
V 

Ic
 

P~ 

!1ROC.C. 

lIE 21111k Yo;-4E 

mmaryExectivJ5z 
By 

AssessmntSectorTe Hath U.s. AllI 2630065GranLt No.
ReerhTeam 

-o ... I ,--

jmenustik
Rectangle

jmenustik
Cover Marker



r
 

for gajba'e colleucton. Furthrmo. , intiating i

provemetLnts in the onvironmen'flt canllnot bo done pioccmlleal, 

duo to L1he int0rdupendanc of the oc:osy ston, For in

st'nnc', one cannot d Lducsek the probliem of stagmnnt watt

or iri' paedeontly from the problmi of drinking wator and 

saV'G di sposal. noth or example is that a power fai 

urc will also cause a sewacge bckup. One must consider 

th effrects of industrial pollution on oalth in general 

as wall as in geographical patterns demonstratig diffe

rentiaL impact. 

'4- This study lays the basis for collaboration between on

vironmental engineers and epidemiologists in answerincj 

this question. Although it is difficult to separate 

genetic, infectious, nutritional, and other factors 

from environmental ones in analyzing disease patterns, 

this study makes initial suggestions. 

inK: 

It makes recoamendations on the basis of the assessment 

regarding appropriate service reorganization or tochno

logical implementation. (For instance, one problem not

ed is that local council service o.f garbage collection, 

for instance does not extend to all areas). 
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ICOD6,_ EllVTIONMINTAL IN COMMUN TTY HEALTI 

12 	 .t Jin 8011, ways typical of any Cairo community and 

in hncir ways uni que in that it lies on recently agri

nuLta iIna and lik.e other peripheral conmiuni Lies such as 

Chaura DcL Khca, i.ts irrigation ditches have never 

boun Liiled in, and have become open sewers. Many fact

or.kus diEponue thi-i industrial wastes directly in the 

Ilile or Khashab irr.igation canal. Families are aware 

o)j the unh ct Lthy environmental conditions and make such 

sLamcInta-san "The canal invites mosquitos and flies 

which cause eyc trouble to children". Hielwan, as an 

higcrhly industrialized area, has a high degree of 

aj.r pollution. Mothers say that their children 

V"luhale dust". 

As 	 such, Ielwan is both a potential "average community" 

and a case study of the exacerbation of already debili

ting environmental conditions by virtue of its peripher

al, industrial status. It is evident that environmental 

conditions have a deleterious effect on health, One notes, 

example, the high percebtago of acute and chronic bron

chitis in the air-polluted, Helwan area. Other less tan

gible aspects of the urban conditions, like psychological 

pressures of crowding, must also be taken into account in 

assessinj environmental-urban impact. The USA considered 

municipal and private technologies (i .e. water, sewage, 

etc..) available and their appropriateness. It found 

that some environmental problems can be alleviated by 

infrastructur rcorgan izaticn. 

EInvironmeiontal problems and solutions nmst be dealt with, 

however, holistionily. For inseajicet, domestic disposal 

of g)arbe may lack such e ssentials as covered containors. 

Narrow stroots may necossitatc small, animal-drawn carts 

jmenustik
Rectangle



Table 

Group 

O 

-

:H/4-5.7 

I nfrastructure 

REFERRING SYSTEM IN THE URAN HEALTH CENTERS 

Itens Tora MNaasara 3asanin I elwan Set-Khadra 

1. Official referral system 

2. Requesting for the referral system 

3. Patient is referred to 

4. Raceiving reports about referred 
cases 

any 

No 

No 

place 

No 

No 

No 

fixed 
pital 

No 

hos-

No 

No 

fixed hos
pital 

No 

So 

on ratient 
record 

any place 

oNO 

p'tal 

yes 

record 

fixed hlos-

A 

Soarce: Colected from Health Unit Date: Dec., tS80 - Jan.' 
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Tale No. :- H/4-5.5. District :Helan 

G- rIMCH 

MCH PERSONNEL'S OPINION ON HOW TO IMPROVE THE LEVEL OF SERVICES IN MCR CENTERS 

PERCENTAGE OF GROUP GIVING THE RESPONSE 

Personnel Group Physicians, dentists, Nurses & Assistant 
and pharmacists iidwives Tome rgias Other Personnel 

Opinica (N = 36) (N = 59) (N - 32) (N - 161) 

Increase supplies & equipment 77.8 - 47.5 37.5 33.3 

Increase anount of drugs 52.8 23.7 15.6 26.5 

increase personnel 33.3 7 11.1 11.8 

improvement of buildings 41.7 18.6 18.8 38.2 

Health education 25 3.3 3.1 

k 
Salaries 38.9 10.2 18.8 14.7
 

K
 

i 
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Tahjo No : 1/4-5 4 Distri C : Hel wan
 
C-)up : Inf ras [ri i uc
 

OPERATING AND RECOVERY ROOMS 

11elwan El -Nasser 
General Conoral 
Ho0spital 

L OPi'luJJ NC ROOM 

1. 	 Number of operating room 
t obi as 3
 

2, Number of 0.R. Rooms 4 3
 

3. 	 Space floor area per O.R. 
Table 17.5 m 2 30 m 

4. 	 Red line (clean area) not found found 

5. 	 Autoclaves: (a) Number 3 9 
(b) Lest efficiency frequently done Never done 

6. 	 Responsible for steriliz
at ion Nurse Nurse 

7. 	 Operating instruments 
(a) 	 quantity alequate adequiate 
(b) 	 Quality in bad condition in good condition 

8. O.R. clothes (a) quantity adequate inadequaLe 
(b) 	 quality 

in bed- condition in bad Condition 

9. 	 Avilobilily of 
(L) Cost room 	 not present prescnt 
(2) Cystoscopy room not present present 

10. OKR. register 	 not prescot present 

I 1. 1:ECOYMR' ROOM 

1. 	 Number of beds 4 6 

2. 	 Avai lability of equipment available avail able 
aind upplj les 

3. 	 P'. ivent records not found not ICounid 
it>! e lial1t 	 Paic: 20UO1/weYd j "'' 7. Uni.is. 	 Dow. 



Tbe No. H/4-a.6. District : Helu.En 

Group : rMCH 

MCH PERSONNEL'S OPINION ON PROBLEMS FACING THE 

Personnel Group Physicians Nurses and Assistant Tomergias and othox 
(N 3-)Midwives personnel 

(N = 59) (N - 227) 

too much work 25 22 25.8 

Lnterpersonal relations are not 

go6od 11.1 13.6 6.1 

Working hours are not suitable - 33.9 7.6 

Facilities are not available 75 23.7 27.3 

Clients are troublesome 58.3 23.7 34.8 

No problem 19.4 18.6 39.4 

_____________________________________________I___________________________ _________________________A_ _____________________________ 



Table 

Group 

NO.: 

: 

11/4-5.3 

Infrastructure 

District : Helumn 

CENERAL STATISTICS AND UTILIZATION OF SERVICES 

District Clinics 

He Ivan Mandi Tebin 

Specialized Clinics 

Tropical 7eunreal Chest IR=tic 

2. 

1.,=ber of patients visitiang 
cli::ic (1980) 

Ratio of physician per 
r s e 

3166 

1:1 

11524 

1:3 

5700 

1:2 

61116 

No nurses 1:0.3 1:3 1:1.-

LI 

3. Cst of drugs dispensed 
in (1980) (L.E.) 580 2579 1698 356 1030 51900 

No phar-

Source: Collected from Health Unit Date Jan. P1S0- Feb. 19SO 



- 5?' 

reasons for MCE problems indicated facilities and troub

los with clients. (See n/4-5.6 .). 

Phose lta suggest one reason for client dissatisfaction 

with MO clinics. Providers consider clients troublesome 

and value equipment more than contact (via health educa

tion, etc..) with clients. 

E~cepinq in mind the heavy load at Helwan General, it is 

of note that the urban health centers do not utilize a 

referral system (see table H/4-5.7.). Thus, patients 

at the general hospitals have either been dissatisfied 

with, or have by-passed, such clinics. The data present

ed in other sections of this Assessment suggest the need 

to diversify services at the primary care level. The 

restricted services of the urban health center, and the 

underutilized services in the case of some specialized 

clinics, require further attention. 

The InErastructure TFG found that of the 43 physicians 

questioned in the GUHC, 18 had served less than 5 years 

and 21, 5 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 would seem that young M.D.S. end up serving in peri

phery and general facilities; indeed, the private sect

or notud that almost all of the new 0P clinics in Hel

wan had been opened within the last 5 years. 
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bods), is clearly more favoyable in Helwan General than 

E1-Naur, although--given the structure of MOH staffing-

the service rendered is not necessarily in line with the 

ration. 

Specialized clinics, by contrast, seem adequately staff

ed- One cannu say how many of the Helwan General Hos

pital patients could have been treated in district cli

nics (most probably could not have been in specialized) 

hut it appears that given the absence of a referral appa

ratus, patients are not accustomed to going to lower 

levels of health services and proceed to diagnose them

selves.
 

