scctor provides a viable role model, and where

Lheye is tacit ccoperaticn between hollh seclors.

Proforeace Far a PBA or daya is both becausc of qualiby of
pernonzl service and because of institutional cowmploteness.,
f0n of mol clicnls iadicating prelervence for a TBA citedher

poddenoe and 30T hew vowmaining wilh the clienk aftex acli-
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sert and 24% of tho tiontawsal clients cibted sell help

and neigbors.

Bulk once the client is convineced of the professional
help, be short circuits his scarch to bypess primory
heatth cure facilities. This is particularly true

for children, os chart T/4-4.8, of private physician
vapont of causes for clinic visits suggeshts. In the
case of children whare concern with health is high,
gaﬁ:xoenterltigm-which as a prominent probilem should
be handleable hy a peripheral facility--is the number
one reported cause of visit. Cn the other hand amongst women,
who downplay their health by belief or necessity, the
pamber one cause ig not gynecological which can, but
generally is not, be altended to in peripheral facili-

ties; rather it is alimentary tract complaints.

Clionts are guite astute in sorting out severity of
complaint and determining when self help and when pro-
fessional help is indicated, Tor instance, mothers
surveyed by the socliocultural TFG considersd fever, .
diarrhea, vomiting as symptoms requiring immediate
professional care for their chiléren., On the other
hand they indlicated treatment of mild symptoms like
low grade fever, cough, colic cold, and mild diarrhez as
traatable at home. TIor women themselves, almost all symptoms
{e.g. headache, fever, general weakness, vomiting, mild
hemorrshaging)were considered mild; this is probably re-
latad to the low pricrity vis a vis women accorded women's
Lhealth by seclely and indeed by women (who, rightly enough,

see children as an imporbant resource) .

Childvon's symploms are lessz Likely to bo treated by
home romedicns than woman's; one woman pat it: "I am so
comploxed, now after 4 of wmy children died that, I run

Lo thae doctar, even 1f [ have to sell my clobhes, 5F
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consulied seme heallh facility during that time period
Lo breatr a sick child. Indesed, since onlv' 3.4% indicute
that they visit the #CH clinic be Lreat thedr childoen
anyway, the absence of vrecont MCH visits has little bea-
ving on actual pediakric carc, Clearly MCH wvislits
arc restricted to more "bureaucratic" affalrs such as
cbhtaining vaccinations (53% indicated thiz) or reglster-
ing as pregunant (8% indicated prenaval care} in ozdexr
te assoure one's self of the right to demand MCH delivery
porv.ices in the svent that they are needed. These data
indicate the criticalness of understanding client moti-
vation in facility utilization. Other factors like geo-
graphic accessablility {mote the aven spread from 1/4

to 1 kilometer) seen less critical. It suggests that

even when utilized, the MCH clinic is providing the

form (vaccination cards ko avoid widely renowned fines;
clinic pregnancy registration) and not the content oﬁ
health care. Vaccinations and pregnancy identity cards
could just as well be obtained at health offices (makateb

Sihha} .

4.4, THE FORMAL/INFORMAL INTERIFACE

The Helwan HSA indicated that clients often go straight
from self treatment to a pharmacist or private physician,
depending on the seriousness of the symptcomsg. The rea-
son for self treatment needs to be explored. Interest-
ingly, enly 23% of private physicians surveyed by the
Private Sector TFG assumad that the client tried to treat

himself before coming to them,

The client may consider his symptoms too trivial for
treakbment or may consult neighbors or the pharmacist.
This health care managenent group's role is evident in
the Private Scctor's TPG survey where 50% of hospital

clients stated that the phurmacisk was thelr first reo
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a1 though nedghbors, relatives, and "inowlodozabla” women
most Jikely awe. Prefercence fou deyas ls also relaked
to thoir role perfoimancs ) fox wyampla, TRAS take care of

housononld ane ceremonial needs atb the time of birth.

Tnlorestingly, when tho level of crowding is used as an
indicator, the inverse relation belween it and knowledge
ofF the MCH clinic ls more dramatic than in the case of

the ovnership indicakor. { For inglances, in the case of
cwrership levels at cvery lcvel between 3.2 to 3.7 times

as many respondents knew as did nob know albout MCH clinics;
vhen tho level of crowding indicator is used, everywherg®
from the same nunber to approximately 3.5 times as many

knew as &id not know abowt MCH clinics).

It is noteworthy that in the range 5 to & persons a room,
about half the respondents know about MCH clinies (a re-
latively low percentage). ‘It is only when crowding be-
comes less (2 to 3 a room) that three to four times as
many respondents know about tha MCH clinies. The import-

ance of thiz indicator is only speculation to date.

Correlations with geocgrarhic origin intimated the anticipated
diversified utilization By urban CGairenss. Urbanites

cited knowledge of prenatal care and children's food

more fregquently. Rural migrants cited the "more tradi-

tional" hirth-only role mecre often.

In gencral, the education and crowding indicators seem

potential ly most efflicacious.

The sovilo-ceonomic survey confirmad that inf aticn about

MCH elinics vays much more widespread thim, the ggﬂxig}igﬁ
by clientn that the MCH clinic had someching to offer them.
While 70% ol the respondonts knew about the clinie, only

447 of rhose hod wbilived tho elinie i Lhe lLasl three

monlhs clibouch it 16 sefe to assyme thet they would have
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levels theee was o slightly largo knowledyge-ulilization gop;
that is, o« slightly highox proportion of illiterates
who knew about the MCH actually used it:. TFach lovel
repeated the overall sample's hlgh knewvledge and ubi-
lizaltion of wvwaccination services. Flues for those not
vaccinaled are an established item in childrearing re-
partoire.  In knowledge of MCH services {not shown)
LLlitarate persens mentioned trgatment of children se-
cond whilae Literate persons menticped birth. This may
he related to: (1) the continued use of TRA among illi-
Lerale porseng, and (2) more reliance among illiterate

pornons on MCI centers for pediatric services.

kegarding ukilization, in general (the two highest levels
are aclually too small for meaningful comparison) , prena-
tal and gynecological care becomocs mole important as edu-
catbional level rises. :Thus, while prenatal cars is the
scoond most often menticned utilization in the overall
sample, it drops Lo third in the two lowest education

levels.

Corraelations run against income levels provide no useful
information given that 94% of the sample falls in the
lowast cabegory. 1In future surveys higher incowme levels

will be includzd Lo allow cowparison.

