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PREFACE

Purpose, Scope, and Approach

This report presents the findings and recarmendations of a study
corrlucted by the Institute of Medicine of the National Academy of Sciences
for the United States Agency for International Developnent (AID). The study
was done with the cooperation of the Ministry of Health of the government of
the Arab Republ ic of Egypt.

AID requested the Institute of Medicine to undertake a short-term study
of Egyptian health problems and of Egyptian programs and plans for improving
the health and nutritional status, and for reducing the population growth
rate, of the people of Egypt. The purpose was to identify opportunities for
effective action that would be particularly appropriate for future United
States sURXlrt.

The Institute of Medicine assigned the study to its Ccmnittee on
International Health, which appointed three of its members to serve as a
steering committee responsible for the study.

The scope and focus of the study were defined in consultation with AID
officials in Washington and in the AID Mission in Cairo, and with officials
of the Egyptian Ministry of Health. Ten study areas were identified:

• Health planning and management

• Prir.lary health care services

• Population programs

• Nutrition programs

• Hospital care services, including emergency medical care

• Parasitic diseases

• Bacterial and viral diseases

• Water suWly and sewage systems and occupational health

• Pharmaceutical products

• Health professions education

Because of time constraints, mental, dental, and rehabilitation services
were excluded fran the scope of the study, except as they might be reflected
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in the above ten study areas.

The study group reviewed American supported prograns in Egypt, as well
as those of international organizations. In addition to AID, other United
States government agencies conduct cooperative health research activities
funded with American-owned Egyptian currency generated by Public Law 480
sales of agricultural commodities (Special Foreign Currency Program funds).
For example, IDre than half the research activities of the United States
Naval Medical Research Unit #3 (NAMRU-3) in Egypt are funded from this source.
Projects develoPed under the auspices of the United States-Egypt Joint WOrk
ing Group on Medical Cooperation have been funded primarily by the Special
Foreign Currency Program, although AID has financed same medical equipment.

Many of the cooperative research activities are oriented toward basic
health problems in Egypt and involve development of same components of the
Egyptian health care system. However, under existing congressional and
Department of Treasury policies, Special Foreign Currency Program funds are
likely to be exhausted in the near future - perhaps in another year or two.
After that, AID is likely to be the major source of United States furrls for
cooperative research activities, if they are to continue. AID therefore
requested that the Institute of Medicine include cooperative research activi
ties within the scope of the study.

With the concurrence of the Assistant Secretary for Health of the
Department of Health, Education, and Welfare, who serves as the American
co-chairnan of the Joint Working Group on Medical Cooperation, AID requested
recarmendations on the future role of that group.* Also, with the agreement
of the Office of the Chief of the Naval Research arrl Development Carmand arrl
the Cannarrling Officer of NAMRU-3, AID asked the Institute of Medicine for
recarmerrlations on future coordination of NAMRU-3's activities with other
United States supported health programs in Egypt.

This report is based on the information obtained in Egypt by the
committee,** by a twelve-member consultant task force of United States health
professionals, and by members of the Institute of Medicine staff.

During a four-week stay in Egypt, rrore than 150 Egyptian health care
facilities arrl education and research institutions were visited, meetings

* The existing five-year agreement with respect to the Joint Working Group,
originally signed by the United States Secretary of State and the Egyptian
Minister of Foreign Affairs, expires on October 28, 1980~ the agreement
may be extended for such further five-year periods as may be agreed upon
by the parties.

**Throughout this report the term "c<r.rnittee" refers to the steering c<FlT\it
tee for the study appointed by the Institute of Medicine Committee on Inter
national Health. The term "Institute of Medicine study group" will refer
collectively to the carmittee, consultant task force, arrl 10M staff members
who v is i ted Egypt.
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were held with (rore than 500 Egyptian health professionals in both rural and
urban areas of 11 of the 25 Egyptian Governorates, and extensive discussions
were conducted with key officials in the Egyptian Ministry of Health, the
AID I,lission in Cairo, and multilateral assistance organizations in Egypt.
'1lle carmittee also met separately with the Egyptian Minister of Health and
his staff, the President of the Egyptian Medical Syndicate, the United States
Anbassador to Egypt, and the director of the AID mission in Egypt.

Readily available published data and studies on health, nutrition, and
population problems in Egypt are fragmentary, outdated, and often unreliable.
'Iberefore, this report draws on the firsthand observations of the Institute
of Medicine study group and information obtained in the meetings and discus
sions held in Egypt. '!be camdttee ' s recarmendations are based on the analy
tic judgments of the Institute of Medicine study group resulting from the
visit to Egypt.

Organization of the Report

'!be C(Jl'C\ittee's recarrnendations are presented in Part I of the report.
Programs recarrnended for future United States support are described in
Chapter 1. Adninistrative reccmnendations related to implementation of those
prCXjrans, to the Joint Working Group on Medical Cooperation, and to NAMRU-3
are contained in Chapter 2.

Part II of the report includes resource papers containing the background
information and findings on which the carmittee's program reccr.mendations are
based. Chapter 3 is an overview of najor econanic, derrographic, and social
factors that must be taken into account in considering future United States
cooperation and assistance. Chapter 4 provides a sumnary of available infor
mation on the major health problems of the Egyptian pecple. Chapters 5, 6,
and 7 discuss Egyptian health care, population, and nutrition prograns,
respectively. Chapters 4, 5, 6, 7 also describe ongoing cooperation and
assistance and include carmittee suggestions for future United States support.
'nle calmittee ' s final progrdIn recxmnendations in Chapter 1 are drawn fran
Chapters 4, 5, 6, am 7. '!be suggestions remaining in those chapters might
be considered for future United States sURX>rt if the fiscal resources made
available to AID for its Egypt program are increased significantly.

The Appendix contains unedited excerpts f~ the English translation of
the health sector annex of Egypt1s Five-Year (1978-82) Economic and Social
Develcpnent Plan. The t-1inistry of Health I s goals and objectives for the five
year period, as articulated in that annex, provide essential reference points
for planning United States cooperation and assistance for the next several
years.
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In much IlK>re than a pro forma sense, this study could not have been
accomplished without the full cooperation of two groups: the American health
professionals listed on pages ii and iii who, on extremely short notice, rear
ranged their private and professional lives to make the field trip to Egypt;
and the r~y Egyptian health professionals who generously shared information
and insights with the Institute of Medicine study group.

Cooperation of the Ministry of Health was critical to the study. The
committee wishes to express its deep appreciation to Dr. Ibrahim Badran, then
Minister of Health, for assuring that cooperation by his warm and gracious
reception of the study group and its mission, and by so generously giving his
CMn time in many meetings with study group r.tembers. The depth of his ccmnit
ment to an independent, objective study was reflected in his insistence that
the study group members be permitted to visit any Ministry health facility or
activity, to talk with any health professional in Egypt, and to have any
available data from the Ministry.

Dr. Badran made access possible by appointing the following senior
members of his staff as coordinators for the work of study group r.tembers in
their areas of responsibility. Their assistance in arranging visits and
~tings, as well as in sharing their experience and knowledge, is gratefully
acknowledged.

Dr. Ahmed EI Akkad, Under secretary of State
for Preventive Affairs

Dr. M. Saad Fouad, Under secretary of State
for Specialized and flnergency Medical Care

Dr. Labib Ibrahim, Urrler secretary of State
for Central Services (Health Resources, Statistics)

Dr. M. EI Rattan, Under secretary of State
for Pharmaceutical Affairs

Dr. EI Motaz Billah Mobarak, Urrler secretary of State
for Control of Endemic Diseases and Basic Health Services

A very special word of thanks is due Dr. Rarlais A. A. Ganaa, Under
secretary of State in the Minister's irrmediate office, who served as overall
coordinator of Ministry activities for the study group with extraordinary
efficiency. Dr. Wafik Ashraf Hassouna of the Institute of National Planning,
consultant to the Minister of Health, generously shared with the study group
the perspectives and insights he gained from his recent experiences in the
development of major health and population projects for the Ministry. Dr.
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Ahmed Sirry, First Uooer secretary of State in the Ministry of Health, was
IOOst helpful throughout the study, but particularly at the end of the study
group visit in tying loose eoos together in the health services financing
area.

It is not possible, of course, to name all of the huroreds of Egyptians
outside of the central offices of the Ministry who were contacted, but we
want to mention those whose contributions were particularly important. Our
appreciation is to all, but particularly: Dr. Fatuny M. Badrawry, Executive
Director of the Egyptian Family Planning Association; Dr. Aziz Biooary, Chair
man of the Egyptian Population am Family Planni~ Board; Dr. Manrlouh Gabr,
then Director of the Cairo University Children's Hospital, recently appointed
Minister of Health; Dr. Saad Gadalla, Acting Director of the Social Research
Center, the American University in Cairo; Dr. Mohamed H. Khalil, Dean of the
High Institute of Public Health at Alexamria University; Dr. Aziz EI Khali,
Director of the Biomedical Research Center for Infectious Diseases; Dr.
Mahrroud M. Mahfouz, fonner Minister of Health; Mrs. Zahia A. Marzouk, Vice
President of the Alexandria Family Planning Association; Dr. Adharn EI Nakib,
Medical Director of the Health Insurance Organization Hospital in Alexamria;
Dr. Hashim Nasser, Rector of the University of Tanta; Dr. Handy EI sayed,
President of the Egyptian Medical Syndicate; am Dr. Mohamed Said Tawfik,
Director General of Health Services in the Alexandria Governorate.

Dr. CYnthia Nelson and Ms. Fawzia Messih of the Departr.lent of Sociology,
Anthropology, and Psychology at the American University in Cairo worked with
the Institute of Medicine study group to sensitize the members to those
social, cultural, and psychological factors relevant to health and the health
care system in Egypt. Staff members of the following organizations in Egypt
shared their prior experience in cooperation aoo assistance programs in Egypt
with the study group: The Eastern Mediterranean Regional Office, WOrld
Health Organization; UNICEF; CARE; Catholic Relief Services; Ford Fouroation;
am Project HOPE.

Transportation, carmunication, supply, aoo other logistical difficulties
in coroucting a short-tenn, intensive study in Egypt are fonnidable. Without
the dedicated am efficient administrative support services of Ms. Linda
Oldham and Mr. Aly Otifa am their team members, provided under an AID/Cairo
mission contract with International Business Associates, the study group
would have been severely handicapped.

'!he staffs at the WOrld Bank and at the United Nations Developtlent
Program, the United Nations Fund for POp..1lation Activities, and the WOrld
FOod Programme were IOOSt cooperative in providing information on their cur
rent am planned activities. Dr. Michael Sachs, WOrld Health Organization
representative to the United Nations in New York, helped to arrange access to
relevant World Health Organization infonnation and offices. Dr. Robert
Lapham, of the National Academy of Sciences Carmittee on Population aoo DeItD
graphy, reviewed an early draft of the chapter on Pop..1lation am Family Plan
ning aoo provided information on preliminary results fran the latest fertili
ty survey in Egypt.
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The committee is particularly appreciative of the personal interest and
executive-Ievel suw>rt for the study of Mr. Joseph C. Wheeler and Mr. Alfred
D. White, Assistant Adm.inistrator and Deputy Assistant Administrator, respec
tively, of the Bureau for the Near East, and Mr. Donald Brown, Director of
the AID Egypt mission in Cairo. The AID staffs in Hashington and Cairo prcr
vided exceptional adninistrative support throughout the study, were forthcan
ing with their technical and prograr.matic views when requested, were scrupu
lous in avoiding any interference in the technical conduct of the study, and
have been most patient and understanding in the face of an unavoidable delay
in the subnission of this final report. We wish to particularly thank Dr.
John Alden, then Chief of the Population and Nutrition Division in the Bureau
for the Near East, and Dr. Merrill Shutt, Chief of the Health and Population
Office in the Cairo mission, who were primarily responsible for initiating
the study and assuring the exceptional adninistrative support it received.
The following r~rs of their staffs were continually helpful: in Washing
ton, Ms. Barbara Turner and Mr. Alan Randlov; in Cairo, Dr. Rose Britanik,
Coir. Michael Jordon, Mrs. LaHa Stino, and Mrs. Jane Peterson. Mr. Gerald
Kamens, Mr. James Roberts, Mr. Bert Porter, and Mr. Craig Buck of the Near
East Bureau's Division for Israel and Egypt Affairs provided essential infor
mation and policy perspectives on the overall AID program in Egypt.