The question must be asked, how much of the system's pro

blms stem from over-centralized client demand and how 

much from deficient facilities? When providers were ques

tioned, 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 GUECs brought similar results 

for physicians (25 of 37 said facilities not adequate) 

although nurses were less prone to say so. In general, 

a majority of physicians in facilities find them inade

quato while they are less likely to stress staff rela

tions and rapport with the community. For example, the 

MCH provider survey indicated that the physicians were 

psrtLcOlary concerned with supplies, and the building 
and not with health education. (See H/4-5.5.). Inte

restingly, only the nurses and assistjnt midwives were 

interentcd in increasing the number of personnel. In 
kouping with this trend, physicianns questioned as to 



PRIVATE SECTOR CLI:NTS PROVTDR/PLACE PREFERENCE IN ?RENALAL/DELu1 CAE 

of x OL j Of 1%Of 
ospitA Most .s.ft Hospital o:stawsaf 

ClintsI Clients Clients Clients I 
(X = 26) (X - 93) (N = 1A) (N = 52) 

I rovidera Prnatal Reason For Preference Place Of Delivery 

Care Of Dava 

- Herself . 75 - She is patient ... 29 35 - At neighbors ... 8 27 
-~2. .eighctscad.... - She remains with 

relatives ......... 17 me after delivery 29 15 - At home by daya 53, 

Dayas .. 4 - She helps me better 21 37 - At home by priva te 

physician ...... 5 

- Physician of . . 

health uni D - She cares for me... 

and, my home. 14 - Government hospital 4 5 

Hakima - I can pay her. 7 13 - Private polyclinic 6 11 
- rivate Physician.. 2 

Private mostawsafl 1 

Source : Tinld Survey- Date : Dec.. 1980 



Pivate HCS 

PRIVATE PHYSICIAN REPORT OF CLIENT RESORT/DIAGNOSIS 

,ost Common Cause For Most Common Cause For 
Children Visit To Woman's Visit To 
Private Clinic Private Clinic 

Responses % Responses 
(N - 35) (N = 34) 

GaCzstronterritis .. 45.7 

. .I.. ..
 
Bronchitis ............ 25.7 

Alirnntarv tract disease 11.4 61.7.. . .I.. 

...........
 

Tosillitis ........... 8.5 

Other . .. . .. . . . 8.5 11.7 

Pre-7sta! care -... 8.8 

Post-natal-care ...... 11.7 

5.8 

Source : Field Survey Date: Dec. 

Assuz.ed Client Pathway 
To Physician 

% Ressonses 
(~4 3) 

Client comes .

directly t,: 642. 7 

physician 

Client trios o 

treat self firt 5. 

F 

n 

N 

1 

Client goes to 

other 11.6 

,bysicians first 

1980 



hs: : /.4,7 !2'EiD : E L.:4 

- ~RELA 2IOR F61r332 isDUCi'"TOFKL LEVEL .'.D KNO LEDC'2, TJILIT:ATI &bi l2Xf::LI0 

-7T FUNCION OF ECG7 tiEA.its 

II :Tber 
I

of 
~I 

Of I 5Of Cat or;-by fvcnrion & utilization of MC 
In Categozy Catogory _ _ __ _ 

CAte6y "p-.nou he !!o util ise A ' 0 D. 
-- --- ----

3- ±.o .- : 350 70.6 56.0 4.3 8. 5 4,6 55.1 3.4 

261 69.7 55.5 3.0 6.5 4.9 1 5.5 r 

l59 j 71.1 1 57.6 8.4 13.5 19.7 3.2 -7.6 0.0 

0.0 0 0.0 6.6 0.0 0.0 60.0 6,6 6 

13.3 20.0 6.6 6.6 60.0 6.6 j 

(A) C-mcoogicsl Care (E) Vaccination 

(E) Prenatal Gare (F) Food for Children 

(c) Post Natal Care () Treatnent for Children 

(D) irh Only (H) Contrtcptives 

Sojrce: Field Survey Date: 1980. 



5,. IlEALTU I R ST UCTURl FrAF 

Assessment of MCUS in Ilelwan indicatos uneven services 

utilization, inappropriaa staff training, and inadequate 

equipment and facilities. It is clear that physical and 

human resources are not organized for optimal utiliza

tion. 

Intersectoral organization and referral so as to assure 

utilization of all levels of health care and to establish 

reasonable catchmelt areas for facilities are needed. 

For example, there are three hospitals in Helwan. Hel

wan General Hospital has the largest press of payients 

with 1551 occupancy , it also has the most diversified 

service including a substantial outpatient flow. (See 

tables H/4-5.1. - 3.) Helwan General Hospital offers 

both in - and out-patient radiology; in its out-patient 

department, it performs simple operations like abcess 

draining. At the same time that Helwan General Hospital 

has the least adequate equipment both quantitatively 

and qualitatively, it has by far the highest patient 

load. 

One solution is to upgrade equipment and expand flow 

area out-and-in-patient area, kitchen, and waiting rooms 

in Helwan General. Another option might be to relocate 

some of Helwan General departments and outpatient faci

liies or to replicate the services more convincingly 

at a primary level so as to alleviate the strain on 

centralized facilities. The data clearly indicate that 

the hospital offers diversified services to a large pa

tient load with minimal facilities. On the other hand, 

the physiKian ratio (2:2.8 bds) and nurse ratio (1:2.3 



WCE CITENT REASONS FOR DISSATISFACTION t7EE Z:OH ACILTVS 

Reason For Dissatisfac- Reason For Fartial Hiz.rance is ti21 
tion Vith MCP UtilizAion Of NCR Of MO9 7ccilities 
2 of Responses Z of Responses of RCet'25s;s 

Q =- 75) * (Z = as) 

Kaiting too lon; . 33.3 19.0 

Personnel absent 10. 7 

Pcrsonne1 interaction with client . 2.7 1.1 3.1 

Not receive expected examination 32 7.8 

No: receive expecced drugs; medicine 

insufficient ........................ 21.3 16.7 

Prefer private physician 16.0 

Prefer another facility . 26.1 

Prefer traditional healer ............. 

Unsuitable clinic hours ............... 19.0 

Unpaid services not good .............. 29.7 11.3 (m 

in effective) 

- Services too far away .................I 1.1
 

- Phvsician inaccessible ................ 5 .4
 

- Other ...... .......................... 5.9
 35.0 

N = Number of responses; clients may give more than one response.
 

Source : Field survey Date : Nov. 1930 - Feb. 19801.
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-oMc o conomi C 

District : 1101WOn 

AT1F41TUDE TOWARDS HEALTH SERVICES 

qucstLn Items Trequcy 

your husbzand is 5ll where do you 

- hop;J'i al 

A private doctor 

- his work provides the treatment 

go ? . 

61 

283 

6 

17.43 

80.S6 

1.71 

Is Ltht service ? 

- insido the area 

- outside the area 

284 

66 

81.14 

18.86 

If one of your children 

do you go ? 

- Ahospit n 
- A plivate doctor 

- Is thaL service ? 

- insi do the area 

- Out side the area 

is ill where 

187 

163 

283 

67 

53.43 

1 

80.86 

18.87 

Fitd Survey Date 1980. 



DESTINATION FOR SEEKING HELP: PRIVATE HOSPITAL AND 
PRIVATE MCSTAWSAF CLIENTS 

First Destination for First Minor Fst GaveDestination with F Lesrinarion i 
Seeking Help Symptom(loss of Appetite) EvemL iii t : 

%Hospital %Mostawsaf %Hospital Mostawsaf 1 
cens clients clients clients cletcins 

(N2) ( =83) (N=20) (N0 78) 

2osita. 3o sta0 

mcttena teter............. A236
 

GIenmn utiL -e!L 1.2 -... 

Govrnen 20e41220.0 1.3 3 12.9hspital .... 12.5 1.2 200133331. 

Private physician 4.2 3.6 10.3 11.1 19.t 

Private mostagsa..- 69.9 - 52.6 - 61.3 

Private hospital ............. - 3.2 

Eshalth insurance ... 45.8 55.0 2.6 1 50.0 3.2 

Curative organization 8.3 - 5.6 

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

Source : Date : Dec. 1980 - Jan. 1981,Field Surey 
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District :Hla1. 11//i -4.21hir, 

Dl SIRJIUT IOA OF EXAMINED CilHBiLDEN 

BY DRUGS USED IN THlE LAST WEEK 

bed Doctor Pharmacist Iraditioual solf 

______ ~ ---- ~ 2prescribod 

% N. 1nw. No,% No. 