Correlations run against level of ownership revealed
simiinr Lrends o Lthose of educational levels. Low
income levels ranked pediatric trecatment after vaccina-
tion and high income levels, bhirth. Since ownership
lovels are economic, one could sumaise that the lower
levels connot afford private physicians. ©On the other
hand, thoir preforenco for TBA's is nol necessarily
"ascopomic” . Although Lt bhas buen suggested that coeono-
mically marginal clionts resart to BMCH deliverics as

cheapor, it iz nol alewr that this is always, true,



4.6.), gave similar rosponses, although long waits and un-
pledsant sLafl were more important for them, UThey under-
stondablily felb that freoe sexrvice is not as good as sorvias
Iy fee, Commonly in MCH clinicy women will rocuest that
the physician write them a perscription min-barra (from
outside, i.e. a private pharmacy) as they feel the clinic's

medicine is useless. '

It appesars that tha MCH centers are providing basic,

bulk minimal services for their devotees. Interestingly,
the frequency of service resambles the reported knowledge
and utilization patterns of the socio-econcmic survéy
sample. In that survey, vaccination was the most often
cited service followed by {(an extremely pocr second) pre-
natal care and delivery; in the MCH survey, 78% of the
clients reported vaccination at MCH clinics and 50%, hitth
at home attended by clinic staff. {(Remenber that less
than 10% of the sccio~economic sample utilized MCE pre-
natal or bixth services; thus although 38% of the MCH
clients dellvered attended by daya or firiends, the 50%
utilizing MCH services is relatively high).

By contrasi, among mostawsaf respondents, not even vacci-
nation was ceamonly done at MCH clinics; at least 50% of

them used private hospitals and private mostawsafs.

.

4.3. CORRELATION OFf DEMOGRAPHIC DATA WITH CLINIC DTILI-
ZATTION

A gerics of correlations between socio-ecnomic, demographic
characteristics and MCH knowledge and utilization were run,
They were statistically insignificant but some gencraliza-

tions can ho made with an eye to future detcrmination of

soclogcononic variables salicnlk to an tndorstanding of
health belhaviour,

For insbance, in the correlatlion run bebtween education
lovel and knowledge/utilization  (table H/4-1.7.)
all levels' knowlcdge was comparable, In higher



4.2, DBYDALGE QF MOB MGl CLTTEES

MCIT elionls rnuesticned in Delwan indicated satizfaction
wilh, fi00 services in mont cases (from 95% in Bl-Massara

to 785 in Marawnek). Hevever, it wos hard Eor MCID resear-
chers to gquestlon clients out of earshot of the staflr,anc in
Ay case (Lf utilization rates are consideced) porontial buk non-
pmresont clivnts voted with their fecb toindicate dissatis-—
vaction. As chart 11/4-4.5, indicates, long walts was the
mosi contuon complaint. The averago client reported visit
time wos twe hours. MCI clinics are open in the mornings
when women are rushed to shop, clean, cocok to prepare lunch
for their hushands' arrival at 2:00 p.a.,and wash to hang
clothes oulk in time to dyy. They must gueuse before 9:00
a.m. to avoid risking a "full house" (particularly if it

ls not the day for their child's age group) but often arc
not expnined antll 10:30 oxr 11:00 a.m. Women thus prefer
the more conveniont evening hours of private.voluntary

organization (MVG) clinics.

The other twe popular complaints (substandard exams or
drugs) suggesk ¢lients® evaluation does not rest solely
on convenlence but includes analysis of technology and com-

modily. For example,; MCH cliants aififerentiate between two

damination styles: (1) bil-ada(with astethescope) and
(2) Eilwno (by mouth, i.e. an oral disease hislbory).

The first style is agsosinted with physician concern
for palienl and with direcet contact through usce of instru-
ments { stetheseope here; elsewhore, injeckion, ete...)

Clients dosiring this personal touch usunlly seek out

w

privale olintes, This concern is berne cut in statements
on hinderancces to utilization of government heallth ser-
vices vhore long waits and unapleasant stall {wompiled)

wirs Yo, areatant than dnfericor medicine and examination.

Private coclor oldents who wore gquesitioned (noeoe chort H/4-

.
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sector surveys regarding disgatisfackion with

government scrvices indicate pevsonnel attitude is

legs critical per s¢ than clienlt cveluation of eixemina-—
tion and of drugs, (See Lables No: H/1-4.5. and H/d~4.6.}
The lack of tvust in drugs' eifectiveness is based

cn client observvation that the same aruvug is prescribed
for different illnesses and on their wltnessing of on -
site preparation of solutions, encouraging feelings

that the mcedicine is "watered down®

Insights regarding paradigms of health care strategy
have influenced the reformulation of the client
gquestionnaire and the on-the-stieet spot check for
South and West Cairo. In Helwan, the inclusion of
forced c¢hoice in the private sector questionnaire

and hypothetical resort situations in the soccicecono-
mic questionnaire were beneficial. The intensive
interview group will continue to probe the context

of illness managing groups'choices to ascertain
inclusnces hot ascertained.by the guestionnaire. wWe .
now turn to counsider MCH and private clients' eva-
luation of MCH sorvices sc as better understand the
bypass phenomenocn.,
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Rugardiﬁg severity, it would appear {sce chart 1/4-4.3.)
that there is a tendency to usz sell help and pharmacists
in thoe case of a mild symgtom and to use hospitals, pri-
vate physicians, and private clinics in the casc ol a
more grave symplom. At the same time there is a tendency
for Moslawsaf clicnts to stick to their clinic even for
wild sywptoms; privale sector rescarchers noted that
hostawsal clients become accustomed to the clinic and
utilize it for all complaints. TFurther, about half of
the hospital clients would use the Health Tnsurance for

any sort of ccmplaint.

Regarding availability, several of the HSA components
raesults suggest that availability or accessability of
services is not as much a problem as quality. The MCH
clinic respondents were spread evenly over a 1/4 to 1
kilometer distance from the clini¢. Only 16% of
Mostawsaf respondents in Massara indicated distance

as a reason for nphutilization of government services,
while cnly 1.1% of MCH respondents felt distance a
problem. The socio-econcmic survey of health care
regorts for husband and child (table #/4-4.4.) indica~-
tes availability of services within the awxea. The low
incidence of worxk-provided treatment for the husband
may ke due to the high percentage of uninsured day

laborers in the sample.