Dr. John H. Bryant, Deputy Assistant Secretary of Health for Internation
al Health in the Department of Health, Education, and Welfare, was instru
mental in early planning for the study when he was Chairman of the Institute
of Medicine Cannittee on International Health. The participants in the plan
ning workshop held at the beg inning of the study, who are listed on pages i v
and v, provided their koowledge and perspectives on Egypt to help guide and
shape the developrrent of the study plan. Dr. Kenneth Warren, Director of
Health Programs for the Rockefeller Foundation and Dr. Paul A. Marks, Vice
President for Health Sciences at Columbia Unviersity, also shared their experi
ences in Egypt with the study group, contributing to both the operational and
technical readiness of the group for its field trip. Dr. Michael Katz, Prcr
fessor of Pediatrics at Columbia University and a member of the Institute of
Medicine Committee on International Health, participated in planning the study
and also traveled to Egypt as a member of the study group to provide his spe
cial expertise in child health and infectious diseases to the study. Captain
Rayrrond Watten, M.D., cannandilXJ Officer of the NAMRU-3 Unit in Cairo and his
professional staff were most helpful in orienting the study group to the
current state of knowledge on infectious diseases in Egypt, as well as the
NAMRU-3 scientific research mission and programs on Middle Eastern infectious
diseases.

The special contributions of the consultant task force members must be
emphasized. Their personal dedication and C<JiTnitrnent to the purpose of the
study were continually evidenced in the equanimity, humor, and esprit with
which they carried out their assignments throughout a very intensive work
schedule under difficult field conditions. The professional competence
reflected in the analyses they prepared for the committee was exceptional.

The study profited linmeasurably from the wide experience and expertise
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of Dr. Samuel Wishik, Professor Emeritus in Public Health at Colunbia Univer
sity, who served as Senior Health Professional Consultant throughout the
study. Dr. Williar:t Lybram joined the Institute of Medicine staff to direct
the study and the carmittee is iooebted to him and Ms. Karen Bell for an out
staooing job in organizing and coooucting the study, in pulling together the
contributions of the consultants, and in prcducing the final report. Mr.
David Tilson, Director of the Division of International Health at the
Institute of Medicine, contributed significantly to both early planning for
the study aoo the preparation of the final report. Ms. Grace Masuda of the
Division exhibited extraordinary patience as well as consummate skill in typ
ing the report through many drafts.

Finally, Dr. Frederick Robbins, Dean of the Case Western School of
Medicine, then Senior Scholar-In-Residence at the Institute of Medicine, was
a member of the steering ccmnittee for the study in every way except in desig
nation, and we warmly welcaned and deeply appreciated his participation am
contributions.

Ivan Bennett, M. D.
Walsh McDeI'lOOtt, M.D.
Nevin Scrimshaw, M.D.
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OJAPl'ER I

Future AID health, population, and nutrition programs in Egypt should
satisfy four main criteria:

• They should fall within priority areas specified by the Egyptian Ministry
of Health1

• They should yield benefits, short-tenn or long-range, to the majority of
the peq:>le of Egypt1

• They should address problems that can be alleviated or solved by United
States cooperatioo am assistance1 am

• The effort should be ooncentrated 00 a small number of problems so that
significant resources can be awlied to eadl.

The Institute of Medicine a:mnittee oonsidered the array of health
problems am QItX>rtunities for future United States su~rt identified by the
study group in the light of these four criteria and reccmnends the following
programs for AID SL1J:POrt.

• A concentrated and sustained attack to reduce infant, preschool child, and
maternal IOOrtality am fertility by emphasizil'¥1 oral rehydration, inmuni
zation, other selected maternal and dlild health services including nutri
tioo, am family plannil'¥1 services.

• A program to irrprove the production and distribution in Egypt of the
vaccines am key pharmaceuticals needed for the above program, am to
strengthen regulation of all pharmaceuticals and biological products.

• A program to establish natioowide emergency med ical services.

• A program to strengthen hospital administration.

• A cooperative researdl program.

The cx:mnittee oonsiders that these programs rust have a life of at least
five years to effect improvements in the health status of the Egyptian people.
The cx:mnittee believes the reccmnendations are realistic oonsidering the
funds likely to be available both to AID am to the Egyptian Ministry of
Health during the next several years.
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Ministry of Health Priorities

The then Minister of Health, Dr. Ibrahim Badran, provided the Institute
of l1edicine study group with the following program priorities.

Service Program Priorities

1. Family planning

2. Infant, preschool child, and maternal heal th

3. School-age child health

4. Environmental and occupational health

5. Nutrition

6. EOOemic and infectious diseases

7. Emergency medical care

Supporting Program Priorities

1. Health planning, aaninistration, and management

2. Bianedical research

3. Pharraaceutical products production and control

4. Health manpJWer education and training

In addition to being within the priority areas listed, the program
recarmendations that follow contain many elements included in the Ministry
of Health's plans for the 1978-82 time period. '!hese plans were discussed
with the study group in Egypt by Ministry officials and generally reflect
the contents of the health and medicine annex of the government of Egypt Five
Year Econanic and Social Developnent Plan excerpted in the Appendix. There
also are program elements recarmended that represent different perspectives
and directions than those currently being considered by the Ministry. '!he
carmittee realizes that they can be carried out only if the government of
Egypt awroves them.

Reduction of Infant, Preschool Child, and Maternal Mortality and Fertility
Rates

Mortality rates for infants and for children under five are excessively
high in Egypt, as are maternal flX>rtality rates. Major reductions - flX>re
than 50 percent - in these flX>rtality rates are feasible within five-to-ten
years. '!he carmittee recarmends that AID give highest priority to support

'for specific nationwide programs to improve the health of infants, preschool
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children, and rothers, and to protect those gains by preventing unwanted or
ill-tbned pregnancies.

'Ihese goals can be accanplished by strengthening the Ministry of
Health's capacity for treating infant and childhood diarrhea with oral rehy
dration; systematically Bnnunizing infants and preschool children with DPT,
measles, smallpox, polio, and OCG vaccines; providing family planning ser
vices and other selected maternal health and nutrition services; reaching
into e<r.munities to assure the delivery of these services; and praroting the
program with a nationwide media campaign.

These targeted activities could be introduced into the AID-supported
rural health project underway in four governorates, the new AID-supported
urban health project in Cairo, and the World Bank-supported integrated mater
nal, child health, and family planning project in eight governorates. The
possibility of broadening the AID-supported family planning project to encan
pass infant, preschool child, and maternal rortality reduction objectives
also should be considered seriously. Some of the program elements of this
proposed major initiative are included already in one or more of these ongoing
projects. The principal mexlification of existing projects would be to concen
trate resources on the achievement of a few high priority objectives through
effective provision of a few selected services, rather than attempting to
upgrade all services generally.

'!'he carmittee believes it would be wise first to integrate these activi
ties with ongoing projects and then expand in other areas with adequate sup
port facilities. Training, management, and SUPervision are critical to suc
cess. The program should be expanded as rapidly as possible in an effort to
make it nationwide within five years. Construction of sane new ambulatory
care facilities in urban areas, and provision of sane vehicles in rural areas
n~y be necessary, but in general the network of existing health facilities
should be adequate.

The program will require supplies and sane equipment for the clinics;
refresher training for the health professionals in the clinics; strengthened
management, including steps to improve the SUPervision of staffs in the
health clinics and to provide them rrotivational feedback; improved accounting,
procurement, supply management, and various tyPes of record keeping; and
recruiting, training, and supervising carmunity health workers for the
surveillance and outreach activities.

Developing effective, standardized, and coordinated training programs
for the various categories of personnel will be a major task. United States
health professionals working with Egyptian counterparts can make Umportant
contributions in this area. Local administrators at the governorate and
district levels should be included in training programs covering accounting,
procurer.tent, sUWly management, and record keeping.

I~ving the inadequate performance of the staffs of the health clinics
will be the key to success of this program. Physicians working in the clinics

5



must be willing to accept a team approach, including the use of carrnunity
health workers. Health professionals am auxiliaries alike will need to be
IOOtivated to provide conscientious, efficient, am courteous services. '!"he
committee realizes that bringing about the necessary changes in attitudes am
behavior will be a difficult task. As in any country, the problems in the
Egyptian health delivery syster.l are embedded in the social, cultural, ecorx>
mic, and political structure of the country. The United States can provide
technical services, supplies, equipnent, and nanagerial advice. These are
necessary but not sufficient for the success of the program. The essential
ingredient will be staff IIDtivation, am that will be responsive mainly to
actions by the Egyptian government -- especially the introduction of realis
tic performance incentives by the Ministry of Health. The cmmittee r~
mends that this factor -- staff performance -- be assessed as an integral
part of the program fran the outset and that AID provide the technical and
fiscal support necessary for the Ministry to IIDunt such a continuing evalu
ation effort. Effective methods of program performance IIDnitoring will be
needed. The rate at which the scope of the program is enlarged should be
keyed to the performance results obtained in the initial phases.

Oral rehydration should receive primary emphasis. This relatively new
technology for treating the diarrheal sync]rane in infants and small children
was developed fran research conducted by the Cholera Research Laboratory in
Bangladesh. Although the technology emerged fran research on a highly preva
lent disease in a developing country, the technology has been adopted widely
in irdustrialized countries, as well as in many developing countries. Suc
cessful introduction and widespread practice of this simple technique to
treat diarrhea in its early stages can be the IIDSt linportant factor in produc
ing a quick drop in the rrortali ty rates of infants and preschool children in
Egypt. This element of the program should build on the successful experience
of the UNICEF rehydration pilot project in Giza, Egypt am be coordinated
with UNICEF support for the production of rehydration powders in Egypt.
UNICEF has agreed to supply the Ministry with enough packets of rehydration
};X)Wders for stocking about half of the nation's health clinics. The r~
mended AID program should supplement the UNICEF effort in several ways: by
enlarging the training effort to cover all clinic personnel, not just one or
tW'O members, by expanding production of rehydration powders, by strengthen
ing the system for distributing them, and by incorporating cammunity health
workers in the program.

The expansion of ir.rnunization coverage merits high priority. It is
current Ministry of Health policy to provide diphtheria, pertussis, tetanus,
measles, smallpox, polio, and BOG immunizations to all children. However,
many children are not being irrmunized because of inadequate supplies of the
vaccines, inadequate refrigeration equipment, and the general management and
performance inadequacies of the health clinics. AID should help supply the
vaccines, refrigeration equipment, and patient-retained irrmunization records
for the program, and assist the Ministry of Health in strengthening the
management and administrative arrangements needed to carry out these
activities.
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Other preventive maternal and child health activities merit emphasis in
the program: monitoring children for malnutrition; nutrition education for
flnthers; provision of vitamin and iron supplements; follow-up of infants
with low-birth weight; and surveillance and hospital delivery of high-risk
pregnancies. AID should help provide essential supplies and equipment includ
ing three-year growth charts, heavy duty scales and wooden measures, and
basic gynecologic and obstetric equipment.

Delivery of contraceptives and family planning counselling, emphasizil'¥1
infant, child, maternal, and family health, should be integrated with mater
nal arxl child health activities. Identification of wanen who are most likely
to accept fanily planning services is a natural concanitant of providing
maternal and child health services. Techniques of family planning counsel
ling, as well as clinical procedures, can be emphasized in the proposed
refresher training programs for health personnel.

The committee considers fertility reduction in Egypt to have a high
priority for United States support. AID should be prepared to support all
serious approaches to fostering general use of contraceptives. It should not
llinit its poPUlation program support in the future only to the integrated
health theme approach being advocated here, although the caTlnittee believes
this is the most pranising approach available at this time. AID support
clearly would be merited for strengthening the ability of the voluntary fami
ly planning agencies to open more units and train more staff, particularly
for service in rural areas, for imProving the supply and distribution system
to non-health clinic units so that low-cost contraceptives are plentiful and
readily available everywhere, and for supporting strong media campaigns.
However, these programs must await the emergence of a strong national commit
ment to family planning in Egypt (see Chapter 6).