74.3Hone 362 69.5 465 90.5 '387 

48 9.2AntLnyroLtic 8 1.5 12 2.3 

- 2 0.4.Tonics 3 0.6 -

Cough rix. 20 3.8 1B 3.5 35 6.7 

-- 1. 0.2nic.,lph - - 

cOnd spect. 5 1.0 3 0,6 3 0.6 

9 1.7Antdinrth. 9 1.7 5 1.0 

Eye drps - - 1 0.2 - -

Skin oint. - - - 1 0.2 

- 1 0.2Antiallergic 3 0.6 

)ROhydrntLoll -

Other .11 21.3 10 1.9 34 6.5 

al1 521 100.0 514 . 100.0 521 100.0 

Unnon3 .103 

--- L -----
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PRITATE SECTOR CLIENT REASON FOR DISSATISFACTION 
WITH GOVERNMENT SERVICES 

Problems leing Clients In Cause Of Non-Use of 
Center. Government Service 
% Of Responses % Of Responses 

Hospital Clients 

(N = 33)* 

Mostawsaf Clients 

(N = 97) 

Hospital Clients 

(N = 7) 

mostawsaf 

(N = 

Clients 

25) 

Waiting too long ..................... 

Personnel absent ..................... 

Staff neglect .. ...................... 

Carelessness in examination .......... 

No drus . 

Insuff4 cient quantity of drugs ...... 

Preference for private doctor 

Unsuitable clinic hours ............. 

Free examination is not good ........ 

Services too far away .............. 

Physician inaccessible ........... 

Treat self ............. 

30.3 

18.2 

24.4 

6.1 

18.2 

3.03 

22.7 

4.1 

18.6 

10.3 

16.5 

2.06 

17 

17.0 

42.9 

17.0 

4 

20.0 

24.0 

36.0 

16.0 

number of responses; clients may give more than one response 

Source : Field Survey Date: Nov. 1980 - Feb. 1981. 



- -. . District . ~t..il2 

:../ S.SAT CLIENT ?EASON FOR PRESENT VISIT TO MCH/MOSTANSAF 

5 eW. 

v-nIS 

0 Clients 
. osL.wsatj 

59 ' .esponses; 

! NIE 
Responses 
(162 
Responses) 

)Clients IMostat'sef 
(9 (38 
Responses) Raponses) 

CHILD COMPLAINT DURING 

PRESENT VISIT AND PRE-

REASON FOR MOTHER VISIT 

VIOUS MONTH 

-

-

Vaccination .......... 

Child sick/treat.ent -i 

Folk LP visit ...... 

Rebyratica ........ 

12.6 

29.1 

55.6 

2.7 

0.0 

22.O 

64.4 

5.7 

3.4 

- Cough 

- Fever 

- Common cold ......... 

- Diarrhea 

- Gastroenteritis ... 

29.7 

23.5 

11 

9.8 

3.7 

- Antanatal (1st visit) 

- Antenatal (follow up) 

- Family planning 

- Mother sick/treatment 

- Receive nutritional 

63.8 

87 

I .1 

13.0 

4.4 

2.6 

-

2.6 

39.5 

- Vomiting 

- Colic .. 

- Ear discharge....... 

- Skin rash 

3.7 

1.9 

3.1 

1.9 

-

-

-

support 

Follow up ..... 

Check up ...... 

Other 

-

10.5 

31.6 

_5.3 

- Skin infection ...... 2.5 

- Eye infection....... 

- Other ... 

1.2 

1.2 

MaTe tat oceh mother and child may have 

The study reflects seasonal variation as 

a 

it 

reason to visit, and that there may 

was conducted during winter months 

laitL per child. 

troenreritiscr less c 

be more than one comp 

when diarrhea and gas on. 

Source : Field survey Date : Nov. 1980 - Feb. 1981. 



The daya is reported to cost more than a clinic delivery. 

rCI data indicate two pounds as the going rate; other 

reports indicato tips to clinic personnel in excess of 

two pounds and to T3A's in excess of five. It is not 

at all clear that choice of daya or clinic delivery is 

made on financial grounds. 
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very. 20o noted her care of client and household. Mos

towsaf clients (see chart H/4-4.9.) indicated similar 

preferences. Such values also occur in TBA's self per

captions. In the Private Sector TFG interviews, the most 

often mentioned quality by the dayas as a prerequisite 

for success in their profession was patience, followed 

by experience, good relations, and cleanliness. TBA's 

patience means they do not induce labor; MCH personnel 

commonly press on the mother's abdomen to speed 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 interviewed by that group had good re

lations with the local health unit. It has been observed 

that the most common division of labor is for midwives 

to attend a delivery and leave the umbilical cord for 

the clinic attendant to cut when she attends the birth. 

The popular belief is that this ensures the issuance of 

a personal identity card. 

The TBA's care is more comprehensive. She remains more 

important than the formal BCDS in prenatal care; the 

private sector hospital client survey indicated 60% as 

depending on the TEA for prenatal care. Even among the 

Mostawcnf clients, where only 5% indicated use of the 

daya for prenatal care (71% indicated self care) , 47% 

said they were delivered by dayas. It is possible that 

they had abandoned the daya's comprehensive care as old 

fashioned, but not yet replaced her with private physi

cians. The Epidemiology group's data (chart H/4-4.10) 

indicate that only 11.4% of the 34.5 of the women using 

prenatal cOre do so at MCH centers, and 750 of the women 

delivor at home with a TBA. 

http:H/4-4.10
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TF' reporL)cne:.cs ". (Sococul ural 
my chiIld coughs Or 

inthere is a cultural/contextualIL also 	appears that 

on dianosi and tho decision to switch from self 
fluencu 

sociocultural survey in
to professional trotmnt. The 

parents do not pay special attention to swo
dicates that 

or sleep, undersized
1l1n eyes, sinuses, lose of appetite 


and intestinal worms.

height, 	 delayed speech, 

treatment to specializedThe shott circuiting from 	 self 


the client is not attracted

facilities may be because to
 

the intormal

primary care facilities or because he finds 


needs. Important in this
 
sector more compatible with his 

sector arc "knowledgeable" individuals who, depending on
 

may be acquaintances, 
 herbal pharmacists,circumstances, 

or
a pharmaceutical 	 concern modern

midwives, employees in 


to give injections, etc.. Such 

pharmacy who know how 

in

dividuals appear to differcntiate between mild and severe
 

the formal health systemsymptoms and refer 	clients to 


It might behoove the primary care seg
when appropriate. 


ment of the HCDS to emulate some of the qualities of the
 

leaders 	 and knowledgeableinformal sector. If community 

healers 	are involved in the area's primarytraditional 

it clinic personnel are sencare health facilities, and 

sit Lye to community needs, steps can be taken in this 

direction, 

whereThe tradiLional birth attendant (TBA) is an instance 

a role model, and wherethe informal sector provides viable 


Lhorn is tacit co o peration between both sectors,
 

ProforOnOu for a 	 TBA or daya is both because of quality of 

and because of institutional completoness.pornonal nervic@ 


40, of CI{ c1 io La indicating pro.CLerenc for a TDA cited her
 

client after delipLdAiinco and 30t 	her ranining wi Lh the 
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sort and 24S of the MontLawsa Calein citced self hep 

and notcjbors. 

BuL once the client is convinced of the pro fessiOnal 

help, ho short circuits his search to bypass primary 

health care focilities. This is particularly true 

for children, as chart 1/4-4.8. of privato physiciain 

report of causes for clinic visits suggests. In the 

case of children where concern with health is high, 

gantroenteritis--which as a prominent problem should 

be handleable by a peripheral facility--is the number 

one reported cause of visit. On theatherhandamongstwomen, 

who downplay their health by belief or necessity, the 

number one cause is not gynecological which can, but 

generally is not, he attended to in peripheral facili

ties; rather it is alimentary tract complaints. 

Clients are quite astute in sorting out severity of 

complaint and determining when self help and when pro

fessional help is indicated. For instance, mothers 

surveyed by the sociocultural TFG considered fever,, 
diarrhea, vomiting as symptoms requiring immediate 

professional care for their children. On the other 
hand they indicated treatment of mild symptoms like 

low grade fever, cough, colic, cold, and mild diarrhea as 
treatable at home. For women themselves, almost all symptoms 

(c.g. headache, fever, general weakness, vomiting, mild 
homorrhaging)wer. considered mild; this is probably re-
Inted to the low priority vis a vis women accorded women's 
boalLh by socieLy and indeed by women (who, rightly enough, 
nice children as an importalnt resounrco) 

Chiidrcl's sympLoms are less likely to be treated by 
hom: r(medLen than woman's; one woman Put it! "I am so 
e-mple1d 0 aftor ofl children that, Inow 4 my died run 
to Mhe doctu, even if I have to sell my clothes, if 



consuIL ad soic hea.LL facility during that time period 

to r-caL a sick child. Indeed, since only"J. 40 indicre 

that they v1sit the 7CU ClA c treat their child r n 

anyway, the absence of recent 11CHj visits has little boa

r2ing on actual pediatri:c care. Clearly MCHTvisits 

are restricted to more "bureaucratic" affairs such as 

obtaining vaccinations (53% indicated this) or register

ing as pregnant (8% indicated prenatal care) in order 

to assure one's self of the right to demand MCH delivery 

the that are Theseservices in event they needed. data 

indicate the criticalness of undert':anding client moti

vation in facility utilization. Other factors like geo

graphic accessability (note the even spread from 1/4 

to I kilometer) seem less critical. IL suggests that 

even when utilized, the MCH clinic is providing the 

form (vaccination cards to avoid widely renowned fines; 

clinic pregnancy registration) and not the content of 

health care. Vaccinations and pregnancy identity cards 

could just as well be obtained at health offices (makateb 

Sihha)

4 .4. TE' FORMAL/INFORMAL INTERFACE 

The ilelwan HSA indicated that cl.Lents often go straight 

from self treatment to a pharmacist or private physician, 

depending on the seriousness of the symptoms. The rea

son for self treatment needs to be explored. Interest

ing3y, only 25% of private physicians surveyed by the 

Private Sector TFG assumed that the client tried to treat 

himself before coming to them, 

The cLient may consider his symptoms too trivial for 

treaiiment or may consult neighbors or the pharmacist. 