Intensive interviaws by the socio-culLbural group suggeskt-
ed that, rather than the accessability being the problem,
that rough treatment by staff, recurrent staff negligeﬁce,
and lohq waits for service have influenced clients' hy-

pass of MCH facilities. At the same tinme, MCH and private



cxpacted Lo, antenalal care. however, since Gay of

survey is not controlled, one can assumo the antenatal
flgure wag obtained- -on a Monday when wonen Iegister as
pregnanis; indeed 63,5% ave tneras [oy wneir first vigit.
whan compared wikh mostawsat clients (only %.b% thero

for antenatal care) it appears cven more probable that
antenatal care means registralion to MCH <lients.

Many womod register at MCH occnters to get their idontity
card, fearing that otherwise they will not ba able to

get & birth certificate, and never return to the clinic,

As with vaccinations (where the fear is a fine), legalitics
more then health awareness draw people to MOHE facilities.
Bowever this first visit does identify problem (diabetes, heart
ets,) pregnancies. As for children, only 12,6% of MCH clients
are comming for a preventive check up (as versus 22% of Mostawsal).
As for the 55.6% of MCH clients stating the diagnoesis of "a
sick child, the figure is higher, of course, than the 5%

of socio-economic respondents describing posgsible visits

to the MCH ¢linic for child diagnosis.

4,1. HEALTH CARE STRATEGIES

By the complection of Scouth and West Cairo surveys, HSA
hopes to codify paradigms of health care resort in diffc-
rent instances of illness. RBasically, c¢lilents treat
themselves, perhaps asking a friend's opinion, then thoy
consult a pharmacist; then they proceed directly to a pri-
vate phyaician ox voluntsry society clinic. How quickly
the steps are taken depends on the sericwsncess of the ill-
nass and the availability of service. Thoe Epldemiology

TPG Tound thabt 25% of examinzd childven had been given salf
preseribed drugs in the last week; 30% had taken physician
prescribed drugs, and 10%, pharmacist's, (see chaxt A/4=4.2.) .
The rele of the phammacis€ is also remarkable: For oxample,
halfl of 1he Pora pharmacy clionts as)k pharmacist advice
bufore puvchasing medicamants,



4, CL1ENT H&EALTI ChRE STRATHGTIS

The HSA in Helwan documanted a substantial dincidence of
primary facility (particularly the MCH clinie) by-pass.
Ags will become clear, while clients have information
aboul clinic services, they do not use them because they
£ind little or neothing there that ¢ould not be elsewhere
with less time and humiliation; they, as do all consum-
ers, evaluate examinations and medicine and find them
lacking., The HSA did not find that the felt needs of

" the coimunity sre reflected in a primary health care
delivery supported by a viable referral system. The
HSA feels the establishment of same should have high

priority.

The Aszseszment indicated z considerable gap between avai-
lability/knowledge and utilization‘of MCH clinics. Res-
pondents told the Epidemiology TFG in 70% of the cases
that they would go to a private clinic if their child
was sick; only 3.6% indicated they would use the MCH
facilities. 70% of the socic-economic respondents had
heard of MCH clinics, but only 56% ever went. Even ameny
those attending, there was no extensive utilization of
the variocus services even though they were known. For
example, 23% of the socio-economic respondents indicated
awareness of MCH pediatric service, but only 5% of them
indicated that they utilired them. Yo understand this
phenomenon wa will look at health care strategices and

at ¢lient evaluations of MCH facilities,

A survey of MCH clients by xeason four visit (See U/d=4.1.)
indicates a highor proportion {(72.5%) than would be
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Diseasc records ffom Helwan MCH centers for 1979 and 1980,
ind lcate that malnuebrition was the most common diagnosis
(20 percent plus polential factor in other diagnosnaes),
followsad by respiratory preblems (25 percent) and gastro-
interitis (19 percent). Clinical exsmination revealed
Protein-Energy Malpubrition (P.E.4.) by weight/age in
approximately 20 percent of infanls aged & to 8 menths
andé in 47 percent by the second year, aflter which it
tapered off. {See table H/4-3.2.). The sacond and
third. years, being the transitory dietary period, are
most problematic. Albict mild, the cases confirm the
stormy nature of the postnecaatal period. Although a
cross—sectional survey would not reflsct the true mag-
nitude of acute disease, the survey detected, for exam-
ple that there was tonsillitis (19,7 percent); lympha-
deritis (6.1 percenit); upper respiratory infection; eve,
gkin, and scalp infecltion (4.2 percent); and scalp furu-
ntosis (2.1 percentk) . )

ameng mothers, nutrition problems of obesgity (44 percent) ;
anemia (according to WBO standards, 71% of nonpregnant,
66% of lactating nonpregnant, and 56% of pregnasnt); les+
ione suggestive of B, deficiency; chest diseases (7%);
chronic eye diseases (7%); sugar in uripe (7%); and para-
sitie infection (giavdia, 7.3%:; amoebic, 8§.9%; oxyw»is,

4.4%) .were found,

These epidemiological findings, in keeping with other
surveys, highlight the role of adverse envirommental
conditions and inadequate nmutritional szources in the
pcor healbh status of mobthers and children in low incone
arcas. They, along with the previously discussed topics,

contribuie ko a demographic prolfile.



migrants have brought thoelr wives: in the fifties and
carly sivties, an uneven grx vralklo in Cairo indicated
prescence of migrants who had not yoi brought their
wives), and the average family size is six. Illiteracy
is higher among women Lhan jaen (approximately 35% versus
208} .  Approximately 30¢ of men and 22¢9 of women can
read ard write, wvhile approximately 6% of men and 1% of

women hava heen educated above middle level.

Cerkain characteristics reported for the Helwan sample
(350) can be safely assumad Lo hold true o some extent
for similar population groups in low income areas of
Cairc. Most (93%) have been mavried once, the majorlty
{70%) for three to twelve years. The majority (682%) rent
and ihe majority (74%) occupy only cne room. By defini-
tion this room will have multiiple uces; indeed, a common
pattorn is for a family Lo occupy one rcom in which they
cook, sleep, bathe (coften behind a temporary partition

such as an open wardrobe door), and entertain.