C<mnunity monitoring and outreach efforts are an linPortant part of the
program. 'Ihey should be designed to canplement, rather than displace, ser
vices provided in the clinics. Community health workers (and, possibly, sane
dayas*) recruited fran the communities served by the clinics should be
trained and provided incentives to prarote and extend SPecific maternal and
child health, family planning, and nutrition services; to provide oral rehy
dration powders and instruction; to identify candidates for family planning
services; to provide counselling and to deliver non-prescription contracep
tives; to refer undernourished and sick children and pregnant wanen to the
clinics; and to follow-up in the communities to minimize program drop-outs.
The successful use of school health visitors provides support for the use of
cartnunity health workers. Many members of the Egyptian medical establishment
have expressed concern about employing dayas in govertY.'lent-sponsored programs.
'Iheir ProPOsed use in the WOrld Bank-supported population project imicates
government willingness to test their effectiveness. The committee recommends
that the use of dayas in delivering family planning services and in community

* Traditional birth attendants. see Chapter 3.
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surveillance activities be viewed as experimental.

The P.L. 480 Title II program being administered by the voluntary agen
cies for feeding preschool children should be errployed to strengthen the ccm
munity surveillance am outreach aspects of the recarrnended program. Ccmnuni
ty health workers can help organize IIDthers I clubs at which the care am feed
ing of infants and small children, food preparation, personal hygiene, birth
spacing, am use of contraceptives are discussed. Title II food would be
distributed at the club meetings, with priority given to highly vulnerable
individuals.

'!he entire program effort should be supported by a camtunications cam
paign using radio, television, billboards, am other media, both IOOdern am
traditional. It should use a "family health" theme, emphasizing the benefits
to members of smaller famil ies when all are healthy am active in contrast to
the costs to the members of larger families when several are ill, sap family
time am energy for custodial care, am oontribute little to the quality of
family life. '!he media program should stress the linkage of oral rehydration,
immunizations, nutrition, am birth-spacing with oontraceptives, along with
the role of the ccrrmunity health workers, to achieving family health. '!he
U~ICEF' s experimental radio program, using a "wanan in the street" interview
approach for reaching illiterate wanen, should be examined for its
awlicability.

'!he camtittee realizes that im~vements are possible in hospital mater
nity am new-born care services am AID should oonsider providing limited sup
port for upgrading these services. Fio'ft1ever, the carmittee recarrnends against
AID support for including an advanced neonatology technology canponent in
this nationwide program. Until IIDrtality rates for infants beyond one week
of age are reduced dramatically, IIDst of the benefits that can be realized
from neonatal services requiring complex and costly technology will be lost.
In general, the ccmnittee recarmends against using AID funds to support the
spread of high-oost, tertiary care technology such as is required for renal
dialysis and kidney transplant services, CAT scanning services, and open
heart surgery services. AID programs for strengthening health care services
should concentrate on those services that address the pressing, unmet health
needs of the many, not just the few, in Egypt. By contrast, cooperative bio
medical research of high scientific merit may require complex equipment; the
above recarmendation is not meant to bar the use of United States funds in
the purchase of any particular item that may be agreed to be vital to high
priority scientific research.

Biologicals am PhaDmaceuticals

'!he program to reduce the mortali ty rates of infants, preschool children
arxl wanen of childbearing age, am to reduce fertility, requires adequate
supplies of vaccines, rehydration powders, contraceptives, and selected
phaDmaceuticals. Egypt IS phaDmaceutical irrlustry produces sane of these
items using imported raw materials, but there are problems of manufacturing
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practices, quality control, quality assurance, am equipnent maintenance am
repair. It also is clear that a rrore effective system of distribution am
supply management for pharmaceuticals and biologicals in the Ministry of
Health's network of clinics m~st be developed.

'!he carmittee recarmends that AID support studies of the adequacy of the
production capacity in Egypt for meeting the requirements for vaccines, con
traceptives, rehydration powders, and selected pharmaceuticals of the recom
mended program to reduce infant, early childhood, and maternal mortality, and
fertility. These studies should be undertaken as soon as possible so that
the program's needs can be determined and met. The carmittee is aware that
there is a worldwide shortage of same of the cammon vaccines because their
lilaIlufacture is canplex and oot profitable in affluent countries. The few
manufacturers in the United States, Europe, am JaPan who produce most of the
world's vaccines do so primarily as a public service. Thus, there may well
be an opportunity for Egypt to strengthen its manufacturing and/or repackag
ing caPabilities, oot only to meet its own needs, but to export vaccines with
econanic profit to other countries as well. (The same opportunity may exist
for sane other pharmaceutical products.)

'!he carmittee also recarmends that AID give high priority to a project
to assist the Ministry of Health to strengthen its system of distribution and
supply management for pharmaceuticals and biologicals. This will entail a
study to produce a workable design for the system and a plan to put it into
operation - including training of the staff am supply of the necessary
refrigeration and other equipment needed to maintain an effective cold
chain for the vaccines. Regional implementation of this project should be
coordinated with the recarmended program to reduce infant, early childhood,
and maternal Irortality, and fertility.

'!he camlittee notes that the United States-Egypt Joint Working Group on
Medical Cooperation has sponsored several training efforts to strengthen
Egypt's caPabilities to regulate the production and distribution of foods and
drugs in Egypt. There is an unusually wide range of pharmaceuticals sold
over-the-counter in Egypt and pharmaceutical sales are reported to account
for an estimated 50 percent of all national health expenditures, a high
figure even for a developing country. A major effort to improve Egyptian
regulatory capacity could entail substantial technical assistance by the U.S.
Food and Drug Administration, as well as laboratory equipnent am training.
'!he ccmnittee reccmnends that AID support a continuation and expansion of the
efforts initiated by the Joint Working Group to strengthen Egypt' s food and
drug regulatory capabilities.

Emergency Medical services

Accidents, poisoning, and violence, taken together, are a leading cause
of reported deaths for Egyptians between the ages of 5 and 34. AmJng adult
males and females, they constitute the first am second largest categories,
respectively, of adnissions to general hospitals in Egypt. Yet, adequate
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emergency medical service is a component missing in the Ministry of Health's
basic health services system. The capacity of anDulance and rescue services,
P'lysicians and allied health personnel, and hospitals to deal with accidents
is severely l~ited by the lack of adequately equipped transport vehicles,
poor camrnunications, the lack of resuscitation and other essential emergency
medical equipnent, and the lack of trained pec.ple and organizational
arrangements.

'1tle Ministry of Health is responsible for assuring adequate and awropri
ate emergency medical services throughout Egypt. 'lWo derronstration projects
recarr.tended by the Joint Working Group on Medical Cooperation and financed by
AID and the Special Foreign Currency Program will soon provide ~proved emer
gency medical care to residents of same areas of Alexandria and Cairo. '1tle
Ministry of Health views these projects as a high priority and plans to cover
25 percent of their costs fran its regular budget. 'lbe ccxrmittee recarmends
that AID support a program to develop appropriate emergency medical services
throughout Egypt.

In addition to filling an obvious gap in basic health services by
~proving the probability of survival and reducing unnecessary disability
fran accidents, an effective emergency medical services system could have
other beneficial effects. For example, an ~proved transportation capacity
should reduce the pressures for construction of new hospital beds. With such
a program, the Ministry of Health should be encouraged to reevaluate its
plans to upgrade rural heal th centers to rural health hospitals. Moreover, a
successful system would provide tangible demonstrations of Ministry of Health
care and could persuade many Egyptians, who currently turn to traditional
practitioners, to use Ministry of Health services.

United States assistance to Egypt for developing a national emergency
medical services system requires a carefully develoPed plan to specify the
details of a very canplex and major effort that should be phased in over a 5
to 10 year period. Activities begun under the Joint Working Group soould
serve as a starting point. '!he doclU'llents available - including the working
docur.lent entitled, "Comprehensive Emergency Medical Services Plan" - repre
sent excellent initial efforts, but must be further developed and refined.
Much information beyorx) the evaluation results of the Cairo and Alexandria
demonstration project on which to base the design of a nationwide system will
be required. For example, inventories of existing hospital emergency roam
facilities, as well as ccmnunications and transportation resources, must be
made. The planning effort should be undertaken by a joint United States
Egypt team. The American team members should be experts on the engineering,
managenent and medical aspects of emergency medical care. They should expect
to spend a considerable arrount of time working in Egypt with the Ministry of
Health and governorate authorities to assess emergency medical care needs and
to conduct the studies necessary to develop detailed plans complete with all
design requirements, including training and equipnent specifications. The
studies would serve as the basis for a detailed AID project design and budget.

The committee is aware that this is a large, complex, and relatively

10



ex~nsive program. Also, the carmittee notes the allure of ex~nsive tech
nol03Y in this field and cannot emphasize too strongly the need to base the
system's design and its equipnent needs on the findings of the studies
recarmended •

Hospital Administration

Shortages in personnel with general management and administrative skills,
and basic skills in facilities and equipment maintenance and repair, are
major national problems that affect all sectors of Egypt's econany, not just
the health sector. For this reason, the carrnittee does oot make any recarmen
dations for support of generic programs in these areas, but rather has recan
mended that targeted training and support be provided for improving the
management, administration, maintenance and repair skills needed in the three
programs just recarmended.

However, there is one exception: hospital administration. '!he Egyptian
hospital system is both extensive and expensive and is plagued by severe
inadequacies in management and administrative canpetence at all levels. '!he
carmittee therefore recxmnends that AID assist the Egyptian government to
strengthen and expand the graduate-level hospital administration programs at
the High Institute of Public Health in Alexandria and at the Cairo University
SChool of Coo'rrerce. '!hese programs should be designed to help meet executive
level hospital adninistration needs; cooperative arrangements with strol"k3
United States schools of hospital administration would be desirable for imple
menting this program. In addition, AID should assist the Egyptian schools to
develop, in cooperation with the Ministry of Health, brief, regular in-ser
vice training sessions for hospital adninistrators.

'!he ccmnittee also recarmends that AID support a short-tenn study to
assess Egypt's current education and training capacity in such hospital
rnanagenent support skills as accounting, personnel, and housekeeping. '!he
report should contain recxmnendations for aperopriate future United States
cooperation and assistance in this area.

Cooperative Researdl

A substantial am:>unt of cooperative health research is now underway in
Egypt sllp{X>rted primarily by the Special Foreign Currency Program. Within
the next year or two this source of funding will be exhausted and the AID
program is likely to be the only major source of furns for supporting cooper
ative health-related research in Egypt.* '!he carmittee is not in a position

*Unless IHE.W agencies are authorized to include international health as part
of their mandate as specified in legislative proposals recently introduced
in Congress, or unless the FOl,U'kjation for International Technical Coopera
tioo, mw being planned within the Executive Branch, assumes this
responsibility.
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to comment either on the program relevance or scientific merit of the sPeCi
fic projects row urnerway since it did oot assess them individually. But it
does reccmnend that a substantial program of United States-sufPOrted coopera
tive health-related research in Egypt be continued. The CaTlT\ittee reccmnends
that this program center on widespread health, family planning, and nutrition
problems. All types of research relating to a problem - epidemiological,
health services including social and behavioral studies, and bianedical 
should be eligible for support

The program should emphasize strengthening Egyptian research capabili
ties - that is, there should be an II institution-building" aSPeCt to coopera
tive research activities wherever possible - as well as support for specific
research activities. For example, several Ministry of Health epidemiologic
surveillance units could be established in major geographic regions of Egypt,
separate fran, and with 00 operational responsibilities for, units providing
personal health services. 'lliey would conduct epidemiological research on the
major diseases affecting the population in their regions and oould provide
field support for university-based research and research training. Data on
regional incidence of schistosomiasis would greatly facilitate evaluation of
current and proposed control measures. Regional surveillance of polio, tuber
culosis, and measles would assist the Ministry of Health in deciding how to
schedule exp:inded imnunization activities. Studies on the causes of acci
dents could lead to the developnent of cost effective preventive measures.
Exp::>sure to pesticides am:>ng agricultural workers is a serious problem that
should be targeted for epidemiological research. The CaTlT\ittee reccmnends
that the u.s. Center for Disease Control be asked to assist in establishing
these epidemiologic research units, to help design training programs, and to
collaborate on the research projects.

An imp::>rtant problem for nutrition research and development is to
develop low-cost weaning foods that could be prcrluced in Egypt and would
be generally available and acceptable to Egyptian mothers and infants. In
additioo, research is needed to provide reliable and reasonably canplete
longitudinal data on nutritional status and growth and development of vulner
able p::>p.llation groups. Systematic information on the attitudinal and
behavioral asPeCts of diet are essential for planning nutrition education
programs. There is a particular need to reorganize and strengthen relation
ships between American university-based nutrition research groups and their
Egyptian counterparts.