This health care management group's role is evident in 

the Privatc Scotor's TFG survey where 50' of hospital 

clients stated that1 th-E pbrma cis was their first re 



1 though noi ghbors, re 3atives, and "know dgeable" wOmln 

most likely a1e. Preotinco for cinya is also related 

to their role perfotmancc)for uxampleTAS take care of 

housonold anu ceremonial needs at the timu of birth. 

InLerestingly, when the level of crowding is used as an 

indicator, the inverse relation beLween it and knowledge 

of the MCH clinic is more dramatic than in the case of 

the ownership indicator. ( For instances, in the case o 

onership levels at every level between 3.2 to 3.7 times 

as many respondents knew as did not know about MCH clinics; 

when the level of crowding indicator is used, everywhere, 

from the same number to approxinately 3.5 times as many 

know as did not know about MCH clinics). 

It is noteworthy that in the range 5 to 6 persons a room, 

about half the respondents know about NCH clinics (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 the MCH clinics. The import

ance of this indicator is only speculation to date. 

Correlations with geograrhic origin intimated tho anticipated 

diversified utilization by urban tairenes. Urbanites 

cited knowledge of prenatal care and children's food 

more frequently. Rural migrants cited the "more tradi

tional" birth-only role more often. 

In general, the education and crowding indicators seem 

potentia3ly most efficacious. 

The socic-Oconomic survey confirmed that information about 

MCU clinics uas much more widespread thanthe conviction 

by clients that the MCH clinic had something to offer them. 

Whleo 70% nE the respondonto knew about the clinic, only 

441. o hose had tilerd the clinic in the lask thrue 

monLhs Athrugh i i sale to .nmetme that thy would have 
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ation ga;p 

that in, a slightly higher proportion of illiterates 

who know about the MCH actually used it. Each lvel 

repeated the overall sample's high knowledge and uti-

Alition of vaccnation services. Fines for those not 

vaccinated are an established item in childrearing re

p3rLoire. In knowledge of MCli services (not shown) 

:iliterate persons mentioned treatment of children se

0nd whil liobrate persons mentioned birth. This may 

be rulat(d to: (1) the continued use of TBA among ili-

LeraLe persons, and (2) more reliance among illiterate 

persons on MCII centers for pediatric services. 

level s tlc e was a.slightly large knowledge-uLi all 

pegarding utilization, in general (the two highest levels 

are actually too small fox meaningful comparison), prena

tal and gynecological care becomes more important as edu

cational level rises. Thus, while prenatal care is the 

second most often mentioned utilization in the overall 

sample, it drops to third in the two :lowest education 

levels. 

Correlations run against income levels provide no useful 

information given that 94% of the sample falls in the 

lowest category. In future surveys higher income levels 

will be included to allow comparison. 

Correlations run against level of ownership revealed 

similar trends to those of educational levels. Low 

income levels ranked podiatric treatment after vaccina

tion and high income levels, birth. Since ownership 

lovels Par economic, one could surmise that the lower 

levels cannot afford private physLciaps. On the other 

hand, their proforoncc for TBA's is not necessarily 

"economimt'! . Although it has been suggested that coo

mi.cally iuaryjinal clients rusort to MCll deliveries as
 

cheaper, it is not cWear that this is always, true,
 



- '33 

4.6.), gave similar responses, although long waits and un

pleasant staff were more important for them. They under

standably fult that free service is not as good as service 

by foe. Commonly in LCH clinics women will request 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 appears that the MCH centers are providing basic, 

but minimal services for their devotees. Interestingly, 

the frequency of service resembles the reported knowledge 

and utilization patterns of the socio-economic survey 

sample. In that survey, vaccination was the most often 

cited service followed by (an extremely poor second) pre

natal care and delivery; in the MCH survey, 78% of the 

clients reported vaccination at MCH clinics and 50%, birth 

at home attended by clinic staff. (Remember that less
 

than 10% of the socio-economic sample utilized MC pre

natal 	or birth services; thus although 38% of the MCH
 

clients delivered attended by daya or friends, the 50%
 

utilizing MCH services is relatively high).
 

By contrast, anong mostawsat respondents, not even Vacci

nation was conmonly done at MCH clinics; at least 50% of
 

them used private hospitals and private mostawsafs.
 

4.3. 	 CORRELATION 'OFDEMOGAPHIC DATA WITH CLINIC UTILI-

ZAT TON 

A series of correlations between socio-ecnomic, demographic 

characteristics and MCH knowledge and utilization were run. 

They were statistically insignificant but some generaliza

tions 	 can he made with an eye to future detormination of 

socioeconomic variables salient to an tndorstanding of 
health behaviour. 

For instance, in the correlation run between educaLLn 

level 	 and knorledgo/utilizAtion (Lable 11/4-4.7.) 

a)1 levels' knowledge was comparablc. In higher 



O t4 . 2. BYPASS MOli MCHr CLTIIS 

MCHl clients ruertionid in Inolwan indicatid satisfaction 

wi th, 1101 services in most cases (fromn 95 in El-Masscra 

to 78, .in Maragzk). Houcver, it wonii hard for MCII resear

chers to questLon clients out of earshot of the stanffand in 

an/ c(1 u (i.F uti..ization rates are considerodnpIokcntial but nio

present chants voted with their feet to indicate dissatis

faction. As chart II/4-4.5. indicates, long waits was the 

most conmon complaint. The average client reported visit 

time was two hours. MCII clinics are open in the mornings 

when women are rushed to shop, clean, cook to prepare lunch 

for their husbands' arrival at 2:00 p.m.,and wash to hang 

clothes out in time to dry. They must queue before 9:00 

a.m. to avoid risking a "full house" (particularly if it 

is not the day for their child's age group) but often are 

not examined until 10:20 or 11:00 a.m. Women thus prefer 

the more convenient evening hours of private voluntary 

organization (PVO) clinics. 

The ether two populir complaints (substandard exams or 

drugs) suggest clients' evaluation does not rest solely 

on convenience but includes analysis of technology and com

mnoui Ly. For example, MCII clients differentiate between two 

exnitination styles; (1) bil-ado (with a stethescope) and 

(2) bil-bo'U (by mouth, i.e. an oral disease history). 

The first style is associated with physician concern 

for patient. and with direct contact through use of instru

ints ( stethescope hern; elsewhere, injection, etc... 

Cl scatdi nj this personal Louch usually seek out 

privaLe kinic. . Thits concern is borne out in statementS 

on tiannonut L1 zation of government heal thto ser

viron .*hove lonq waits and unpleasant staff Liompiled)
 

w8on1)=.! .,1 (rtJInt than inferi or modi c:Liic and ex,:lination.
 

Private cocor lients who were quest2 Liond (noo chart 11/4
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sector surve'yS regarding dissatisfaction with
 
government 
 sorvicce indicate personnel attitude is
 
less ciUcal 
 per so than client evaluation of examina
tion and of drugs. (See 
 tables No: H/4-4.5. and H/4-4.6.) 
The lack of trust in drugs' effectiveness is based 
on client observation that the same drug is prescribed

for different illnesses and on 
 their witnessing of on 

site preparation of solutions, encouraging feelings
 
that the medicine is "watered down". 

Insights regarding paradigms of health care strategy
 
have influenced the reformulation 
 of the client
 
questionnaire 
 and the on-the-street spot check fot
 
South and West 
 Cairo. In Ielwan, the inclusion of 
forced choice in the private sector questionnaire
 
and hypothetical resort situations in 
the socioecono
mic questionnaire were beneficial. The intensive
 
interview group will continue to probe the context 
of illness managing groups'choices to ascertain 
incluences not ascertained..by the questionnaire. We
 
now turn to consider MCH and private clients' eva
luation of MCH services so as better understand the
 
bypass phenomenon.
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(see chart i/4-4.3.legarding severity, it would appear 

that there is a tendency to use self help and pharmacists 

in the case of a mild symptom and to use hospitals, pri

in the case of avata physicians, and private clinics 

more grave symptom. At the same time there is a tendency 

clinic even forfor Mostawsa- clients to stick to their 

wild syrptoms; private sector researchers noted that 

hostawsaE. clients become accustomed tc the clinic and 

utilize it for all complaints. Further, about half of 

the hospital clients would use the Health Insurance for 

any sort of complaint. 