Electricity is available, but szome homes (20%) do not

have it because they canno: pay for the electric meter
{although wiring into a friend's maeter iis not uncomﬁoﬂ)

or bevsuse of landlord or personal wishes. HMedia sources
extend Lo almost evaryone; while only sixty percent own
televisions (and seventy-five percent radios), most even-
ings find neighbors piling inte the lucky homes for 'choice
viewings. That wedia plays a more impoxtant rele in health
education than do clinics is sevident in the family planning
scction of the zurvey; there, of the 96% who had heaxd of
family planning, 56% indlcated media as theixr source whilc
family planning cenkers were not much stronger a source
(25%) than Friends, relatives,. and neighhors (23%). BEx-
pectedly, the incidence of electric refrigerators (15%)

is low, Dally shopping bo cbtain Eresh proeduce and Lo

avoid Large good stecks subjeck to borrowing and envy



mes ope ol oflken do bekbtor witheult a refrigerator; once
endowed with a refrigerator, one is besicged by roduests
for ice awd nmet choose between enmity and endlossly sup-
plying the imaediate environs with ice water. On' the other
nand, 56% of the sample bad butagas stoves with ovens

to supplement cooking traditionally done on a primus

sEovVe.

Basoline demographic data, obtained in South and Wost
Cairo will ba compared with thet of Helwan 1o see fto
whal extent the above characteristics hold true, At
that point a basic demegraphic profile will be develop-

ad.

There are results which can be assumed neither as gene- .
ralizable nor as Helwan-specific. One is source of
family income. The Helwan sanple indicated husband

as broadwinner in 943 of the families and both hughand
and wife in only 1.7%., Data c¢n other districts of Cairo
suggest-a higher incidence of wemen providing income.
Helwan's low incidence may be due to: (a) undexr report-
ing of women's economic activity becauss it ovcurs in
the informal economic sector, (k) a high incidence of
rural migrants (ov%; 50%) who tend to be less employ-
able, (c) a conservative tendency of Upper Egyptians

regarding women.

Another legs predictable variable is arca infrastructure.
In Jlolwan, fifty-four percent of the households had no
running water. ‘They either brought from a public tap,

by hose from a nearby lhouse, or from a water truclk,

There 1s ne sewadge gystem in W.C.'s (65% of which report-
ad as private) and connacted to a septic tank (bakabort)

which is gonsrally nob ¢leancd sufficiently often.



" Volunkeers, this will {1) enable local organizatfions to Incktease agri-

PROGRAM PLANNED PROGRAM SUMMARY SHEET

CP oL (B EN
TME Egﬂglélﬁu AG.RO&H HEALTH PROPOSED QBLIGATION (11 Mrousands of dallasa)
PYQ Communitcy and Entecprisc Fee™ 8% UFE OF FROJECT
Development ShP 2047 }FU"D”‘G 12,000
NUMBER 685-0260 new 0 POPULATION D &HR SEL ACT THITIAL ESTIMATEDFIHAL ESTIMATED COMPLETION TATE
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Purpose:

To support village organizatilons and swall rural enterprises
to generate Cheir own development.

Project Descriprinn: Recent Government of Senegal (GOS) policy des-
cribed in its economic reform plan has placed a high priority on usin
communicy and village organizaticns and on broadening the tole of
privale enterprises iu agriculinral production, processing, and marke-|
ting. During the last several years, AID has supported several -
successfnl projecks with American and Scnegalese PY0s  and with
Peace Gorps Volunteers (PCVs). Drawing on PV0s and Peace Corps

cultural production, regenerate land and wood sopplies, mwl increasc
usable encrgy and (2) enable small, agriculturally-related enterprises
Lo expand and proliferate. PVO's , assisted by PGV's,will provide
training and organizacicnal development to tommunlty organizations and|
4s6ist thew with [inanciog to carcy ont vegetable praductloun, woodlots
reforescation and soll regeneration, community enterprises, and other
actlvivles to increase production. In promocing swsll enterprises,
the project will enable small agro—enterprises Lo expand and prolifa~
rabe by fmproving the provision of credit, management, and technlcal
assistance to these enterprises.

Relationship of Project to 4.I.D, Councry Stractegy: pucsuit of the
goal of £ood securlty in Senegal, A.I.D. will work through two sorrs
of organlzatlans. Sinca 19735, A.1.D, resources have been chammelled
primarily through the rural development agencies, semi-autonomous
organizations with large respoaslbilaties for agricultural production
in the various regions. Following & comprehensive evalvarion of the
A.I.D. program in L1900, however, A.L.D. determined thar it must open
an alternative crack Lo reach small farmers pore direccly, in order ¢
help them increase liarveets and returns [rom markets. This project
will develop the PV0s'expertise and provide them the Einancial resour-
ces to increase agricultural production by establishing or strenghte-
ning dAndlgenous village organizations and swall rural enlerprises.
Project aerivirles will be implemented alongside present A.I.D.
projects in Sine Saloum, but wi1l erot be the responsibiliby af Lhe RIS

»

The project will enable the agricultural decentralization and eredic
reforms, which the mission is supporting through non-project assisk
ance, to be implemented at the village level 1o Sinc Saloum,

Hosl Country and Other Denors: Doth Foreign and indigenous PV0s provide
important resources for development in Senegal and are funded from
many different sources. GOS support of these activities has been wpen
and encouraging. CARLITAS has intervencd in rChe rural secrtor for a
nuiber of years. YWOVIM, a Dutch PVO, is working on ruzal Ietegrated
development projects. Two French TVO0s, Voleontaires du Progress, the
French equivalent of Peace Corps, and 503 Sahel IntecndClomal are
working in extenslon, healeh and rural energy activicies. One of the
better-known Senepalese PV0s, OFADEG, assists the extension, forestry,
and’' village training sectors.

Beneficiaries: The direct beneficiaries will be personnel of U.5. and
indigenous privake voluukary organizations who will improve thelr
ability te extend services and mohilize local people for developmenkt
projects. The wvltImate hencficlaries however, will he the farmers.
village organizations, and small enterprises in Sine Saloum who receive
assistance from the PV0s to increase thelr produccion scrivities.