Evaluating the performance of SPeCific health services dealing with
particular health problems should be the major focus of health services
research. An initial priority should be to support the program initiative
on reducing the mortality of infants, preschool children, and wanen of child
bearing age. Studies should be designed to assess the performance of the
program and its canponent parts. For example, research to establish the
relative effectiveness of the outreach programs, and particularly to assess
how particular elements in the design of those programs affect outcomes, is
extremely ~rtant.
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Research on the munerous factors that affect the extent of acceptance
of fa~ily planning services and infant feeding and weaning practices can pro
duce findings that can be introduced into program design, training programs,
and mass media materials. Studies designed to yield information needed to
broaden the population coverage of the existing employer-employee health
insurance program, and studies in rural sanitation would be appropriate under
this program. Studies of the efficiency and effectiveness of particular
hospital services also should be considered. To cooouct strong health ser
vices research and to strengthen the Egyptian capacity for conducting such
research, cxx>perative arrangements between American academically-based health
services research groups and interested Egyptian counterpart groups should be
supported.

Continued United States support of biomedical research on major disease
problens in Egypt is appropriate. Although many of Egypt's major disease
problems can be addressed with such available technologies as irnnunizations,
others require the acquisition of new krxJwledge. Research on improved tech
niques for reducing schistosaniasis with available technology and on new
drugs and control measures should be of high priority. A mechanism for
administering this cxx>perative research program is recommended in Chapter 2.
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CHAPl'ER 2

STRENGIHENING UNITED STATES PRa;RAM ALMINISTRATIOO

'll1ere are four major sets of issues relating to United States
adninstration of its health, {x>pulation, and nutrition programs in Egypt that
require attention: administration of technical assistance projects; planning
for orderly transfer or phase-out of activities currently financed by Special
Foreign Currency Program funds; administration of cooperative research pro
jects; the future role and rrodus operandi of the United States-Egypt Joint
Working Group on Medical Cooperation.

United States Administration of Technical Assistance Projects

'Ibe roost imp:>rtant problems that face AID in Cairo in nounting an
expamed program are lack of sufficient technical staff and the intolerably
long period - usually two years or rrore - between the time a project is
proposed and action takes place.

'll1e Institute of Medicine ccmnittee was impressed that the small staff
of the AID Office of Health and Population in Cairo has done an exemplary job
to date in a very canplex situation. It has had to break new ground in work
ing with the Egyptian Ministry of Health to design projects properly and do
this in a way that was sensitive to the prior relationships of the Ministry
with both the Joint WOrking Group on Medical Cooperation and United States
Naval Medical Research Unit #3 (NAMRU-3). 'Ibis successful experience means
that less time and effort will be necessary in the future to develop projects
with the Ministry, but a large arrount of both technical and nontechnical
aaninistrative work will be required to handle an expamed program. The can
mittee is aware of the constraints on increasing the size of the AID mission
staff. fbwever, the Egypt program is unique. It is one of the largest
United States foreign assistance programs since the post-World War II Marshall
Plan. The staff should be large eoough to allow its members to make techni
cal contributions to projects, as well as to perform necessary administrative
tasks pranptly and properly, so that quality, consistency, and continuity can
be maintained in the program. The conmittee therefore reC<Jlt'lrends that the
AID/Cairo Health and Population staff be enlarged by a sufficient m.unber of
experienced professionals to administer the programs reCOf'llrended in Chapter 1.*

* 'l1le term "administer the programs" specifically refers to the administra-
tive aspects of providing United States technical and fiscal suwort to
Egyptian projects; management of technical assistance projects that AID
suWOrts, of course, is the responsibility of Egyptian personnel with whan
AID personnel work in close cooperation.
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Although use of consultants and contractors will be necessary and appropriate,
the camdttee feels strongly that the programs require additional canpetent
AID professionals if they are to be launched and managed properly.

As for the long lag time between project initiation and final approval,
the ccmnittee errlorses the following statement and reccmnendation recently
made by another Institute of Medicine committee:

"AID is inhibited by its limited statutory authority. Every single pro
ject must be justified to Congress annually and AID has agreed not to make
major ftK)(jifications in approved projects without notifying the appropriate
congressional committees. In addition, each project proposal has to provide
docwnentation indicating canpliance with nwnerous congressional requirements
ranging fran environmental issues to the role of wanen. This has forced AID
into a cumbersane internal project developnent and approval process. The
result is a minimum of 2 to 3 years start-up time for most projects.* These
delays mean that AID, in canparison with other donors, is very slow and
unresponsive to irnnediate needs. The ccmnittee therefore reccmnends that Con
~ess should be asked to give up overseeing individual projects and instead
to approve broad sectoral programs, thus providing longer term stability to
AID projects and the flexibility necessa~ for streamlining the planning and
implementation of field operations."··

The ccmnittee recognizes that Congress is unlikely to act quickly on
this general reccmnendation. However, because of the size and importance of
its program in Egypt, the carmi.ttee recoIl1rends that AID make a special effort
in Congress to obtain more flexible authority Specifically for that program.

Special Foreign Currency Program

Prior to 1971, large amounts of United States agricultural commodities
were sold for foreign currencies under Title I of Public law 480. Under
agreements negotiated with each government, much of the local currency was
loaned back to the purchasing government, but a portion was made available to
the United States government for its own use in the country. Interest on the
loans also is made available for United States use in the countries. These
funds have been used primarily to pay for local operating expenses of the
United States missions in those countries. If the amount of local currency
that accumulates is determined by the Treasury Department to be in ~xcess of
the amount required for the mission's operation, then the local currency is
made available to United States government agencies for cooperative research
activities within that country - that is, research projects having co-princi
pal investigators fran the United States and the collaborating country.

* "An Assessment of Developnent Assistance Strategies," (an interim report),
The Brookings Institution, 1977, p. 20.

** Institute of Medicine, Review of the AID Health Strategy. National Academy
of Sciences, September 1978, p. 26.
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Uooer the Special Foreign Currency Program, the research must advance the
health status of the people of the United States as well as the people in the
collaborating country.

A substantial amount of United States-owned Egyptian currency was avail
able for cooperative research projects when diplomatic relations were re
established in 1974. In the spring of 1978, over 200 projects - rrore than
80 of which were health-related - were being supported fram this source am
twelve federal agencies were involved in the health-related projects. Most
of the activities recarmended by the Joint Working Group on Medical Coopera
tion have been financed by Egyptian pounds fran the Special Foreign Currency
Program (SFCP). Over half the budget of NAMRU-3 in Fiscal Year 1977
$700,000 of a total of $1.2 million - came fram the SFCP.

The major issue is that the SFCP furns are limited am will no longer
be available as a source of funding for cooperative research projects in the
near future - perhaps in the next year or two. The carmittee recarmends
that AID stimulate action immediately within the U.S. government to develop
a plan for an orderly phase-out of the Special Foreign Currency Program.
Participation by many agencies is required: those concerned primarily with
the furns -- Office of Management and Budget, the Treasury am State
Departments, and those concerned primarily with adr.tinistering the projects 
AID, Department of Health, Education, and Welfare, Department of Defense,
Department of Agriculture, National Science Foundation, the Environmental
Protection Agency in the health, population, and nutrition areas, and other
agencies in other fields. Consultation with the Egyptian governr.tent is
essential and should be undertaken as soon as possible. The large m.unber of
projects initiated in Egypt since 1975 makes it imperative to develop a phase
out plan that will cause the least amount of disruption within the Egyptian
research ~unity.

As a corollary activity, the conmittee recarmends that AID take the lead
and cooperate with the six Department of Health, Education, and Welfare (OOEW)
health agencies, the Office of Naval Research, NAMRU-3, the National Science
Fouooation, the Agricultural Research Service, and the Envirorunental Protec
tion Agency in an in-depth review of all SFCP health, population, and nutri
tion projects to assess their relevance for possible future support in the
cooperative research program recarrnended in Chapter 1. Collecting and analyz
ing the information will entail a substantial effort. A qualified ad hoc
team probably will be required to do the job effectively and pranptly.-

Planning aoo Administration of Cooperative Research Projects

'll1e ccmnittee believes that improvements are needed in the way the
cooperative research program is planned, 1'X)W projects are reviewed and rroni
tored, the extent of involvement of American investigators, and coordination
arrong the United States government agencies involved.

Cooperative research should have two objectives: to advance knowledge

17



that will facilitate progress toward solving imFortant health, population,
aOO nutrition problems in Egypt and to strengthen the capacity of the Egyp
tian scientific establishment to perform that research. Achieving the objec
tive of supporting a balanced, high quality portfolio of research projects
that addresses the most imFortant problems requires that two functions be
performed well: determining priorities and allocating fums anong the array
of problems that can be addressed, and screening and reviewing proposals for
technical merit and for program relevance. Achieving the objective of
strengthening Egyptian health research capabilities implies at a minimur.t
active collaboration between senior American scientists and Egyptian scien
tists. In many cases it should imply much more - strengthening research
training for young investigators, exchanges of scientists, and improvements
of research facilities and equipment.

SPecial Foreign Currency Program cooperative health-related projects
originate through the initiatives of Egyptian scientists, Americans in one
of the federal agencies, or American scientists in universities. Each United
States agency has its own procedures for processing project proposals and for
IOOnitoring the projects once they have been initiated. There is no mechanism
for overall planning and progranming. The Science Attache in the U.S. Enlbas
sy in Cairo uoes Process all science research projects funded through the
Sl'CP, but the authorizing legislation technically does not petmit him to
screen or IOOnitor the projects. To date, all proposals for collaborative
health-related research projects processed by the Science Attache have been
funded.

In circumstances when availability of funds appears to be more than
adequate in relationship to demand - as had been the case when cooperative
research was resumed in 1975 with SFCP fums - evaluation of each project on
its own merits may be reasonable. But when that situation no longer prevails
- Le., when project proposals exceed the availability of funds to support
them =- choices anong meritorious projects are no longer avoidable. The
issue is not whether to make such decisions~ it is how to make them most
rationally.

The camri.ttee reC<Jlt'lrends that responsibility for planning the AIIr
supported cooperative health, population, and nutrition research program be
vested in a joint United States-Egyptian group. It would be logical to make
this group a standing subcarmittee of the Joint Advisory Group proposed in
the next reccmnendation. '!he United States members should be appointed by
the United States ccrchairman of the Joint Advisory Group, with the approval
of AID. The subcarmittee would have the politically sensitive and technical
ly canplex task of SPecifying the problem categories on which research is to
be supported and reccmnending how funds should be allocated anong the problem
categories. To do this effectively will require a carefully thought out set
of criteria aOO procedures, access to the necessary information, and adequate
review and Ironitoring of cooperative projects.

Effective research administration requires experienced professional
staff with access to appropriate Peer review mechanisms. In the United
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States lJovemment, the Department of Health, Education, and Welfare (mEW)
health agencies have qualified staff, well-developed organizational arrange
ments for assessing the merit of research proposals and otherwise administer
ing health-related research, and established linkages to the vast network of
health research organizations and institutions in the United States and else
where in the world. The canmittee reccmnends that the AID mission arrange to
have DHEW administer the mission's cooperative health-related research p~
gram in Egypt. Under the agreement, the DHEW should be responsible for
establishing a unit in the AID mission in Cairo and for assigning experienced
research adninistrators to work in it. The staff should be capable of adnin
istering projects in epidemiology and health statistics, in family planning,
in nutrition research, in health services research and in bianedical research.

'!he staff would arrange for review of research proposals for program
relevance and technical merit, nonitor projects, provide assistance to Egyp
tian organizations in preparing sound proposals, assist American cooperating
research institutions, and coordinate with other U.s. agencies - such as
NAMRU-3 - that are conducting health-related research in Egypt. It could
also serve as the core staff to the proposed Joint Advisory Group subcarmit
tee on research. '!be mEW unit should be responsible for preparing the
annual cooperative research budget proposal for the AID mission. Once
awroved, the entire anount should be transferred to IEEW so that AID/
Washir¥Jton would oot be required to participate in the project review and
awroval process. The mEW unit in Cairo should be able to ccmnunicate
directly with its DHEW backstopping agencies and with United States research
institutions involved in cooperative research projects.