Regarding availability, several of the HSA components 

results 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 clinic. only 16% of
 

Mostawsaf respondents in Massara indicated distance
 

as a reason for nonutilization of government services,
 

while only 1.1% of MCH respondents felt distance a
 

problem. The socio-economic survey of health care
 

resorts for husband and child (table B/4-4.4.) indica

tes availability of services within the area. The low
 

incidence of work-provided treatment for the husband
 

may be due to the high percentage of uninsured day
 

laborers in the sample.
 

Intensive interviews by the socio-cultural group suggest

ed that, rather than the accessability being the problem,
 

that rough treatment by staff, recurrent staff negligence,
 

and long waits for service have influenced clients' by

pass of MCH facilities. At the same time, MCH and'private
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expected UaL antenatal care. however, since day of 

survey is not controlled, one can assume the antenatal 

figure was obtained on a Monday when women register as 

pregnants; indecd 63.6% are there for rocir first visit. 

When compared with mostawsat clients (only W.b there 

for antenatal care) it appears even more probable that 

antenabtl care means registration to MCH clients. 

Many woman register at MCH centers to get their identity 

card, fearing that otherwise they will not be able to 

get a birth certificate, and never return to the clinic. 

As with vaccinations (where the fear is a fine),lbgalitics 

more tihan health awareness draw people to MOE facilities. 

Howevex this first visit does identify problem (diabetes, heart 

etc.) pregnancies. As for children, only 12,% of MCH clients 

are comming for a preventive check up (as versus 22% of Mostawsaf). 

As for the 55.6% of MCH clients stating the diagnosis of a
 

sick child, the figure is higher, of course, than the 5%
 

of socio-economic respondents describing possible visits
 

to the MCH clinic for child diagnosis.
 

4.1. HEALTH CARE STRATEGIES
 

By the completion of South and West Cairo surveys, HSA 

hopes to codify paradigms of health care resort in diffe

rent instances of illness. Basically, clients treat 

themselves, perhaps asking a friend's opinion, then they 

consult a pharmacist; then they proceed directly to a pri

vato physician or voluntary society clinic. How quickly 

the steps are taken depends on the seriousnoss of the ill

ness and the availability of service. The Epidemiology 

TFG found that 25% of examLnod children had been given self 

prescribed drugs in the last week; 30! had taken physician 

prescribed drugs, and 10%, pharmacist's, (see chart 4/4-4.2.) 

The role of the pharmhcisE is l]so romarkabl)h for example, 
half of the Torn pharmacy clionts ask pharmacist advice 

before iurchasing meaicaccments 



4. CLIENT HEAL'TH CARS StIPRTEGTES-

The USA in 11lwan documented a substantial incidence of 

primary Eacility (particularly the MCH clinic) by-pass. 

As will become clear, while clients have information 

about clinic services, they do not use them because they 

find little or nothing there that could 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 community are 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 Assessment indicated a 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 socio-economic respondents had 

heard of MCH clinics, but only 56% ever went. Even among 

those attending, there was no extensive utilization of 

the various services even though they were known. For 

example, 25% of the socio-economic respondents indicated 

awareness of MCH pediatric service, but only 5% cE them 

indicated that they utilized them. To understand this 

phenomenon we will look at health care strategies and 

at client evaluations of MCH facilities. 

A survey of MCH clients by xeason for visit (See 11/4-4.1.) 

indicates a higher proportion (72,5?) than would be 



Tabl No> /-3.2 District : Helwan 

DISEASE AND NUTRITIONAL STATUS OF CHILDREN EXAMINED BY EPIDEMIOLOGY GROUT 

FREQUENCY BY AGE GROUP 

AGE CROUP 

Total Number in Sample (524) 

DISEASE HISTORY OF PAST THREE MONTHS 

Sithgascroenueritis 

A 'itfl respiratory 

% with tonsillitis .............. 

NTYRITIONAL STATUS'' 

AsYesuru By !WiyhtMAP 

(60Z of requisite weight ....... 

(Normal) 90-of requisite weight 

As Met- sureu Hy Reight/Age i 

85% of requisite height - 3.9 - 1.1 10.4 11.4 6.t 2.7 
(Nornal> 95% +of requisite height 83.3 76.9 7 7.4 71.3 41.9 279 L3:6 62.2 

Only severely deficient and mormal figures are given; the remaining cases were 60-90% of weight and 85-952 of height 

Source : Field Survey Date : Nov. 1980 - Fab. 1981. 

2.5 

65.8 



Table NO z H/4-3.1 District : Heltwn 

Group : Epidemiology 

MORTALITY STATISTICS FOR CHILDREN BELOW 5YEARS (1975-1980). 

1975 1976 1977 1978 979 1980 

j per 100 ~___ 

Infant mortality. 101.3 103.2 115o 96.4 95.7 93.7 
rate 

2otaramortalit~e ~28.8 29.1 26.0 24.06 23.5 1.3 
rate 

7 Neonatal deathd 28.4 28.2 23.3 25.5 24.6 22.8 

Sposenaeontal 71.6 71.8 76.7 74.5 75.6 77.2 

10.2 14.1 8.7 12.1 S.0 
rate 

Still Birth 5.6 3.8 3.2 4.5 5.7 5.6 

Nother mortality - 1.0 

rate 

Srvce rcIAcorat ~r Dci), Z96'0-pea. ZOE81 
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Diseasc records from Hclwan MCU centers for 1979 and 1980, 

indicate that malnutrition was the most common diagnosis 

(20 percent plus potential factor in other diagnoses), 

followed by respiratory problems (25 percent) and gastro

interitis (19 percent). Clinical examination revealed 

Protein-Energy Malnutrition (F.E.M.) by wtighb/age in 

approximately 20 percent of infanLs aged 6 to 8 months 

and in 47 percent by the second year, after which it 

tapered off. (See table H/4-3.2.) The second and 

third years, being the transitory dietary period, are 

most pxoblematic. Albiot mild, the cases confirm the 

stormy nature of the postneonatal period. Although a 

cross-sectional survey would not reflect the true mag

nitude of acute disease, the survey detected, for exam

ple that there was tonsillitis (19,7 percent); lympha

deritis (6.1 percent); upper respiratory infection; eye, 

skin, and scalp infection (4.2 percent); and scalp furu

ntosis (2.1 percent). 

Among mothers, nutrition problems of obesity (44 percent) 

anemia (according to WHO standards, 71% of nonpregnant, 

66% of lactating nonpregnant, and 56% of pregnant); les& 

ions suggestive of B2 deficiency; chest diseases (7%); 

chronic eye diseases (7%); sugar in urine (7%); and para

sitic infection (giardia, 7.3%; amoebic, 8.9; oxyzis, 

4.4%) .were foun6. 

These epidemiological findings, in keeping with other 

surveys, highlight the role of adverse environmental 

conditions and inadequate nutritional sources in the 

poor health status of mothers and children in low income 

areas. They, along with the previously discussed topics, 

contribute to a demographic profile. 



(mirant have brought their wives; in the fifties and 

early sixties, an uneven sox ratic in Cair> indicatecd 

presonce or mLgrants who had not yet brought their 

wives), and the avorage family sIze is six. Illiteracy 

is higher among women Lhan men (approximately 35% versus 

20Z). Approximately 30! of men and 22Z of women can 

read and write, while approximately 60 of men and 1% of 

women have been educated above middle level. 

Certain characteristics reported for the Helwan sample 

(350) can be safely assumed to hold true to'some extent 

for similar population groups in low income areas of 

Cairo. Most (93%) have been married once, the majority 

(70%) for three to twelve years. The majority (69%) rent 

and the majority (74%) occupy only one room- By defini

tion this room will have multiple uses; indeed, a common 

pattern is for a family to occupy one room in which they 

cook, sleep, bathe (often behind a temporary partition 

such as an open wardrobe door), and entertain. 

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

have it because they cannot pay for the electric meter 

(although wiring into a friend's meter is not uncommon) 

or because of landlord or personal wishes. Media sources 

extend to almost everyone; while only sixty percent own 

televisions (and seventy-five percent radios), most even

ings find neighbors piling into the lucky homes for 'choice 

viewings. That media plays a more important role in health 

education than do clinics is evident in the family planning 

soction of the survey; there, of the 96% who had hoard of 

family planning, 56% indicated media as their source while 

family planning centers were not much stronger a source 

(25%) than friends, relatives,.and neighbors (23%). Ex

pectedly, the incidence of electric refrigerators (25%) 

is low. Dally shopping to obtain fresh produce and to 

avoid Large good stocks subject to borrowing and envy 



mu, tits onu CG, i [ ten do beLtcr wi thou L a refrigorator; once 

enduwed with a refrigerator, one is besieged by requests 

for ice and must choose between enmity and endlessly sup

plying the im1mediate environs with ice water. On the other 

hand, 560 of the sample had butagas stoves with ovens 

to supplement cooking traditionally done on a primus 

stove. 

Basoline demographic data. obtained in South and Wst 

Cairo will be compared with that of Helwan to see to 

what extent the above characteristics hold true. At 

that point a basic demographic profile will be develop

ed. 