3,  DEMOGRAPHIC PROFILL

The target population of this study is all females with-
in the veproductive age {15-45) with infants of 0-5 years
frcan among lower working class urhasibes and lower grade
employses. These represent potential bereficiarics of

the M.C.H.'s, The definiticn "lower income” was opera-
tionalized in the Helwan study as families with a monthly
income of less than fifty pounds. Cbtaining accurate in-
come dala is of courge problematic, but {according to the
figures reported) the study sample tended to be extremely
Low income, with 80% of surveyad males indicating a month-
1y income of less than ten pounds. The H52 team plans to
include higher income groups in the next survey to allow
comparisons among income groups in health seeking hehavior.
The team has noted that level of income may not be a sure

indicator of health care activity. More research and ana-

“lysis must be done to determine the influence of low-in-

come on health care seeking beshavior; althouéh the vast
majerity of houszeholds "reported" an income below ten
pounds {(making them marginal}, only 60% had ever utilized
the free government MCH clinic. If future studies reveal
that marginal and low income groups resort to private’ phy-
sicians with equal regularity, the necessity of providing
feasible (i.e. utilized) primary services at minimal cost
to alleviate the strain on marginal household budgets wlll
kecome painfully cleaxr., To fully appreciats this impact,
houschold budget information will e considered in

South and West Calivro. The Helwan soclo—-cultural

survey indijcated that families do net sob aside

money for hcalth or treatment and may use the last piast-
er in the house and then borrow Lo mect health expendit-
Ures,

Mg for othor basic popolation characteristics, in llelwan

there 1s o high dependency ratlo, an ecual sex ratio
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EOTOR/ISRG, responsille for tlhe axecution of the abuye mentioned objeoe
tives of the assessment, 1s an Egyption based team whose mewbors axe
docters, nurscs, sociolopists, anthropeologisks, cuonumists, enginecrs

and system analysts,

The experience gained during the assessment i1s to ba rransferred Co
MOl in & formula to cffect change from within, leading to the develop-
ment and strengthening of the functions of health services and plan-

ning, as en-going =zctivicies in the UHDSP, Greutcr Cairo and MOIL

This monagraph offexs & very brlef condensatlion of the six Helwan
data compilation mouographs' analysis im an attempt Le present the

mzjor obsarvations "in a nutshell”.
J



HEALTH SELTOR ASSESSMENT

Principal Investlgaton : Dr. W. A. HASSOUNA

Co=princial lovestigalor : Dr. A, I. GABER

The Urban Healtl Delivery System Project represents a comprehensive
demonstratien activity intended to address the key arcas in the Cairo
urban bealth system requiring improvement. An assessment of the
health seetor is therefore of paramount importance and is undertaken

to fulfill the following objectives:

1. Demonstration of the prineiples of sectoral health plaoning with
the ultimalte goal of providing formulated suggested guidelines
for health planning in urban aveas in Egypt, togeLher with

methods for ipstitutionalization of the planning process.

2, Provisien of accurate inforwalion on the health status of a
sample of the population in the UHDSP area, along with othex
data descrihing the demographic sccio-economic and socio-—cultural

characLeristices of the community.

3. Provision ol occurate information en the exisling health care

delivery system in the arca, ineluding the private health scctor.

4, Provision of data for Lhe health related urban and environmenlbal

characteristics.
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1,  INTRODUCT ION

Tha [I8A is conceptualized by the NISR/INP as implementa-
tion of a model of HSR based on multidisciplinary tcam
collaboratinn in research formulation and impleuwsntation,
on the assumplion that an assessment of a HCDS wmust be
an helistic appraisal of the interrelatlon amongst CON-
SULIBR, INPRASTRUCTURE, and SETTING. The heallkh sector
wiileh provides service sensitive bto community needs

and envirornmenk context will be appealing tc consumers
and will be wutilized. Obviously, the most sophisticated
medical installations which are either insppropriate for
cocmaunity neods (epidemiological, envirommental, socio-
logical, etc..) and/or staffed by providers who caonct
gustain communication with clients will not provide sat-
isfactory health servica. On the other hand, competent
staff and eager client:s interacting within an overcrowd-
edl or unsuitable health infrastrueture will likewise not
resuli: in appropriate "health serxvices".

Accorxrdingly, this summary of the Helwan HSA is structured
to give a methodological summmary (See section 2), a demo-
graphic profile of the two sample Helwan communities {sac-
tion 3), followed by sections on each of the three elements
which impact on the success of health services: client
health care strategy, which ideally is congruent with
available services (section 4); the BCDS infrastructure
which ideally has coordinated sectors and appropriately
trained staff (section 5); and enviromment which ideally
provides a support system and setting encouraging good
health.

The Helwan 1ISA indicetced that none of the three elomonts
"

arce anywhere near the ideal. The HSA mondale is to re-

porlk the health status of low income groups, with the

targel giroup definod as women of child-bcaring age with
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enbldran undor six  and their use of {as well

a8 the statun of ) the HCDS o as to develop
intervoention recomnenanlklions and kLo in-
stjtolionalize a Health Informatlon System. MON and
ECTOR signed a contract agreement in May 1980. Three
zonct woroe selected for study in Calro: Helwan, South
Caira, and West Caire. ECTOR's HSRGC presented a plan
of aclion in August 1280, which was modified in Novomber
1080 on the basis of a pilot study. This report is a
sunmary of the wajor findings of the Helwan portion of
the 84,

In keeping with its mandate, the HSRG aimed in its ana-
lysis of {lhe Halwan data to:

1- identify demographic, utilization, institutional and

environment informaticn relevant to MOH d=terminalion
Lo o e

‘of health policles and innovation in HCDS; {(this theme

informs secticng 3- 6) .,

2~ Tvaluate ressarch ingtruments with an eye to pavrsimon-

jous elicitation of the variables which are eritical

lay MOH

to the egtablishment of a data base to be used

L

in BCDS policy determination and innovation. (Prgli-

minary cobhservations on a demograrhic profile are made

in mection 3. Preliminary suggeskions are made regard-
ing crltical feactors in significant correlation diLff-
erences in heallth seeking behavior.)

The NSA shows that the three facltors of CLIENT, INFRA-
STRUCTURE, and ESRTTING currently impact in deletericus

ways on health services in Jlelwan.



PHD RYPASS RIIENOWMENON

Clicnt vwtilization patierns indicate that after a fair

amount of self treatnent, . consumers proceed directly

to private clinics/physicians. Self treatment per se

ig nobk undesirable, if it is well informed and due to

choice rather than lack of resources. Indsed, the sccio-

cultural FrG's interviewees were accustomed to drawing

the line between self care and professional and consider-

a8 children's fever, enterilkis, vomiting, measles and

polic as critical symptems regouiring immediate profess-

jional help. Nevertheless, bypass of MOH primary Faci-

lities indicate either:

1< that low income clients have no faith in peripheral
facilities and choose to spand money on private faci-
lities rather than MOH ones intended for low income
population, or

2- that low income clients are not convinced of the
usefulness of primary facilities (because too much
energy is expended for too little service, etc..)
and continue self treatment for symptoms which should
he examined/referred at a clinic level, until the
c¢lients feel the condltion is severe enough to demand
resort to centralized, specizlized hospitals {(or a
reputable general hospital), bypassing both MCH and
private clinic (probably unaffordable) facilities.