The camlittee notes that American cxrprincipal investigators in nost of
the Special Foreign Currency Program cooperative projects have spent very
little time in Egypt working with their Egyptian counterparts. '!be typical
experience has been that the American co-principal investigator has visited
Egypt once or twice a year for a period of a one or two weeks. Fran past
experience, the most successful collaborative research has involved American
scientists living in the overseas country and working collaboratively with
the resident scientists. All cooperative research projects may not require
the American scientist to live in Egypt for the life of the project, but most
will require more than occasional short visits. The carmittee reccmnends
that one of the criteria used to evaluate proposals for collaborative
research be the anount of time the American co-principal investigator pro
poses to spend in active collaborative work with his Egyptian counterpart.

Finally, the ccmnittee believes that the NAMRU-3 program, which has been
operating effectively for 30 years, should be coordinated nore closely with
other United States health programs. '!bree specific suggestions are offered:
(1) NAMRlJ-3 should be represented on the proposed Joint Advisory Group
research subcarmittee; (2) the NAMRU-3 library should be made as accessible
as possible to Egyptian health scientists and health professional students;
and (3) NAMRU-3 should provide research training to Egyptian students and
postdoctoral investigators.
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Good coordination among investigators working on similar or related
projects would be facilitated by haviD;} NAMRJ-3 represented on the prOposed
Joint Advisory Group research subc<r.mittee. '!his arrangement should be
supplemented by as much informal interaction as is necessary to assure goad,
continuing communication among investigators.

NAMRIJ-3 is row building a new library. '!he old library was used by many
Egyptian health scientists, medical students, and other health professions
students. Current issues of American an:] European scientific journals, books,
ronographs, etc. are not readily available in Egypt. NAMRU-3 could increase
its contribution to the health research and education enterprise in Egypt by
making the new library more accessible to Egyptian faculty, researchers, and
students than currently is planned. The committee is sensitive to the legiti
mate need for effective security measures at the NAMRU-3 installation. Its
recooJilendation is simple but vital: NAMRU-3 should develop physical arrange
ments and procedures that facilitate to the greatest extent possible non
insulting, easy access of Egyptian nationals to the library. Imaginative
design of physical arrangements could contribute significantly to this objec
tive, without compromising essential security requirements.

Finally, research training for Egyptians once again should be incorpo
rated in the NAMRIJ-3 program. Obviously, this would require additional furns.
'!he committee recognizes that the feasibility of this suggestion will depend
on NAMRJ-3' s success in persuading the Department of the Navy to increase its
budget to cover the additional costs. '!he camtittee is convinced this would
be a sol.ID:3 investment that would contribute to the success of NAMRJ-3' s
primary mission and its continued acceptance within Egypt.

U.S.-Egypt Joint Working Group on Medical Cooperation

'!he Joint Working Group was established in 1975 before the AID Mission
was reopened. Its purpose was to provide a mechanism for the United States
to help Egypt "develop and strengthen its medical research, treatment, and
training facilities." '!he Minister of Health of Egypt and the Assistant
Secretary for Health of IliEW are co-chairmen. United States participation on
the Joint Working Group has no specific statutory authority. The Joint Work
ing Group must depend upon existing United States agencies and their legis
lative authorities and appropriations to carry out its program initiatives.
'!hus, there is an inherent lack of syrrmetry in the positions and authority of
the two co-chainnen: '!he Minister of Health has the authority to camlit the
Egyptian goverrunent on a project; the Assistant Secretary of Health, although
the functional equivalent of the minister in the United States government and
the highest ranking health professional in the United States government, usu
ally cannot c<mnit the United States goverrJnent. He can make reccmnendations,
but action usually depends on the decisions of others over whan he has little
or no direct authority. Most of the projects recommended by the Joint Work
ing Group were funded primarily fran the Special Foreign Currency Program,
and the United States implementing agencies were in t1ID'i.

'!he Joint Working Group serves an i.rrp)rtant purpose: it is a high level
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forum for cxnjucting substantive discussions of health problems and programs
am for reaching agreement on activities that should be emphasized in United
States-supported programs. It also has served to involve the technical
health agencies of the mEW in Egyptian health programs to an important
extent. A program review mechanism canparable to the Joint WOrking Group,
and involving mEW in such a central way, does not exist in any other develop
ing country.

'!he Joint WOrking Group's future role should reflect the two major
changes in circumstances that have occurred since 1975: the establishment of
an AID mission with a rapidly growing AID program in health, nutrition, and
family planning; am the projected end of Special Foreign Currency Program
funds for financing Joint WOrking Group projects. In the near future, AID
dollar funds will be the only major source of financing for projects recan
mended by the Joint WOrking Group.

'!he carmittee believes that with sane important r.a1ifications in orien
tatioo, the Joint WOrking Group can continue to play an important am~
structive role. Its essential function should be to provide a mechanism for
bringing together United States health scientists am professionals with
their counterparts in Egypt to advise on program am project priorities for
health am health-related activities to be supported by the United States
goverrnent in Egypt. '!herefore, the comnittee recarrtends that the Joint WOrk
ing Group on Medical Cooperation be reoonstituted as the Joint Advisory Group
on Health Cooperation. On the United States side, IllE!!IIiJership should include
six to eight nongovernment health professionals with outstanding qualifi
cations fran academic institutions am foundations. '!hey should be appointed
for fixed teImS. Their professional backgrounds should be varied so that
they can provide authoritative advice in all the fields represented in United
States-supported programs in Egypt, including population, nutrition, public
health, primary care, hospital care, manpower developnent, and research. '!he
United States governnent members sb:>uld consist of the Assistant Secretary
for Health, the Director of the Office of International Health in IJIEW, and
two senior health program officials fran AID - one fran the AID mission in
cairo am one fran AID in Washington. '!he United States nongovernment m~
bers should be appointed by the United States oo-chairman with the approval
of AID.

The modus operandi of the Joint Advisory Group, the staff support
required, am the number, canposition, and functions of standing subccm
mittees, or the extent of reliance on ad hoc working groups, should be worked
out by a joint United States-Egyptian task force after the general terms of
reference of a reconstituted joint group have been determined. '!he carmittee
believes that a Joint Advisory Group secretariat, or sane other arrangement
to Provide stI"Ol'Y1 am continuing staff support, is essential and should be
provided for in the agreement. The absence of such a mechanism has hami
capped the Joint WOrking Group.
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CHAPI'ER 3

ECCNJoUC, DEMX'iRAPHIC, AND SOCIAL FACIDR3

Ecorx:rnic

Historically, improvement in general health status of populations has
been positively correlated with increases in their per capita incane. The
changes have occurred grcdually over relatively long periods of time, with
improved health status generally following increases in per capita incane.
There are exceptions: the per capita incanes of sane countries have risen
rapidly with the discovery and production of petroleum, without correspoOO
il'¥1ly rapid improvements in general health status of the countries' popula
tions. Conversely, rapid improvements have occurred in specific health
status iooices, or IOOre properly disease incidence iooices, for defined p0pu
lations with the introduction of certain medical interventions, such as the
polio and smallpox vaccines and malaria control measures, even tlx>ugh there
were no changes in per capita incane. Finally, there are at least two ex
amples of stecdy improvements in infant IOOrtality am life expectancy iooices
that have occurred - aR'Cirentlyas a result of sustained governmental inter
ventions, includ~ distribution of food - in countries with low-levels of
per capita incane: the state of Kerala in Iooia aoo Sri Lanka.

Ris~ per capita incane leads to improvements in general health status
for two reasons. First, increased per capita incane leads to improved
staOOards of livil'¥1 - improved family food consllTlption, sanitary water sll?"
ply and waste disposal, housing, and education - am these conditions are
recognized as significant detenninants of general health status. Second,
increased per capita incane generally results in more ItKJney for developnent
am operation of personal health care systems, as well as increases in public
health expeooitures. A brief review of Egypt's current econanic developnent
status am prospects for the future, therefore, are in order.

The per capita gross annual danestic product was about $228 in Egypt in
1977.!1 A household expeooiture survey in 1974-1975 showed that the rural
pop,llation had a per capita incane about one-half that of the urban popula
tion ($93 versus $183).y Because the cost of living in rural areas is lower
am the rural econany is not canpletely monetized, the difference in real
incane is sanewhat less. In the rural areas, the lowest 40 percent of the
people, in terms of per capita incane, accounted for about 25 percent of
total i.nC'ane in those areas; the lowest 40 percent in the urban areas
accounted for about 21 percent of the total incane in those areas. Thus,
canpared to many develop~ countries, incane distribution in Egypt is
relatively equitable.
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The current Five-Year (1978-1982) Econanic and Social Developnent Plan
projects an increase in per capita gross danestic product to about $357 in
1982.Y '!his estimate assumes a projected population growth rate of 2.3 per
cent and an annual international inflation rate of 6.8 percent. Not all of
the projected increase will be in personal incane. Private conslMlption is
expected to increase at an annual rate of 8 percent; public expenditures,
including salaries and wages of goverrunent employees, are projected for a
9.2 percent annual increase. About 17 percent of the projected increase in
gross danestic product is planned for capital investment in lx>th public and
private sectors (the private sector, including foreign firms, is beiBJ
counted on to playa significant role in increasing industrial productivity,
a change fran the goverrunent policy between 1960 and 1974). Counting assis
tance fran foreign sources, about 28 percent of Egypt's gross national pro
duct over the five-year period is planned for investment, a very ambitious
target.y

'Ib achieve the projected growth in per capita gross danestic product,
substantial capital investments will be required in both the industrial and
agricultural sectors. Curtailment of investment between 1965 and 1973
resulted in deterioration of much of ~ypt's existing industrial plant
capacity and relatively little increase in that capacity. If agricultural
production is to be increased, the systematic, appropriate mechanization of
~yptian agriculture will have to be expanded and accelerated, and additional
arable land developed through reclamation of desert areas, both very expen
sive programs. Major capital investments also are needed to rebuild, I!Odern
ize, and exPand teleccmnunications, transportation, energy production, and
power transmission if industrial and agricultural production are to grow as
rapidly as planned.

Unemployment is relatively low in Egypt, perhaps on the order of 2 per
cent.~ However, there is much disguised unemployment and underemployment as
a result of the government's policy of assuring employment for graduates of
universities and institutes of higher education. In practice, this policy
has been extended, particularly in the services sector in urban areas, to
seconlary and technical school grcrluates, and even to nongrcrluates. Many
college graduates are assigned to a~rently unnecessary clerical joos where
they sit with little or nothing to do. This type of employment does not
contribute to growth in output.

'!he government's wage and salary schedule is tied to educational
certificates. Many goverrment employees in urban areas hold another job in
the private sector - usually the services sector - where the ecoronic
rewards are at least equal to, and usually greater than, their goverrment
incane. Agriculture still provides the bulk of productive employment in
~ypt - approximately 44 percent of the civilian labor force in 1976.§!
Seventeen percent of the labor force was employed in the mining, manufactur
ing, and construction industries. '!he remainder were in the services sector.
'!he employment-underemployment-unemployment issue, particularly in the urban
areas, is likely to be exacerbated in the future not only by the high popula
tion growth rate and the continuing rural-urban migration, but also by the
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increasing proportion of wanen in the labor force and by any major denobili
zation of military personnel that may take place.

Demand for skilled labor in neighboring Arab countries and wage scales
on the order of ten or IOOre times the canparable public sector jobs in Egypt
have resulted in large nll11bers of educated and trained Egyptians being
employed outside their country. '!he 1976 census slxJwed that about 1.43 mil
lion Egyptians, or 14 percent of the labor force, were abroad in that year.y
Continued demaOO for labor abroad will ease danestic employment pressures in
same fields, but it also is responsible for shortages of essential skills in
others. In construction, carpenters, masons, pllunbers and electricians are
in short supply, and wages have increased accordingly.8/ Physicians, engi
neers, teachers, and other technical specialists find attractive job offers
in the capital-surplus Arab countries, am experienced professionals in sane
of these fields are increasingly hard to find for public sector jobs in Egypt.
'!he implications of this trem for public health in Egypt are serious, since
skilled and experienced imividuals with initiative are roost desirable for
positions of responsibility in training and administration, and these are the
types of people roost likely to take jobs abroad. At the same time, remit
tances fran citizens working abroad were estimated to be about 286 million
dollars in 1977,2/ and this source of incane is important to Egypt. Emigra
tion of trained manpower thus is a major policy dilemma for Egypt.