There are results which can be assumed neither as gene-. 

ralizable nor as Helwan-specific. One is source of 

family income. The Helwan sample indicated husband 

as breadwinner in 94% of the families and both husband 

and wife in only 1.7%. Data on other districts of Cairo 

suggest a higher incidence of women providing income. 

Helwan's low incidence may be due to: (a) under report

ing of women's economic activity because it occurs in 

the informal economic sector, (b) a high incidence of 

rural migrants (over 50%) who tend to be less employ

able, (c) a conservative tendency of Upper Egyptians 

regarding women. 

Another less predictable variable is area infrastructure. 

In Holwan, fifty-four percent of the households had no 

running water. They either brought from a public tap, 

by hose from a nearby house, or from a water truck. 

There is no sewage system in W.C.'s (65% of which report

ed as private) and connected to a septic tank (bakabort) 

which is generally not cleaned sufficiently often. 



FRORAM PLA NNED PROGRAM SUMMARY SHEET 
TITLEs F1N E O.CN HEALTH 
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Develooment
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Purpose: To support village organizations and snall tral enterprises 
to generate their own development. 

Praect Description: Recent Government of Senegal (GOS) policy des
cribed in its economic reform plan has placed u high priority on using 
commsurniry and village organizations and on broadening the role of 
private enterprises Iu agricultural production, processing, and marke
ting. During the last several years, AID has supported several 
successful Projects with American and Senegalese PV~s and with 
Peace Corps Volunteers (PCV). Drawing on PV0s and Peae Corps 
Volunteers, this 1ill enable organizations to increase agri(1) local 
cultural production, regenrate land and wood clpplis, and increase 
usable energy and (2) enable small, agriculturally-related enterprises 
to expand and proliferate. PVO's , assisted by PCV's,will provide 
training and organizational development to community organizations and 
assist thes with financing to carry out vegetable production, woodlot 
reforestation and soil regeneration. community enterprises, and other 
activities to increase production. In promoring small enterprises, 
the project will enable small agro-enterprises to expand and prolife
rate by improving the provision of credit, management, and technical 
assistance to these enterprises. 

Relatiostip of Project to A.LD. Country Strategy' In pursuit of the 
goal of food security in Senegal, A.I.D. will work through two sorts 
of organi.zatlons. Since 1975, A.I.D. resources have been cdannetlled 
primarily through the rural development agencies. semi-autonomous 
organizations with large respo.sibilaties for agricultural pruduction 
in the various regions. Following a comprehensive evaluation of the 
A.I.D. program in L980, however, A.l.O. determined that it must open 
an alternative track to reach small farmers more directly, in order tc 
help thes increase harvests and returns Erom markets. This project 
will develop the PVcs'expertise and provide tiemathe financial resour
ces to increase agricultural production by establishing or strenghte
ning indigenous village organizations and small rural enterprises. 
Project activities will be Iuplemented alongside present A.I.D. 
projects in Sine Saloon, but will not he [lieresponsibility ot the R0 
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The project will enable the agriuteural decentralization and credit 
reforms, which the mission is suppo rting throogh lion-project assis-
ance, to be implemented at the village level In Sine Salnum. 

Host Country and Other Donors: Dth foreign and indigenous PVs Provide 
importarnt resources for development in Senegal and are funded from 
many different sources. GOS supporL of these activities has been open 
and encouraging- CARITAS has intervened in the rural sector for a 
number of years, NOVIM, a Dutch ?VO, is working out rural integrated 
development projects. Two French PVOs, Volntaires du Progress, the 
French equivalent of Peace Corps, and SOS Satd International are 
working in extension, health and rural energy activities. One of the 
beLter-kown Senegnese PVns, OFADEC,assists the extension, forestry, 
and village training sectors. 

Beeficiaries: The direct beneficiaries cill be personnel of U.S. and 
indigenous private voluntary organizations who will improve their 
ability to extend services and mobilize local people for development 
projects. The ultimate heneficiaries however, will be the farmers. 
village organizations, and small enterprises in Sins Saloom who receive 
assistance from the PV0a to increase their production -crivities. 



3. DEMORAPHIC PROFlILE 

The taxget population of this study is all females with

in the reproductive age (15-45) with infants of 0-5 years 

from among lower working class urbanites and lower grade 

employees. These represent potential beneficiarLos of 

the ;.C.H.'s. The definition "lower income" was opera

tionalized in the Helwan study as families with a monthly 

income of less than fifty pounds. Obtaining accurate in

come data is of course problematic, but (according to the 

figures reported) the study sample tended to be extremely 

low income, with 90% of surveyed males indicating a month

ly income of less than ten pounds. The LSA team plans to 

include higher income groups in the next survey to allow 

comparisons among income groups in health seeking behavior. 

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 behavior; although the vast 

majority of households "reported" an income below ten 

pounds (making them marginal), only 60% had ever utilized 

the free government MCB 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 will 

become painfully clear. To fully appreciate this impact, 

houschold budget information will be considered in 

South and West Cairo. 'The Helwan socio-cultural 

survey indcated that families do not sot aside 

money for health or treatment and may use the last piast

er in the house and then borrow to meet health expendit

ures, 

As for other basic population charactoristics, in Helwan
 

there is a high dependency ratio, an equal sex ratio
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ment and strengthening 

The experience gained during the assessment is to be transferred to 

MOII in a formula to effect change from within, leading to the develop

of the functions of health services and plan

ning, as on-goiLug activities in the UDSP, Greater Cairo and M011. 

This monograph offers a very brief Condensation of the six 110iwon 

data compilation monographs' analysis in an attempt to present the 

major observations "in a nutshell". 
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Principal Investigator :Dr. 	 W. A. HASSOUNA 

Dr. 	 A. I. GABERCo-princial ]uvestigator 

The Urban Health Delivery System Project represents a comprehensive 

demonstration activity intended to address the key areas in the Cairo 

urban health system requiring improvement. An assessment of the 

health sector is therefore of paramount importance and is undertaken 

to fulfill the following objectives: 

1. 	 Demonstration of the principles of sectoral health planning with 

the ultimate goal of providing formulated suggested guidelines 

for health planning in urban areas in Egypt, together with 

methods for institutionalization of the planning process. 

2. 	 Provision of accurate information on the health status of a 

sample of the population in the UHDSP area, along with other 

data describing the demographic socio-economic and socio-cultural 

characteristics of the community. 

3. 	 Provision of accurate information on the exisLing health care 

delivery system in the area, including the private health sector. 

4. 	 Provision of data for the health related urban and environmental
 

characteristics.
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I INTRkODUCTION ' 

The USA is conceptualized by the ISR/INP as implementa

tion of a model of HSR based on multidisciplinary team 

collaboration in research formulation and implementation, 

on the assumpLion that an assessment of a HCDS must be 

an holistic appraisal of the interrelation amongst CON-

SUPER, INFRASTRUCTURE, and SETTING. The health sector 

which provides service sensitive to community needs 

and environment context will be appealing to consumers 

and will be utilized. Obviously, the most sophisticated 

medical installations which are either inappropriate for 

community needs (epidemiological, environmental, socio

logical, etc..) and/or staffed by providers who cannot 

sustain communication with clients will not provide sat

isfactory health service. On the other hand, competent 

staff and eager clients interacting within an overcrowd

ed or unsuitable health infrastructure will likowise not 

result in appropriate "health services". 

Accordingly, this summary of the Helwan HSA is structured 

to give a methodological summary (See section 2), a demo

graphic profile of the two sample Helwan communities (sec

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 HCDS infrastructure 

which ideally has coordinated sectors and appropriately 

trained staff (section 5); and environment which ideally 

provides a support system and setting encouraging good 

health. 

The Holwan ]JSA indicated that none of the three elements 

are anywhere near the ideal. The HSA mandate is to re

poub the health status of low income groups, with the 

target group defined as women of child-bearing age with 
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ch lI rain under six and their use of (as well 

::s the Lu of ) tie HCDS so as to develop 

intervnt3ion recommanaLions and to in

st jit.ionli7Zc a Health Information System. 1011 and 

EC'TOR signed a contract agreement in May 1930. Three 

2onos worn selected for study in Cairo: Helwan, South 

Cairn, and west Cairo. ECTOR's HSRC presented a plan 

of ection in August 1980, which was modified in November 

1980 on the basis of a pilot study. This report is a 

summary of the major findings of the Helwan portion of 

the LISA. 

In keeping with its mandate, the ISRG aimed in its ana

lysis of the Helwan data to: 

1- Identify demographic, utilization, institutional and 

relevant to MOH determinationenvironment information 

-of health policies and innovation in HCDS; (this theme 

informs sactions 3- 6) 

2- Evaluate research instruments with an eye to parsimon

ious elicitation of the variables which are critical 

to the establishment of a data base to be used by MOH 

in 1CDS policy determination and innovation. (Preli

minary observations on a demographic profile madeare 

in section 3. Preliminary suggesbions are made regard

ing critical factors in significant correlation diff

orences in health seeking behavior.) 