THE ATLIKRG TNIFRASTRUCTURE

The II5A results affirm that in general, in keepling with
such bypass, primary care centers and specialized clinics
(e.g. tropical discases)are adeguately staffed and under-
utilized while general hospitals (and GUHC) arxe over-
utilized (and thus inadequate). No institutionalized
referral gystom exists, and so it is emall wondor that
patients vho Leel they need specialized care diagnose

themselves and procacd, say, Lo an inkernist rather
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than to a primary care facility. (They may end up pro-
cooding Erom gpecialist to specialist). The HSA fouad
an ovarall staff dissatisfaction with eguipwment and up-

keep which appcars justifiied.

DEBRTLITATING BEHVIRONMENT

The ISA confirmed the pellution problem as well as in-
adequacy, or absence, of water and sewage cystems. Hel-
wan's position as peripheral, industrial and reacently
agricultural, exaccrbates the problem.: Heousenold
surveys indicated the majority had no running water,

and depended on cesspools for sewage. Residents gues-
tioned about negative inEluences con health readily re-
ferrad to open sewers and dusty air,



RECOMHLIDATTONS

i
Baged on its analyslis of the Helwan data, kho IHSKC has
three malor suggestions regarding the status of the
health soecton.

1- The need for "communitization' of health services so

b

that tﬁé§ reilect the Felt needs of +the community.

2= The need for move manadgeable intersectoral organization.

3- The nced for a viable referval system based on diagno-

sig at the primary level of care.

-

Atlractiveness, not accessability,of primary care is the
issuc; one of the study's major ceonclusicns is thabt peri-
pheral services must be reorganized to offer the client
more. Mg section {4} clarifies, the main service MCH
centers presently provide is vaccination. Althcough pre-
natal and pediatric care are theoretically two of the major
MCH services, even MCH clients do not use them. Reorganized
Ml centers might offer more specialized pediatric,-ENT,
dermatological and gynecological services. This would be
fitting as the bulk of the low income population is well
versed in medical specialities; the Private Sector TIG noted

that even GP's add notice of specialities totheiroffice placards.

The mostawsat provides an erxample of community voluntary
association or syndicate initiated health projects which
refleoct popular opinion regarding the form of health
services needed,. They arxe established when people
within the "hay" (yiéiﬁity) feel the need for such a
service and proceed to constitube an organization under
the protectorate of the Ministry of Social Affairs.
.Usually these charitable organizaticns offer other ser-
vices besidag a mostawsaf, such as burial of the poor,
marsevies, sewing courses for glrls, cote... Civen the
higher ulbilizalion rake of such [acilities Lhere is
eleorly somebluing o he learnce From theix constitulion
and operation which might well be adopted by MOU
facilitios.
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Clearly MCH conlevs muglk offer more, whetber emphasizing
greatos cowmunlty participation; cskablishing fees for
service; re-schoduling houvs of the MO canter's services;
offoring more specialized scrvices; scheduling an "open
clinic"; providing viable veferral systom;. or establi-
ching an ovaluaticn system which offers incentives for
an  outstanding MCH center. The By-TPass phenomenon re-
gults in part from lack of popular pariicipation. OCne
way to increase such pavticipation is to activate the
at-present dormant strxucture in the MCH centers which
provides for community reprasentatives on the MCH board
of managers. This would necessitate a chsange in the
present domination of menagement decision-making by the
medical staff. Conversely, the providers of health care
need to demonstrate the impact their services can have
on the hcalth needs of the community. Workshops at the
MCH centers to train health professionals and community
members in collsctive self managemant of health carxe

are one possibility. Another possibility is for the MCE
center to broaden its scope of activities to assume a
structure similar to a neighborhood community center or
club. This strategy would have the advantage of streng-
thening public participation to establish a "sense of
community® among the urban poor; many traditional ins-
titutions that performed that function are no longer
extant. A third possibility, meationed-earlier, is

for MCH centers to offer more specialized services.

The research in Soutd and West Calro will continue Lo
identify the institutional and social factors impeding
the provision of effectiva healbh care among Cairo's

urban poor.



2. METHGDGIOOY

2.5, SR _GOALS

Phe 11SA utilized a variety of technigues so as to bene-
fit Frow existing rescarch and to do a complete analy-
sis of health and environmental statuses, services avai-
lable, and utilization cof same. It surveyed MOH and
other documents, including two previous research pro-
jects in Heélwan., It conducted field surveys to supp-
lement recorded daka. Tor instance, only a fractiocon

of private physiclan c¢linics werc presesnt on the regig-
ters. Marthermore, clinig facility data are impossible
to obtaln wilthout actual observation. Filelds surveys
were conducted of health care providers and clients.

The lattor were also apprcached using a non structured,
opan ended interview techmique, which produced infor-
mation useful in revising the-ques?ionnaires for the
socond phase of research.

The HSA, based on interdisciplinary collaboration, was
formalated with the contribution of phycsicians, nurses,
soglal workers, soclal scilentists, enginecrxs, couputer
speclialists, policy analysizis, plus individuals who are
specialized in more than ore of the above and/or who
have long experience in public health and planning.

The Helwan Assessment was based on the work of three
teamg and nine subgroups (Table H/4-2.1). This allowed
generatbion of guestionnaires taking into account the
various disciplines, approaches and concentrating on

all aspects of CLIENTS, INFRASTRUCTURE, and ENVIRONMERT.
Although this resultsd in some overlap of information
and some lack of congruence amcng subgroup datn, whab-
ever problems this created in data analysis were partially
aconpensated for in complelencss of data and cover-

age of aspects which micght otherwize have gone unexplor-

ed,



2.2. TMVIDED METLODOLOGY WASED ON 'MIF UELWAN RXPERIENCE

Based an the Lclvian experience, the USRG has reovganized

Lts rescarch in Scubth and West Caire. Continuing to add-

regs ilbself to the key guestbion: "Who goes to what source

{for what reason to recmive what service, at what cost?",

the roviscod Hgh methodology is one step closer to demon-

strabing the principles of, and Fermulating the guide-
linmes for, systematic healily sector plannlng Ffor use in
urban arcas in Egypt. The key methoedological Findings

are discussed in the Juns 1981 Reviged IPlan of Action,

but in short the methodoloygy ko he implemented in Jouth

and West Cairo will:

1- restruciure the 11 groups (Table kR/4~-2.1) to dreaﬁe a uni-
fied team (with client, infrastructure/provider, street
survey and environmental groups whose leaders supervise
both in the field and in guesiionnaire guality control)
adviged by stalistlcal samplying and data coding/analy-
sis experts. The study will focus on two geographic
contours. (See Figure H/4-2.2 for new HSA structure.)