Egypt's r.vst pressing current econanic problem sterns fran its need to
import large quantities of food and other carroodities to meet the current con
sllTlption requirements of its exparrling population. Its exports are not large
enough to pay for its i.mp:>rts: the current deficit in Egypt's balance-of-pay
ments is nearly 20 percent of its gross danestic prcrluct •.!Q/ Egypt currently
depems primarily on grants am loans fran foreign countries and international
leming institutions to meet the deficit.

lk>using, water, and sanitation systems did not escape the general
deterioration in Egypt's physical plant during the 1965-1973 perioo, nor did
the availability of these facilities expand to keep pace with population
growth and migration to the urban areas. Egypt's social welfare programs
- education, health, social services - will claim an increasing aroount of
resources for operating costs to improve the quality of those services and
to keep pace with population growth. Facilities am equipnent for these
programs also have deteriorated, and there is a strong demam for capital
investment to renovate, replace am expand them.

Finally, Egypt faces a nUJ'li:)er of other serious problems that affect
ecx>ranic and social developnent:

• A shortage of aaninistrative and management skills, particularly at the
middle levelsi

• Falling productivity, particularly in g0\7ernment and public-owned
institutionsi am
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• A shortage of maintenance and repair skills, including those associated
with basic systems - e.g., plumbil'¥1, as well as with IOOre canplex
equipnent.

Even under the most opttmistic assumptions, Egypt will face very diffi
cult resource allocation decisions for many years. All public programs,
including the health system, should expect close scrutiny of their require
ments for both capital investment and operating budgets. The goverrment must
accord priority to programs and projects which awear to offer the most pran
ise for imprcNil'¥1 Egypt's productive capacity. For r.ost social programs,
this will mean making IOOre effective and efficient use of existing facilities
and resources, because only IOOdest aroounts of capital for investment are
likely to be available.

In 1977, the average per capita operating expend i tures of the government
for health were budgeted at about L.E. 2.9, or $4.15* annually•.!!! Asslr.ling a
2.3 percent annual population growth rate projection, the planned per capita
annual operating expenditures of the govenment for health seIVices in 1982
will be about L.E. 4.65, or $6.64 annually. The average annual per capita
government capital investment for health proposed for the 1978-1982 plan peri
00 will be approximately L.E. 0.65, or about $0.93. Of course, these are the
planned expenditures~ the actual aroount allocated in any given year will be
dependent upon annual governmental decisions. For example, the past Minister
of Health was able to obtain about L.E. 8 million, or $11.4 million dollars
IOOre for investment in the health sector in 1978 than originally planned, of
which L.E. 4 million, or $5.7 million dollars, was for the health care system
directly operated by the Ministry.!£(

Population Growth

The Egyptian population has doubled in the past thirty years, fran
approximately 19 million people in 1947 to over 38 million people in
1976. 13/, W While fertility rates declined IOOdestly during the same
period, general roortality rates were halved, primarily as a consequence of
declines in infant and child roortality•.w Health program inteIVentions,
such as the introduction of IDl', the wide use of antibiotics, and the
improved water suWly and sanitation facilities in urban areas are tb:>ught
to be major contributing factors to the drop in general mortality rates.
The population rose steadily until 1960 at an annual average rate of 2.38
percent per year and the rate remained relatively high (2.54) between the
1960 and 1966 censuses.1§! Preliminary results of the 1976 census indicate
that the annual average rate of increase slowed to 2.31 between 1966 and
1976.17/ This awarent slowing of the national growth rate may not be a
continuing trend, however, as suggested by the most recent census registra
tion data. Early analYses of these governnent data sl'x>w a rise in the annual
rate of natural increase to 2.64 percent during 1975 •.!!V

*One dollar equals .7 of one Egyptian pound.
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'1be current estimated birth rate in Egypt is between 37 aOO 39 per
thousaOO. Except for the rrost recent years, urban areas have shown a decline
in fertility, but the level of fertility observed in rural areas is higher
aOO may have actually increased in recent years .19/

Several factors appear to be primarily responsible for continuing high
fertility. First, 71 percent of crlult females are illiterate.~ This
restricts their participation in the country's cultural, political, and eco
nanic activities. 5ecom, Egyptian social custans, beliefs, aOO practices
teoo to encourage early marriage aOO high parity and to limit the use of con
traceptives am:>ng married couples. Finally, the high rates of infant aOO
preschool mortality, which have declined slowly over the last twenty years,
are significant factors because the desire to replace a lost child and the
fear of losing aoother through death are thought to be powerful disincentives
to limiting fertility.

'!he rapid population increase in Egypt and the continued high growth
rate have jeopardized the alrecrly marginal living staOOards of the majority
of Egyptians. Only four percent of Egypt's land is habitable, so that the
population density in the habitable region is 2,400 people per square mile,
a ratio more than double that of the Netherlands, the most densely populated
country in Europe.

Facilities aOO capacity in the social service sectors have failed to
keep pace with population increase. Although primary school enrollment
increased in absolute terms between 1965 and 1975, the percentage of eligible
children enrolled during the same period declined fran 74 percent in 1965 to
70 percent in 1975.y Maternal am child health (ftOI) services in urban
areas present an even more disturbing trerXi: the nLJIrber of inmunizations
provided and number of client visits at MOl centers througmut the country
declined between 1965 and 1975, with absolute decreases rCID3ing fran 20 per
cent to 40 percent at the centers.W

Migration fran rural areas to cities has grcrlually increased the propor
tion of people in urban areas. At present, about 44 percent of the Egyptian
population lives in cities with more than 20,000 inhabitants, canpared with
37.4 percent in 1960.m Pop.1lation projections for Egypt iooicate an urban
growth rate of more than 3 percent annually througmut the 1980s, implying an
increasing urbanization of the country. Greater cairo, row inhabited by rrore
than 8 million people, has been growing at a slightly faster rate than the
urban sector as a whole. Its housing, roads, water, sanitation, ccmnuni
cation, and electric power systems were designed for 1-3 million people.W
Traffic congestioo - people and vehicles - is judged by many to be rrore
overwhelming in Cairo than in all but one or two cities in the world. Tele
phone ccmnunication in cairo is very poor and serves only a small number
(estimated at about 200,000) of the businesses and people who can afford
the service.~

29



Food Availability

The Egyptian population has access to adequate aroounts of food. 26/
Average per capita daily conslMlption is nearly 3,122 calories, 11.1 percent
of which cane fran proteins. Approximately 85 percent of the average daily
protein conslMlption of 86.7 grams canes fran plant sources. Actual food
conslJtlption patterns in Egypt are to a considerable extent detennined by a
family's location (rural or urban) and its incane. Although food suwlies
are unequally distributed am:>ng urban and rural areas and armng different
incane groups, limited surveys indicate that Egyptian adults are adequately
fed, although many show sane deficit in stature resulting fran undernutri
tion in early childhood. Egyptian children obtaining the bulk of their food
fran cereal grains are unlikely to consume enough calories and protein for
optimal growth.

For sane years, the Egyptian goverrunent has subsidized the cost to the
consumer of basic food and clothing. About three-fourths of the total subsi
dy is for basic foodstuffs: wheat, flour, oil, sugar, rice, tea, and clari
fied butter. The price of an armunt of bread equivalent to a small American
loaf is one or two piastres ($.01 or"$.02) in Cairo.

The stagnation of agricultural production relative to population g~
over the past 20 years requires Egypt to import large aI!Ounts of food. For
instance, the danestic production of wheat in 1975 was close to 2 million
tons, canpared with wheat-grain equivalents of wheat and flour imports in the
same year of 3.6 million tons.27/ Without the food subsidy program, the
average annual cost of living increase of 20 percent in urban areas and the
escalation in international food prices would make it very difficult for the
urban poor to purchase adequate aroounts of food. 28/ '!he propensity to spend
additional incane on food is still quite high in~ypt, indicating that many
families are still living at the margins of adequate food consumption. Thus,
a sudden reIOOVal of food subsidies would be likely to have serious nutrition
al consequences for a majority of the population.

The outlook is for a continued need for large imports of food, given the
technological limits of increasing agricultural productivity and a continuing
loss of land fran agricultural production to industrial production and to
housing.

Water and sewage

Water and sewage facilities are generally inadequate for the existing
population, altlxJugh urban areas are much better sUWlied with piped water
than rural. Almost 70 percent of urban dwellers have access to potable water
within their dwelling or building, but only 6 percent do in rural areas.29/
Filtration plants in the cities are unable to meet the requirements of the
growing population. Intennittent suwlies and poor pressure are eamon,
aggravated by water losses estimated at well over 20 percent fran ground
seepage and defective house installations.1QI For the approximately 9.5
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million Egyptians who have no easy access to water sUWlies near their
dwellir¥Js, exposure to water-borne and water-related diseases is greatly
increased. Reported cases - representing only a small fraction of the sus
pected total - of dysentery, infectious hepatitis, typhoid and para-typhoid
fever, have been increasing: whether this is a real increase in infection,
or a resul t of impr<JlJed reporting, is unclear.

Sewer systems in Egypt are generally confined to the centers of the
larger cities and have sufficient capacity to serve about half the total
urban population. '!he sewage systems suffer fran overloading, age, and
deterioration. Little lOOney has been invested in proper maintenance in the
last twenty years. In Alexandria, raw sewage discharges directly into the
ocean and nearby lake. Probably less than 5 percent of the rural population
have sanitary waste disposal facilities of any kim .31/ In many households,
attached stables are used for excretion, with hlltlall and animal wastes bei~

re-used as fertilizer.

Housing

Congestion and crowding characterize urban life in Egypt today. The
housing shortage in urban areas is estimated to be about 1.5 million units.lY
An average of 1.7 households occupies each existing unit. Despite the rapid
increase in urban population, there has been a low rate of house construction
due to policies unfavorable to investment, such as strict control of rents
at low levels. '!he average family size is five or more and most families in
Cairo and other cities live in three roans or less. l-bst villages consist of
rows of adjacent houses along narrow streets, with a few central market areas.
Crowding in the villages is prcrluced by the practice of using all available
land for farming and by limited access to potable water. Less than 20 per
cent of rural households are suWlied with electricity.

Education

Since 1923, primary education for children of ages 6 to 12 has been
canpulsory (though not enforced) where facilities are available. Despite
substantial growth in numbers of school buildings and enrollment since the
1950s, about 20 percent of six year olds fail to enter primary school.~

Many of the children enrolled in primary schools do not atteoo regularly,
and attrition rates are high, especially for girls. Even boys am girls who
canplete one or two years of school are unlikely to achieve permanent litera
cy, as suggested by overall 1976 illiteracy rates of 70 percent for females
am 43 percent for males.W Entrance to secomary schools is predicated on
passing a Primary Certificate Examination administered by the Ministry of
&lucation.

Preparatory and secoOOary schools offer academic and vocational programs
that tem to push students into definite career tracks fran age 15 on. lbte
learning and mem:>rization are reinforced by the staOOard nationwide written
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examinations that students must pass to enter the next higher level of school
ing. Of the 200,000 students who ccmplete secoooary academic and vocational
programs, about two-thirds continue further training in universities or tech
nical institutes. University entrance is regulated by scores on staOOard
examinations for the scientific and humanistic "tracks," higher scores being
required by the schools of medicine, engineering, and the sciences. Students
with lower scores enter other professional or technical schools even though
their interests aOO talents may be at variance with the formal training open
to them.

University enrollment has more than doubled since 1960 as a result of
the expansion of public secomary education, the adnission-by-examination
system, the increased proportion of government educational expeooitures
devoted to providing free higher education, aoo goveI1'lt\ent-guaranteed employ
ment for graduates. There is agreement that the quality of higher education
generally has declined due to the increased enrollment witOOut a correspooo
ing increase in faculty, facilities, aoo learning resources. Many university
graduates CanrK>t fim jcbs ccmnensurate with their training and accept low
level positions in government agencies. (ftt>st university graduates working
for the government also work in the private-sector, holding two jcbs.) More
over, the quality of training in secoOOary technical schools aOO post-secoOO
ary technical institutes has diminished because of inadequate goverrment sup
pJrt aoo pressures fran students to make the curriculll1\ more academic.