The 1ISA shows that the three factors of CLIENT, INFRA-

STRUCTURE, and STTING currently impact in deleterious 

ways on health services in Hlelwan. 
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THD IYPASS PIHENOMEN01N 

Ciont utilization patterns indicate tnat after a fair 

amount of self treatment,- consumers proceed directly 

to private clinics/physicians. Self treatment per se 

is not undesirable, if it is well informed and due to 

choice rather than lack of resources. Indeed, the socio

cultural TFG's interviewees were accustomed to drawing 

the line between self care and professional and consider

ed children's fever, enteribis, vomiting, measles and 

polio as critical symptoms requiring immediate profess

ional help. Nevertheless, bypass of MOH primary faci

lities indicate either: 

3- that low income clients have no faith in peripheral 

facilities and choose to spend money on private faci

lities rather than MOE 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 

be examined/referred at a clinic level, until the 

clients feel the condition is severe enough to demand
 

resort to centra'.ized, specialized hospitals (or a
 

reputable general hospital), bypassing both MOE and
 

private clinic (probably unaffordable) facilities. 

THE AILING TINFRASTRUCTURE 

The USA results affirm that in general, in keeping with 

such bypass, primary care centers and specialized clinics 

(e.g. tropical diseases)are adequately staffed and under

utilized while general hospitals (and GUHC) are over

utilized (and thus inadequate). No institutionalized 

referral system exists, and so it is small wonder that 

patients who feel they need specialized care diagnose 

themselves and procecd, say, to an internist rather 



than to a primary care facility. (They may end up pro

cooding from specialist to specialist). The HSA found 

an overall staff dissatisfaction with equipment and up

keep which appears justified. 

DEBTLITATING ENVIRONMENT 

The HSA confirmed the pollution problem as well as in

adequacy, or absence, of water and sewage systems. Hel

wan's position as peripheral, industrial and recently 

agricultural, exaccrbates the problem. Housenold 

surveys indicated the majority had no running water, 

and depended on cesspools for sewage. Residents ques

tioned about negative influences on health readily re

ferred to open sewers and dusty air. 
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RECOMMINDATIONS 

Based on its analysis of the Helwan data, bo ISRC has 

three majoz suggestions regarding the status of the 

health sector. 

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

that they reflect the felt needs of the community. 

2- The need for more manageable intersectoral organization. 

3- The need for a viable referral system based on diagno

sis at the primaty level of care. 

Attractiveness, not accessabilityof primary care is the 

issue; one of the study's major conclusions is that peri

pheral services must be reorganized to offer the client 

more. As section (4) clarifies, the main service MCH 

centers presently provide is vaccination. Although pre

natal and pediatric care are theoretically two of the major 

MCH services, even MCH clients do not use them. Reorganized 

MCH 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 TFG noted 

that even GP's add notice of specialities totheir office placards. 

The mostawsaE provides an example of community voluntary 

association or syndicate initiated health projects which 

refloct popular opinion regarding the form of health 

services needed. They are established when people 

within the "bay" (vidility) feel the need for such a 

service and proceed to consLituta an organization under 

the protectorate of the Ministry of Social Affairs. 

Usually these charitable organizations offer other ser-

Vicos besides a mostawsaf, such as burial of the poor, 

nurseries, sewing courses for girls, etc... Given the 

higher utLization rate of such facilities there is 

clearly something to he learnoc from their. constitution 

and operation which mLght well be adopted by MO11 

facilities. 
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Clearly MCH connors must offer Mtac, M.hother emphasizing 

greate coumunity participation; sutabl ishing toes for 

service; re-scheduling hours of the MCil center's services; 

offering more specialized services; scheduling an "open 

clini[c"; providing viable referral syste; or establi

ching an evaluation system which offers incentives for 

an outstanding MCH center. The By-Pass phenomenon re

sults in part from lack of popular participation. One 

way to increase such participation is to activate the 

at-present dormant structure in the MCH centers which 

provides for community representatives on the MCH board 

of managers. This would necessitate a change in the 

present domination of management decision-making by the 

medical staff. Conversely, the providers of health care 

need to demonstrate the impact their services can have 

on the health needs of the community. Workshops at the 

MCH centers to train health professionals and community 

members in collective self management of health care 

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, mentioned-earlier, is 

for MCH centers to offer more specialized services. 

The research in South and West Cairo will continue to 

identify the institutional and social factors impeding 

the provision of effective health care among Cairo's 

urban poor. 



2. nET IutoOIOGY 

2.1. 1SP GOALS 

The HSA utilized a variety of techniques so as to bene

fit from existing research and to do a complete analy

sis of health and environmental statuses, services avai

lable, and utilization of same. It surveyed MOH and 

other documents, including two previous research pro

jects in Hdlwan. It conducted field surveys to supp

lement recordec data. For instance, only a fraction 

of private physician clinics were present on the regis

ters. Furthermore, clinic facility data are impossible 

to obtain without actual observation. Fields surveys 

were coiucted of health care providers and clients. 

The latter were also approached using a non structured, 

open ended interview technique, which produced infor

mation useful in reviaing the questionnaires for the 

second phase of research. 

The ISA, based on interdisciplinary collaboration, was 

formulated with the contribution.of physicians, nurses, 

social workers, social scientists, engineers, computer 

specialists, policy analysints, plus individuals who are 

specialized in more than one of the above and/or who 

have long experience in public health and planning. 

The Helwan Assessment was based on the work of three 

teams and nine subgroups (Table H/4-2.1). This allowed 

generation of questionnaires taking into account the 

various disciplines, approaches and concentrating on 

all aspects of CLIENTS, INFRASTRUCTURE, and ENVIRONMENT. 

Although this resulted in some overlap of information 

and some lack of congruence among subgroup data, what

ever problems this created in data analysis were partially 

f=mpnsated Cor in completeness of data and' cover

age of aspects which might otherwise have gone unoxplor

ed, 



2.2. nEVISED MET1ODOLOGY VAElD ON THE HELWAN EXPERTENCE 

Based on the Hlcwan uXpercInce, the SRG has reorganized 

its research in South and West Cairo. Continuing to add

ress itself to the key question: "Who goes to what source 

for what reason to receive what service, at what cost?", 

the revised HSA methodology is one step closer to demon

strating the principles of, and formulating the guide

lines for, systematic health sector planning for use in 

urban areas in Egypt. The key methodologicai findings 

are discussed in the June 1981 Revised Plan of Action, 

but in short the methodology to be implemented in South 

and West Cairo will: 

1- restructure the 11 groups (Table h/4-2.1) to create a uni

fied team (with client, infrastructure/provider, street 

survey and environmental groups whose leaders supervise 

both in the field and in questionnaire quality control) 

advised by statistical 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 so that there is one client
 

questionnaire and, one providerqyestionnaire, in addi

tion to technological, environmental and costing fin

ance surveys, an in-depth sociocultural 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 experience of
 

Helwan. There, the great degree of overlap of services 

and providers suggested the need for a consolidated ques

tionnaire, and for special attention to the formal in

formal sector interface. (See section 4.4. below). 

Delwan rusults aluo indicated a great deal of self treat

mant and bypass of MOH facilities; accordingly, it was 

deemed appropriate to solicit health resort information 

via client survey, via in-depth interview, and via 



a new instruntent of an on-tho-street-spot-check . It 

was also decided to include hiqher income groups (both 

in survey and in the on-the-street-spot-check) to pro

vide a frame of comparison for health care strategies. 

As will be seen in section (4) below, one pattern in

dicated by the Helwan HSA which beers corroboration 

through study of various income levels is the presence 

of a two-pronged approach to health: 

1- marginal income clients who treat themselves until 

criticalness of symptoms "drives" them to general 

hospitals; 

2- low income clients who routinely spend money to con

sult private clinics or physicians. 

It was felt that more information was also needed on 

household budget in the revised HSA survey to begin to 

answer questions of health care budget/resort. Another 

lesson of Heluan was that medical examinations and lab

oratory tests revealed results similar to other recent 

surveys and, thus, sincethey were time consuming and 

expansive, should be dropped. As section (3) discusses, 

critical demographic characteristics have yet to be 

established, but once they are, the socioeconomic client 

questionnaire could be shortened to include those corre

lating with health behavior..This is, of course, in 

keeping with the ultimate goal of parsomony in HSR. 

With these lessons in mind, we turn to a description of 

the methodology of the Helwan HSA. 

2.3. NMETHODOLOGY OF HELWAN HSA 

During the Helwan Survey, the HARG divided into Community, 

HCDS, and Urban-Environment teams which wern subdivided 

into nine task force groups (TFGs). Soparate oalth In

formation Systom, and POLitical Analysis and Development 

teams were establihed, Each of the 9 TPCs conhducLcd 
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its own ourvoys. The orqonization of the 1lSRC's ISA Teaim 

(in Helwan) is shown in Figure H/4-2.1. Here we discuss 

briefly their sample pools and questionnaires. 