2~ revise the.questionnaires g0 that there is one clicnt

guestionnaire and. one provider guestionnaijre, in addi-

tlon to technological, environmental and costing fin-
ance surveys, an in-depth sociccultural study, and
an on-the-street-survey.

3- encourage participation in the research and solution-
development process on the part of providers and in-
tended beneficiaries.

This revised methodology is based on the exparience of
Helwan. fThere, the great degree of overlap of services
and providers suggesked the need for a consolidated ques—
tionnaire, and for special attention to the formal :in-
Tormal gector intertace. {(Bea secticn 4.4. below).
Uelwan results also indicated & great deal of self treat-
mant and bypass of MOH facilitles; accordingly, it was
deemed appropriate te soliclt bealth resort inforwmation

via client survey, via in-depth interview, and via
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s new ingtrumenk of an' en-the-gstreet-spot-check ., It
wae also decided to include hidheér income qroups (both
in survey and in the on-the-street-spot-check) tec pro-
vide a frame of comparison for health care strategics.
As will be geen in section (4) below, one pattern in-
dicated by the Helwan I18A which bears corroboration
through stwiy of various income levels is the presence

of a two-pronged approach to health:

1- marginal income clients who treat themsslves until
cribicalness of symptoms "drives" them to general
hospitals;

2~ low incoms clients whe routinely spend money to con-

sult privats clinics cr physicians.

It was felt that more informaticon was also needed on
household budget in the revised HESA survey to begin to
answer questions of health care budget/resort. Anothsr
lesson of Helwan was that medical examinations and lab-
oratory tests revealed results similar te other recent

surveys and, thus, since they were time consuming and
esxponsive, should be dropped. As section (3) discusses,

critical demographic characteristics have yet to he
established, but once they are, the gocloeconomic glient
guestionnaire could be shortened to include those corre-
lating with health behavior. This is, of coursa, in

keeping with the ultimate goal of parsomony in HSR.

With these legsons in mind, we turn to a description of
the methodology of the Uelwan HSA,

2.3, HETHODOLOGCY OF HIETWAN HEA

Puring the Helwan Survey, the HSRG divided into Comwunity,
HCDS, and Urban~Environment teams which weroe subdivided
into nine tagk ferce groups (TFGs). Scoparate Health In-
Lormation Systom, and Political Analyeis and Development

toams were establivhed. [ RBaclh of the & TWCs comdualod
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its own surveys. The orgonization of the H3RG's II5A Team

{in Helwan] is shown in Pigure E/4-2.1. lerec we discuss

briefly theinz sammle pools and guestionnaires.

A varieity of technigues was used in the I8A to insure
the mogslt comprehensive possible assessment, While MOH
records were consutlted for infirustructural information,
they wure supplemented by fielq surveys (including phuns
bock searches and interviews). While housechold survey
guestionnaires were utilized, these were supplemanted
by intensive, oepen-anded interviews which have in past
HSRG work (see Health Coverage Study, 1381) indicated
the inadequacy of survey data. Clinical examinations
were supplenented by interviews and consultation of
health records.

Throughout the planning stage, inter-TFG cooperation
allowed the coordination of aims. .For example, the
Sociceconomic TG included guesticons of other groups

in its household survey to avoilid numerous househcld
visits, Cliént surveys were to some extent standard-
ized,

The ISA was concentrated in two low income administra-
tive districts (shiakhas) of Messara and Tora {also
kncwn as Kotsika). (See Figure H/4-2,3.)J. These two
areas fit the Envirommental TFG's request for tweo arcas
with disparate environmental conditions, as the first

is closer to industrial souzces of pollution. (To date
‘no envircmmental-linked factor differentiating socloeco~
nomic results has been isolated). Al-Massara was primari-
ly agrarian Lill 1952, with a few Familics manufactur ing
the famovs Massara tile and some wigrants working in the
British military camp Solta (1829-40} and a coement Ffacl-
Qry.. In 1952 it began recelving migrant workevs as a

¥asult ol the establishment of Al-llarb, telephone, and



Mora Cement factories., Tora's orlginal inhabitsnts!
main occcupabion was guavvying; today repair ygarages
for quarry trucks and a starch and glucose Factory
provide other jobg. In the demographic profile soc-
tion (3} we will consider how repxcscntﬁtive these
workers are.

Trg 1 {Soclocconcmic) administered the sociceconomic

survéy, the only one conducted in households.” It in-
cluded questions suggested by the Epidemioclogy, MCIE,

Environmental, and Urban TTFGs.

A sample schedule was administered to 2,5000 subjects
from whom a random sample of 350 (250 for Al-Massara

and 60 for Kotsika) meeting target criteria was chosen.
(This is one-third of the 1,000 sample to be drawn from
three zones in all}. The questionnaire had 77 guestions:
12 demographic; 3 on migration; 35 on space utilization,
water, sewage, and garbage; 15 on pregnancy history, in-
cluding infant desth infcormatlon; 6 on family planning;

4 on MCH knowledge and utilization: 2 on infant feeding.

TG 2 (Socincultural} completed the sociocultural sur-

voy in 7% households, each of which was visited a minil-
muu @f 3 times by rescarchers frained in particlpant
chservation. The sample was drawn from articulate maem-
hers of the socloesconomic survey . It represents a
variaoty of occupations and incomes. Aboul one-~third

ol the men are factory workers; another third are skill-
ed and gemiskilled workers (mechanics, welders, plumbors,
Eitlers); and anothex Lhird arce scrvices and white coll-
ar {(Lailor, restaurank, police, clerk). Tour woemen work
outlsidoe the home, three as TBAs and one as a sales pon-
son who brings goods {rom Port Said. The averagoe mon-

thly income is opproxhmately 30 pounds --~considorably



above the sociccconomic gurvey average. It is clear that
the Helwan suwxvey did nol get accurabe approximation oi
income, This is a recurxent prohlem in rescavcly; other
indicators (e.g. level of educabkion, number of roows)
must be used in tandem wilkh income. Althougbh opan onded,
the intervicews also covered standard topics iike family
decision making about health, and attitudes toward formal

and informal health syslems.