All public schools aoo universities are free. However, many families
cannot afford to forego their children's labor. SlJRX)rt of a university
student away fran bane also is difficult. However, education is viewed by
the lower aoo middle socioeconomic classes as an avenue of upward mobility,
providing access to government jcbs aoo a better life style in urban areas.
Academic achievement is associated with certain social status attitudes,
such as the view that manual labor is not performed by the u~r classes 
i.~., the educated.

At every level of the educational system more males than females are
enrolled. About 38 percent of primary school students are girls~ 33 percent
of preparatory aOO secomary students are female~ aoo about 25 percent of
university students are wanen.~ While this pattern of unequal access to
formal schooling has slowly improved, accepted careers for wanen remain
restricted rrore markedly in rural than urban areas.

Cultural Beliefs am Practices

Egyptians are ethnically hanogeneous: ninety-two percent are Sunni
Muslims, while the remaining eight percent belong to the Coptic Christian
sect. The Arabic dialect throughout the country is very similar, with slight
differences between Upper aoo lDwer Egypt. Islam has had a profouOO influence
on the intellectual life of the educated upper classes, but for the lower
classes it permeates daily life as a mixture of orthodox beliefs am popular
custcras. Mysticism and spiritualism are strong forces in religious worship
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at the village level, and play an important role in "socially-caused"
illnesses.

While a~rently not as strong anong the urban poor as aI'IDD3 rural
villagers, traditional beliefs about health and illness frequently oo-exist
harrroniously with odd fragments of scientific koowledge in the minds of unedu
cated Egyptians. 36/ '!'he evil eye is oonsidered a powerful cause of disease,
usually exercised-by saneone who covets an asset (such as a child) belonging
to aoother who is in a vulnerable state. For instance, a oother who believes
that the evil eye caused her child to die fran diarrhea may also believe that
geI1tlS fran contaminated food triggered the fatal bout of gastroenteritis.

'!he poor obtain health care in various ways. '!'here are government
operated health facilities throughout the country. Indigemus practitioners
residing in the carmunity are often called upon first for eatroon ailments or
mimr trall'DaS. Dayas (traditional birth attendants) provide prenatal care
and advice and perfonn well over 50 percent of deliveries in Egypt. Health
barbers (traditional "healers," who in cr::1dition to cutting hair, perfonn
circllDCisions, pull teeth, and perfonn sinple operations, ~•.9.., incising
boils) adninister various folk treatments for cuts, burns, fevers, diarrhea,
and pains. Herbalists provide advice about preparation of "natural" remedies,
often taken in conjunction with drugs sold eatmercially. Villagers frequently
exhaust the resources of several indigenous practitioners before visiting
the goverrment health unit if an illness fails to respond to folk remedies.
Indigemus practitioners sanetimes cooperate with government health workers
by referring patients to the health centers and acting as infocnal mediators
between goverrment health providers and the local carmunity.

Status of WODen

As in most of the world, wcmen have been regarded as subordinate
citizens throughout the Arab region for centuries. Changes in status are
occurring, but at a slO"Wer pace than in many other regions. In recent
decades wanen in Egypt have begun to participate in sectors of society other
than danestic and agricultural. However, inheritance, property, and family
laws explicitly regard two wanen as equal to one man. Homr of the family
resides in its female mer.iJers, but is an attribute possessed by and defended
by men. Marriages are custanarily arrem:1ed by parents in the same social
class, often tied by kinship. Although the legal age of consent for marriage
is 16, girls in rural areas <X1IIOOnly marry with pennission of their parents
at 14 and 15. IDve is not considered essential to a successful marriage, and
divorce is ccmoonl.y C01'Xk>ned when the wife is infertile. Children provide
wanen with erootional satisfaction in addition to the power and prestige attri
buted to wallen with many sons by extended family networks.

Urban wcmen with university educations have traditionally entered the
scientific and medical professions as well as social work and teaching.
5e<::orK3ary school training has allowed rural as well as urban wanen to
beoane nurses and teachers. As in other countries, fertility is inversely
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correlated with wanen I s educational attainment. Illiterate roc>thers have an
average of two lOOre living children than those with at least a secoooary
education.l.?!

SlItIIlarY

~ypt has a favorable long-tenn potential for econanic develqment
because of the prospects of earnings fran petroleum and minerals, increased
resources fran a widened and deepened Suez Canal, QRX)rtunities for a thriv
ing tourism, as well as its favorable market location for increased iooustri
al and agricultural prOOuction.38/ However, the outlook for the short- and
mid-tenn is for gradual, sustained growth in per capita incane, not a rapid
increase. Improvements in general health status of the ~yptian people fran
improved standards of living therefore are likely to be gradual. 'Jl1e high
population growth rate will prevent a lOOre rapid increase in per capita
incane, standards of living, and per capita health expeooitures. Only roodest
capital investments will be possible in the health sector for the foreseeable
future because of investment priorities in other sectors. 'Ihus, improved per
formance of the health care system with the roodest resources available offers
the principal potential in the foreseeable future for significant improvements
in the health status of the ~yptian people.

Goverrment-wide structural and policy reforms will be required to
address serious constraints on increased prOOuctivity. The ~tian Five-Year
(1978-82) Plan calls for a nl.lIrber of far-reaching reforms.39/ For exarrple
(excerpted fran Plan): -

• Goverrunent jobs are to be changed fran permanent "welfare" positions to
positions in which satisfactory performance can be rewarded by reawoint
ment and unsatisfactory performance punished by firing7

• The wage structure is to be re-evaluated and the system of tying wages
to academic certificates is to be abolished in favor of wages geared to
job requirements and prOOuctivitY7

• Present education policies are to be re-evaluated to base academic offer
ings on the needs of the society, university enrollment is to be limited,
and vocational training is to be pranoted 7 and

• Public sector enterprises are to be given greater freedan to manage their
own affairs and to retain lOOre of the "Profits" for improving the quality
and efficiency of their operations without governnent interference; they
are to be judged by results.

If such reforms are carried out successfully, major increases in
prOOuctivity in all sectors - including the health sector - are likely to
be possible.
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0IAPl'ER 4

HEALTH PI03I.a1S

Health Status

'!be crude death rate in Egypt in 1975 was reported to be about 12 per
1,000 persons, near the worldwide average.ll Average life expectancy at
birth in 1975 was about 55 years for females am 52 years for males;y h0w
ever, those who survive their first year live an average of more than nine
years longer.

Maternal mortality is about one death for every 1,000 births, roughly
15 times the rate in the United States.Y '!be reported infant mortality of
116 per 1,000 live births, canpared to the worldwide rate of 85, is believed
to be lower than the actual rate, since many parents only register their
child after it has survived the first 7 days, or, frequently, the first 40
days. '!be actual rate in sane areas may be 180 or higher per 1,000 live
births.y Significantly, however, the Institute of Hedicine study group was
infonned by Ministry of Health officials in the three Canal zone governorates
that infant Il'K>rtality rates in the areas that were evacuated in 1973 and then
resettled were in the rCID;Je of 70 to 80 per 1,000 live births during 1977.
'!be deaths of children urner five, including infants, canprise about 50 per
cent of total deaths in the popllation, one of the highest proportions in the
world (Figure 1).

Diseases of the digestive system are the leading cause of death, fol
lowed by diseases of the respiratory am circulatory systems. More than 20
percent of deaths are fran urniagoosed causes (Table 1*). Age-specific Il'K>r
tality rates suggest that more than half of infant deaths are fran diarrheal
illnesses (Table 2).

Tables 3 and 4 show that the illnesses associated with the reproductive
and related systems, digestive system, and accidents, poisoning and violence,
in that order, account for almost two-thirds of the admissions to the
Ministry of Health's general hospitals, and for more than 40 percent of the
admissions to the Cairo University hospital system (Table 5), a proportion
believed representative of other university hospitals. The Institute of Medi
cine study group was informed that accidents accounted for a substantial pro
portion of the patient-days utilized in the General Surgery and Burn Services,
including emergency medical care, in the Cairo University Hospital system
(Table 6).

*Tables are at the erxl of the chapter, just before the references.
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Fig. 1. Deaths to Infants Uooer Q1e Year of Age and to Children lJOOer
Five as a Percentage of Total Deaths
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Source: Prepared by the Pop.l1ation Reference Bureau fran data contained in
the United Nations Dem:>graphic Yearbook, 1971 (New York, 1972),
Population Bulletin, Vol. 29, No.1, 1974, p. 5. Pennission for
reproduction obtained fran editor.

Deaths fran neoplastic and degenerative diseases are beoaming signifi
cant in Egypt, but are not as important as other causes of mortality. For
example, deaths fran heart disease were about 169 per 100,000 PQFU1ation in
1972,'?/ as canpared with 337 in the United States in 1976.Y Cancer in Egypt
accounted for about 22 deaths per 100,000 PQFU1ation in 1972,]/ canpared with
176 in the United States in 1976.Y 'lhere may be considerable underreporting
of this diagnosis, OOwever.
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Infection and toxemia are reported to be among the three leading causes
of maternal death, as they were in the United States before the era of anti
biotics and better nutrition. Ccmplications associated with childbirth are
camon in Egypt, at times leaving residual damage to kidneys or reproductive
organs. Anemia may persist into the time of the next pregnancy, with a nega
tive effect on its outcome, eSPecially when it follows closely. The high
fertility rate in Egypt - 145 births per 1,000 wanen per year,y the high
infant ~ preschool nortality rate noted previously, and the average ccm
pleted family size of 5.2 persons, necessarily means that many young wanen
under 19 and over 40 experience pregnancy and childbirth, ages at which mater
nal health risks are universally higher. In 1973, 24 per thousand 15 to 19
year old females and about 70 per thousand females over 40 gave birth.lOI
(See Chapter 6 for a review of Egyptian population and family planning-
programs. )

Survey reports in the mid 1960s irrlicated that the mean weight-for
height of urban crlults canpared favorably with American reference groups,
while rural values were only slightly less.lll Results of dietary studies
done a few years later showed that the average diet of low-income, nutri
tionally vulnerable groups - children urrler five arrl pregnant arrl lactating
wanen - provided only 76 percent of recarmerrled caloric allowances,.w that
the average anount of protein in the diet of those groups also was below
recarrnended allowances, and that only 11 percent of their protein was fran
animal sources.!y Sane degree of urrlerreporting of food intake may have
occurred in the studies and the recatmerrled allowances may be liberal for
energy requirements of the average Egyptian. Except for anemia among wanen
- which is cammon during and after pregnancy - specific nutrient deficits
anong adults generally are not conspicuous in Egypt. Vitamin deficiency
syrrlranes have oot been reported recently, although about half of rural farm
laborers apparently suffer fram secondary anemia as a result of heavy iron
losses associated with schistosomiasis and hookworm infections.1!I

Until very recently, nationwide data on prevalence of protein-calorie
malnutrition among all Egyptian infants and children under five were not
available. Preliminary results fran a 1978 nationwide survey of preschool
nutritional status conducted by the Egyptian Nutrition Institute and the U.S.
Center for Disease Control irrlicate that nearly half of surveyed children
fran low-inoame families exhibit mild and moderate forms of protein-calorie
malnutrition as measured by weight-for-age,!3I while height-for-age data for
the same group sOOwed that about 20 percent show signs of chronic urrlernutri
tion.!W More severe forms of malnutrition (less than 75 percent of the
weight-for-age medians of the National Center for Health Statistics American
reference group) occurs in about five percent of children above age two,
although approximately sixteen percent of children under age two weigh less
than 75 percent of the reference group medians .171 '!he accunulated effects
of chronic urrlernutrition in early years have resulted in a peonanent deficit
in stature among Egyptian schoolchildren arrl adults fran low-income families
18, W canpared to American reference groups. No recent analyses of height
for-age anong schoolchildren or adults have been performed.
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Nearly exclusive breastfeeding until six months of age helps protect
many Egyptian infants fran severe gastrointestinal infections up to that
age.~ Arourn six months, many infants start to lag in their growth am
developnent due to insufficient intake of sUR'lementary foods.W In the
critical develcpnental period between the ages of six months and three years,
repeated episodes of diarrhea am infectious diseases, especially measles,
may precipitate a malnourished condition. On the other ham, in a child with
borderline malnutrition, the natural I'lDrphological barriers am i.mnunological
mechanisms protecting the gastrointestinal tract may be weakened so as to
increase the frequency or severity of diarrhea and infectious diseases. (See
Olapter 7 for a review of Egyptian nutrition programs.)