A variety of techniques was used in the ISA to insure 

the most comprehensive possible assessment. While MOH 

records were consulted for infrustructural information, 

they were supplemented by field surveys (including phune 

book searches and interviews). While household survey 

questionnaires were utilized, these were supplemented 

by intensive, open-ended interviews which have in past 

HSRG work (see Health Coverage Study, 1981) indicated 

the inadequacy of survey data. Clinical examinations 

were supplemented by interviews and consultation of 

health records. 

Throughout the planning stage, inter-TFG cooperation 

allowed the coordination of aims. example, the-For 

Socioeconomic TFG included questions of other groups 

in its household survey to avoid numerous household 

visits. Client surveys were to some extent standard

ized, 

The ISA was concentrated in two low income administra

tive districts (shiakhas) of Massara and Tore (also 

known as Kotsika). (See Figure 1/4-2.3.). These two 

areas fit the Environmental TFG's request for to areas 

with disparate environmental conditions, as the first 

is closer to industrial sources of pollution. (To date 

no environmental-linked factor differentiating sociceco

nomic results has been isolated) . Al-Massara was primari

ly agrarian till 2952, with a few families manufacturing 

the famous Massara tile and some migrants working in the 

British military camp Solta (1939-40) and a coment fact-

ory. Tn 1952 it began receiving migrant workers as a 

result of the establishment of Al--arb, telephone, and 
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Torn Cement factories. Toia's orLginal inhabitants' 

main occupation was quaerying; today repair qarages 

for qIarry trucks and a starch and glucosc factory 

provide other jobs. In the demographic profile sec

tion (3) we will consider how represontative these 

workers are. 

TFG (Socioeconamic) administered the sociceconomic 

survey, the only one conducted in households. It in

cluded questions suggested by the Epidemiology, MCH, 

Environmental, and Urban TFGs. 

A sample schedule was administered to 2,5000 subjects 

from whom a random sample of 350 (290 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 questions: 

12 demographic; 3 on migration; 35 an space utilization, 

water, sewage, and garbage; 15 on pregnancy history, in

cluding infant death information; 6 on family planning; 

4 on MCB knowledge and utilization; 2 on infant feeding. 

TFG 2 (Sociocuitural) completed the sociocultural sur

voy in 7S househo)ds, each of which was visited a mini-

mum of 3 times by researchers trained in participant 

observation. The sample was drawn from articulate mm

bers of the socioeconomic survey . It represents a 

varieLy of occupations and incomes. About one-third 

of the men are factory workers; another third are ski ll

cd and semiskillod workers (mechanics, welders, plumbers, 

fitLors); and another Lhird are services and white coll

ar (Lailor, restaurant, police, clerk). Four women work 

outs ide Lthe home , three as TBAs and one as a sales por

son who brin g goods from Port Said. The average mon-

Lb i y income in approximately 30 pounds -- consi dorbly 
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above the socioeconomic survey average. It is clear that 

the Helwan survey did noL get accurate approximation of 

income. This is a recurrent problem in research; other 

indicaLors (e.g. level of education, number of rooms) 

must he used in tandem with income. Although open ended, 

the interviews also covered standard topics like family 

decision making about health, and attitudes toward formal 

and informal health systems. 

TFG 3 (Egidemioloqy) 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 socioeconomic sample. 

TFG 4 (Infrastructure) considered all of the MCII facili

ties except the MCH centers. The six varieties are ore
sented in table H/4-2.1, The GUHCs include MCH, school 

health, heal'th 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' facilities and 

providers. For example, their hospital survey included 

185 questions on staffing, facility condition, available 

service, and patient flow. Their manpower survey ascer

tained training, position rotation, opinion of equipment, 

etc..
 

TFG 5 (ICH) ran surveys of equipment, manpower attendance, 

job description, and director ranking. It also ran a pro

vider and client survey. 

TFG 6 (Private Sector) focused on all private facilities 

as presented in table /4-2.2. Private physician clinics 

are defined as medical establishments providing out pat

ient service by one gonral practitioner or hon specia

list licensud in medical practice. Private physician 
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as a general or specialized inhospitals are dined 
provides accommodation. Mosstitution that inpatient 

taweaf (private district polyclinic) is defined as a 

pol ycl inic run by a nonprofit organization -- here, a 

benovolenL, bonevolont religious, or syndicate organi

zation. (One exception was one owned by a physician). 

The Curative Organization has one hospital (Mubarra) 

in liciwan. The Organization is a commission directly 

under the Minister of Health; its clients are either 

private or company employees who pay nominal fees. 

Pharmacies are defined as dispensaries or shops where 

medical goods arc sold through pharmacist or other hea

lth care personnel. Private MCH centers clinicsare 

which belong to similar organizations as the mostawsafs, 

but in addition to MCE health care have social services 

like nurseries and sewing courses; they are registered 

in the Ministry of Social Affairs. The Health Insurance 

Organization has one hospital, Nasser, in Helwan. Tra-

ditional healers include the TBA, herbalist, health 

barber, bone setter and zar organizer. Table H/4-2.2 

lists the approximate number of private facilities in 

Helwan, and the number of institutions and institution 

clients surveyed from each kind of facility. Thus, for 

example, when reference is made (in section (4) below) 

to "hospital clients" the sample is 12 from Mubarra and 

12 from Nasser; when reference is made to "mostawsaf 

clients" the sample is 79 clients, who are drawn from 

7 mostawsafs representing all of the 4 categories except 

syndicate. The numbers undet institutional provider in

dicate staff interviews. Obviously the sets are small; 

however, consideration of patterns they reveal has been 

fruitful for reformulation of this client questionnaire. 

One nokes that no clients in privato physician clinics 

or private physician hospitals were interviewed. To 

gain such interviews was a sonsitive prospect and not 
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Ltempted . Obviously, if one had comparable client data 

for the private faci ities it would be a useful frame of 

raerancea. There is not enough data at present to assume 

thnL tiffurant kinds of facililies -say, MCH centers, 

mocto'zsaf, and private physicians clinics--serve three 

"different" groups of clients. 

TFG 7 (Cosbinq and Financing) depended on visits to health 

service financing agencies (general budget, government, 

General Health Organization and Curative Organization); 

discussion with inistry of Finance, Cairo Medical Govern

orate, and Helwan Medical Department, and examination of 

records all the way down to the clinic level. 

TFG 8 (Environmental) conducted environmental surveys of 

water, air, sewage, vermin and used the household infor

mation on the same from the socioeconomic group. 

TFG 9 (Urban) consulted previous studies, including a 

metered water service and a housing community upgrading 

project done recently in Helwan. They also used statis

tics from the Organization for Public Transportation in 

Cairo survey. They revised available maps to highlight 

the study area. 

The PAD team (Policy Analysis and Development) assembled 

published data relevant to professed policies and instru

mentation of policies by MOH. Their report summarizes 

MOE policies from 1952, current MOH organization struc

tura, relevant laws and decrees, and resource allocation 

of MOH. 

The HIS tdam (I ca tLh Information System) was responsible 

for monitoring formulaLion of data collection instruments 

and design o the information system used to process the 
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same. Based on their experiences in the Helwan HSA, 

they were able to provide suggestions for MOI 

recording systems. 

We turn now to a summary of the major findings of these 

11 groups in the Helwan Area. The reader should be 

cautioned that figures are usually given in percentages 

to allow for comparison of disparate-sized informant 

pools, but that since the pool is often quite small, 

percentages may be misleading. 
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Thore arc demographic characteristics unique in Ilelan, 

which must he explorod individually for each studarea 

led. iciwan, on Cairo's southern periphery, has an in

cidonce (34%) of Upper Egypt migrants second only to 

those born in Cairo (43%) . It appears that most of the 

migration is a result of wives joining husbands already 

omployed in Cairo. The occupational distribution of 

Helwan is doubtlessly affected by the presence of seve

ral major factories. The preponderate category is skill

ed worker, which has three times as many members as. 

unskilled workers. 

Finally, epidemiological traits form part of the profile. 

In general, children in such areas suffer cyclically 

from gastrointestinal problems by summer and respiratory 

infections by winter. When questioned, women complained 

of headache, dizziness, hemorrhage, fever, and exhaustion 

during pregnancy. 

Infant mortality over the past six years ranged between 

93.7-111.5/1,000. The sociocultural sample of 75 fami

lies included 36 cases of infant deaths from 3 days to 

2 years. Neonatal mortality is low relatively, (see 

table 1/4-3.1.) indicating that the most dangerous period
 

is the postneonatal where adverse environment conditions
 

threaten infants more than biological causes.
 

Data in the H1SA confirm, the hypothesis found 'elsewhere that 

gastroonteritLs is a major threat to children's health. 

In Egypt if,followed by respiratory infection, is a main 

cause of high infant mortality. Physlcians questioned 

by the private sector TFG indicate (16 of 35) gastroenteri

tis as the main cause for children's visits, with bron

chiLis running a close second. 
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C) 1Naqaba 

d) Inesa 

tMustazhfa Al-Fn' asscssa Al-Alaiyam 

- Szuedaliyya. 

- kiyada (Ra'iyya wa -fafula '1hassa) 

- Nustashia Ta'miin Sahhi. 
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