TFG 3 {(Fpidemiology) conducted a survey {medical history
including three month disease history, clinical examina~
tion, lab. analysis) of 300 mothers and 524 children from

among the 350 household socloeconomic sample.

TFG 4 {Infrastructure) considered all of the MO facili-

ties except the MCH centers. The six varieties are pre-
sented in table H/4-2.1, The GUHCs include MCH, school
hegalth, health bureau, and medical-surgical units, The
District Clinics and Rural Health Units include medical
surgical, OB-GYN, and pediatric units. TFG4 conducted

a field survey of the various services' facllitles and
providers. For example, their hospital survey included
185 guestions on staffing, facility condition, availakle
service, and patlent flow. Their manpower survey ascer-
tained training, position rctation, opinion of equipment,
etc,,

TFG 5 (MCH) ran surveys of equipment, manpower attendance,
job description, and director ranking. It alse ran a pro-
vider and clienl survey.

TFG 6 (Private Sector) focused on all private facilities

as presoented in table H/4-2.2. Private physician ¢linics
are defined as medical establishments providing out pat-
lenl scvvice hy one general practiticoner or hon specia-

list liceonsced in medical practice. Private physician
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hospitals are definod as a general or specialized in-
gtitution that provides inpatient accemmodalbion.,  Mos-
tawsaf (private distyict polyclinie) is defined as a
polyelinic run by a nonprofit organization - heré, a
henevolenl, bonevolenk religious, or syndicate organl-—
zaktion. (One exception was one owned by a physician).
The Curative Organization has one hospital (Mubarra)

in Nelwan. The Organization is a commission directly
under the Minister of Health; its clients are aither
private ox company employess who pay nominal fees.
Pharmacies are definad as digpensaries or shopg where
medical goads ave sold through pharmacist ox cother hea-
1th care personnel. Private MCH centers are clinics
which belong to similar organizations as the mostawsals,
but in addition to MCH health care have social services
like nurserics and sewing courses; they are registered
in the Ministry of Social Affzirs. The Health Insurance
Organization has one hospital, Nasser, in Helwan. Txa-
ditional healers include the TBA, herbalist, healzth
barber, bene setter and zar organizer. Table H/4-2,2
lists the approximate number of private facilities in
Helwan, and the nuaber of institutions and instituticon
clients surveyed from each kind of facility. Thus, for
example, when referance is made (in section (4) helow)
to "hospital clients” the sample is 12 f£rom Mubarra and
12 Lrom ﬁasser; when referaence is made to "moatawsaf
clients" the sample i1s 79 clients, who are drawn from

7 mostawsafs representing all of the 4 categories except
syndicate. The numbkers under institutional provider in-
dicate staff interviews. Obvicusly the sets are small;
howover, considcration of patterns they reveal has been
fruitiul for veFormulation of this client cuestionnaire.
One nobes that no clientg in private physician c¢linics
or private physician hospitals were intorvicwed. To

gain such inlkerviews was a sensitive prospect and not
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attemptoed.  Obviously, if onoe had comparable elieat data
For ihe private [acilitics it would be a usctul Ixame of
reforance. There is not cunowh dota at present to assume
thol differont kinds of facllities -say, HCI centers,
mogtmrgaf, and privare pbysicians elinics--gerve three

*different" groups of clients.

1TrG 7 (Costing and Financlng) depended on visits to health

service Financing agenciles {general budyget, ygovermusnt,
General Healih Organization and Curative Crganization);
discussion with Ministry of Finance, Calro Medical Govern-
orate, and Helwan Medical Department, and cxamination of

records all the way down to the clinic level.

TFG 8 (Environmental} conducted environmental surveys of

watex, air, sewage, vermin and used the houseshcld infor-

mation on the same firom the socioeconomic group.

natered water service and a housing community upgrading

project donc recently in Helwan. They also used statis-
tics from the QOrganizalion for Public Transportaticon in

Cairo survey. They rxeviscd available maps to highlight

the study area.

Tha PAD teaw (Pelicy Analysis and Develcopment) asscmbled

piblished data relevant to professed policies and instru-
nmentation of policies by MOH. Their repork summarizes
MOH peolicles from 1952, current MOH crganization struc-
ture, relevant laws and decreses, and resource allocation
of MO,

The HIS toam (Uaalth Informotion System) was responsible

fov monltoring formulation of data collectlion instruments

amd design of Lhe information system used to process the



same. Based on their experiences in the Helwan IISA,
they were able to provide suggestious for HOU

recording systems.

We turn now to a gummary of the major findings of thesec
11 groups in the Helwan Arca. The reader should be
cautioned that figuxes are usually gilven in percentages
to allow for ceomparison of disparate-sized informant
pools, but thak since the pocl s often guite small,

perecentages may be misleading.
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There are demographic characteristics unigue in lelvan,
which must be explored individually Eor each area stud-
ied, flelwan, on Cairo's southern periphery, has an in-
cidence (34%) of Upper EBgypt migrants second only to
those born in Cairc (43%). It appsars that most of the
migration is a result of wives joining hushands already
omployed in Cairc. The occupational distribution of
Helwan is doubtlessly affected by the presence of seve-
'al major factories. The preponderate category is skill-
ed worker, which has three times as many merhers as.

unshkhillaed workers.

Finally, epidemiclogical traits form part of the profile.
In general, children in such areas suffer cyclically

from gastrointestinal probloms by summer and respiratory
infections by winter. When questionad, women complalned
of headache, dizziness, hemorrhage, fever; and exhaustion
during pregnancy.

Infant mortality over the past six years ranged ketween
93,7-111.5/1,000. The scciocultural sample of 75 fami-
lies included 26 cases of infant deaths from 3 days tb

2 years. WNeonatal mortality is low relatively, (sse
talble H/4-3.1.) indicating that the most dangerous period
is the postneonatal where adverse enviromment conditions

threaten infants more than bhiological causes.

Data in the HSA confirm.ithe hypothasis found elsewhere that
gastroonteritis is a major threat to children's health.

In Bgypt 1f, followed by respiratory infection, is a main
cause of high infant mortality. Physiclans questioned

by the privatc scctor THG indicate {16 of 35) gastxoenteri-
tis as the main couso for children's visgits, with bron-

chikis running a close second.
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