Infectious diseases am their canplications, taken together, are a major
factor in infant am preschool I'lDrtality and a leading cause of illness in
the adult population.

Infectious Diseases

The Subccmnittee for Bianedical Research of the United States-Egypt
Joint Working Group on Medical Cooperation (J\'«2), at its meeting in Cairo in
January 1978, noted that "lack of valid data regarding incidence or even
presence of infectious diseases (is) deplored am restated." Other groups
and individual Egyptian health scientists have made similar observations. It
was apparent to the Institute of Medicine study group that there is a press
ing need to improve countrywide disease surveillance and I"elX>rting of data on
prevalence, incidence, am I'lDrbidity of infectious diseases because of their
relationship to I'lDrtality at all age levels, but particularly the urner-five
age group. '!be sumnary picture presented in this section was pieced together
fran a large number of interviews with Egyptian health scientists and health
care providers in the Ministry of Health, its specialty hospitals am
research institutes, am in university medical schools and hospitals.*

Bacterial Diseases

'!he estimated annual incidence of t~id and paratyphoid fevers is 50
per 100,000 population; in Alexamria the incidence is estimated to be ISO
per 100,000.m '!he diseases are believed to be more frequent in the city
than in rural areas. '!hese SalJIDnella infections seem to occur througoout
the year, but there apparently is a large seasonal rise in sl.l'lll\er (May
to November). '!he disease is much I'lDre frequent in children, particularly
those in the 5 to 15 year age group. A unique feature of SalJIDnella infec
tions in Egypt is occurrence of urinary infection, especially S. 'I'yphi, as

*Dr. Salah el Dinh Madkour of the Epidemic Control Department of the Ministry
of Health and Dr. ltbhamed Helmy Wahdan, Professor of Epidemiology in the
High Institute of Public Health, Alexandria University were especially
helpful.
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a canplication of uminary tract involvement with Schistosana hernatobium.m
It is estimated that about 75 percent of reported cases are S. 'I'yphi, 20 per
cent are paratyphoid A, with the remaining five percent IIlCrle up of many other
types. Acute typhoid fever appears to respond better to choloramphenicol
than to aIOOxicillin, although those with urinary tract canplications are
treated with aJ!K)xicillin. The JWG Subcamtittee for Bianedical Research has
suggested that a careful epidemiological study be done which could be used as
a basis for field trials with a polysaccharide vaccine being prepared fDam
typhoid bacilli in the United States.W '!he fatality rate in treated
typhoid fever apparently ranges around 1 percent.

'!be incidence of cerebrospinal fever is estimated to be about 3 per
100,000 pc>FUlation yearly.~ Type A meningococcal meni~itis is the roost
frequent, but sane other types also have been identified. '!be disease is
roost prevalent between January and May. In recent years, children five to
fifteen years of age have been the chief victims, with case fatality rates
apparently ranging around 15 percent. Most cases of cerebrospinal meningitis
are treated with sulfadiazine, but recent studies in Cairo show the canbi
nation of trimethoprim and sulfanethoxazole to be effective. While roost
cases of acute meningitis are undoubtedly caused by N. meningitidis, diag
oostic facilities are so limited that many cases caused by pnelJ(OOC()CCi,
H. influenzae, and perhaps other organisms are probably diagoosed and treated
as meningococcal infections.

Streptococcal disease and rheumatic fever occur with an apparent
frequency of five to six cases per 1,000 children yearly between the ages of
6 to 15 years,~ which is about three times the rate for the same age group
in England am Europe. Because of an increased awareness of this problem in
Egypt, a program was begun in January 1977 to examine all schoolchildren,
age:! 6 to 15 years for rheumatic valvular heart disease. '!bere are four
million schoolchildren in this age group, but there may be as many as two
million other children, especially fran rural areas, who do oot attend school
and will not be involve:! in the program. Examinations were expecte:! to be
oampleted during 1978. '!be study team consists of 115 primary care physi
cians who had a special training course for detection of valvular heart
diseases. Children identified as having a disease were further examined by
ooe of four heart specialists assigned to the study. Preliminary findings
had confirmed a high incidence of rheumatic valvular heart disease. Diag
nosed cases were enrolled in a penicillin prophylaxis program. In addition,
alroost as many cases of congenital heart disease were found, a number far in
excess of that expected. '!be results of this study should provide an extreme
ly valuable foundation and point the way for planning future surveillance and
intervention programs for rheumatic valvular heart disease.

Tuberculosis is a major problem in Egypt. '!bere is a reported nortality
rate of between 7 and 8 per 100,000 population, a prevalence of positive lung
x-ray findi~s of 2 per 1,000 in several studies, positive skin test reac
tions of about 20 percent of children in the 10 to 14 age group reported in
a 1974 survey, and frequent occurrence of meningeal and osseus foms of the
disease.m BCG was given by traveling teams for several years to school age
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children. A wet vaccine prepared in Egypt was used, but it lost potency in
the hot weather. Currently, a Japanese dry vaccine is being given at age
three Il'K>nths along with the smallpox vaccine, am then again at age six am
at age twelve to those entering and groouating fran primary school. '!be BCG
vaccine is given without a prior tuberculin test: if a reaction occurs, it is
considered indicative of tuberculosis infection and a diagnostic study is
mooe. '!he evidence for the success of the BCG vaccination is limited, but
definitive. Coverage of schoolchildren is estimated to be about 80 percent,
with about 90 percent of the vaccinations considered successful. Adult dis
ease is detected when patients with pulJronary symptans suggestive of tubercu
losis present themselves to the health care system: if the chest x-ray is
suspicious, examination of a stained smear am culture of sputum are~
pleted. '!he Ministry of Health has an extensive detection am treatment net
work: 72 mass rrobile roentgenography units; 25 rrobile ocx; inoculation units;
15 laboratories for culturing and sensitivity testing; and 10,000 beds in
SPeCiality chest disease hospitals, sanatoria am SPeCial sections in general
hospitals. Because ambulatory treatment has been emphasized for the past
several years, many of the hospital beds designated for tuberculosis a~r
ently are empty or filled with patients with other diseases. In Sl.l'l'lY\ary,
increased use of BCG, availability of antimicrobial therapy, and stre1'¥3thened
case finding efforts have brought about a slowly improving situation with
resPeCt to tuberculosis.~ However, a natioowide health problem of great
magnitude remains.

Leprosy has been koown in Egypt for several thousand years. I t is
estimated to affect Il'K>re than two persons per thousand population, or over
70,000 persons for the nation as a whole. 29/ '!he disease is JOOst carrron in
the crowded Nile Delta, but there are significant foci in lllxor am Aswan,
in Middle and Upper Egypt, resPeCtively. Leprosy is oore carrron in males
than in females. Four percent of the cases are al'OC>1'¥3 children less than 15
years of age. There are two voluntary leprosaria near cairo and Alexandria
which serve as centers for diagnosis, early treatment, physiotherapy am
plastic surgery, rehabilitation, and research on leprosy cheootherapy. When
patients are discharged fran leProsaria, they are followed in one of sixteen
outpatient facilities scattered over the country, by a leprosy relief associ
ation which is found in each governorate, aoo by physicians in the Ministry
of Health anDulatory care system. Dapsone is used as treatment in 90 percent
of the cases. Lamprene (B 663), a red phenazine dye, is used in cases where
severe erythema nodosurn develops as a consequence of the dapsone treatment.
Experimental work also is being carried on with phenylthiourea (ClBA 306,
antithyroid agent), which is relatively toxic, but quite inexpensive. Recent
ly, studies have been started with rifampicin, directed to early reversal of
infectiousness, hoping to shorten the initial period of hospitalization.
About one-sixth of patients with leprosy in Egypt are lepranatous.

Viral Diseases

All types of hepatitis - A, B, non-A non-B - are reported to be
present. '!he total annual occurrence is estimated to be much greater than
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150 cases per 100,000 population.1Q! Hepatitis occurs in urban and rural
areas, is endemic all year, and often epidemic in sumner. '!be fatality rate
is estimated to be about 1 in every 100 cases. A recent developnent is the
detection of hepatitis B antigens in many cases of schistosomiasis with liver
involvement. Although this is considered to be an unfavorable progoostic
firxli1'¥3' the problem has oot yet been studied adequately. Hepatitis in Egypt,
as in most developing nations, is a major unsolved health problem. Consider
ation should be given to conducting clinical field trials of hepatitis A and
B vaccines in Egypt if clinical studies now underway in the United States
sOOw them to be safe and effective.

Rabies is an important problem in Egypt. '!bere are an estimated 2,000
cases per year in the country, all of which are fatal.W '!be disease canes
fran wolves in the desert through camels arxl dogs. AlJoost all of the hlmlan
disease in Egypt canes fran the nLlIlerous stray dogs that are present through
out the nation. It is estimated that about 1 in 100 dogs is infected and
that an unprovoked attack by a dog carries a 20 to 30 percent risk of ex
posure to rabies infection. About 50,000 courses of antirabies vaccine are
dispensed each year. '!be vaccine is made at the Agousa Virus Center and is
produced fran goat-brain. It is highly antigenic and associated with three
or four cases of encephalitis each year. '!be Virus Center plans to chal'¥Je to
a tissue-culture vaccine to be obtained fran the United States or France.
Although the current vaccine is considered effective, it was learned during
the Institute of Medicine study group visit to Abassia Hospital that 14 of 15
patients with rabies had received the vaccine, 10 of them the full 20 doses.
Rabies hyperimnune serum is not available.

Trachana and acute eye infections have left major visual disability in
nearly five percent of the inhabitants of rural villages and between one and
two percent of those in urban areas, according to a recent study•.w '!be
disease originates in early infancy when trachana arxl secondary bacterial
conjunctivitis combine to cause fibrosis of the eyelid and ultimately scar
ring and corneal opacity. '!be acute process of the disease subsides at about
age nine, leaving a scarred residue to progress to reduced visual acuity.
Haenophilus species, pneUlOOCOCci, Moraxella species, arxl an organism fulfil
ling the usual diagoostic criteria for N. gonorrheae are the principal causes
of canplicating eye infection. Acute ophthalmia is most frequent at the
beg inning of sumner and in fall when corxlitions of high temperature and high
hlll\idity favor the breeding of flies in manure that is piled in or near the
houses. It is believed that cleanliness and simple eye care measures, such
as flushing the eye with zinc drops, will minimize ophthalmia. Antimicrobial
drugs are effective treatment when it occurs. Major constraints are prin
cipally the long-term problems of improving personal hygiene in houses and
persuading families to bring children with eye disease to the clinic for
treatment. Although there are a1Joost 3,000 hospi tal beds for eye disease,
which in 1974 were occupied by 37,520 patients, IIDSt eye disease is cared for
in outpatient facilities. '!be OUtpatient Department of the Cairo Eye Hospi
tal has 250 patients on a winter day and more than 700 daily during the
sumner. In all of Egypt during 1974, there were 4.5 million outpatient
visits to eye facilities.~
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Despite the fact that vaccination against polianyelitis has been
canpulsory since 1969, the disease has continued to be a serious problem.
UOOoubtedly, Egypt is going through a sanitation transition wherein gradually
improving sanitation in sane areas lessens the early life exposure to fecal
contaminants am:>ng certain roore protected population groups, such as breast
fed infants and uwer socioeoonanic families. Consequently, sane of them
fail to develop the usual active iJrrnunity and paradoxically suffer greater
risk fran certain diseases. 'lhe high incidence of polianyelitis may be part
ly a manifestation of this phenanenon. Between 1971 and 1976, there were
about 1,700 cases of paralytic polio per year in Egypt.W Oral vaccine was
administered by dropper after having been stabilized with magnesil.J1l chloride,
which has a bitter taste. Many children attempt to expectorate the vaccine
and are reluctant to take the second and third doses. A study in early 1976
revealed that nearly one-half of paralytic polio patients had received no
vaccine, an additional one-third had received only one or two doses, and only
twelve percent had received all three doses.~ A major campaign against
polio was started in the sll'l'mer of 1976, when slightly more than six million
children were given three doses of the vaccine. A 50 percent sucrose solu
tion that increases the palatibility of the vaccine was used as the stabiliz
ing agent. Perhaps as a result of that campaign, there were only 790 cases
of polio reported during 1977. ftk>st polio is Type 1, but sane Type 2 is seen.
'lhe govermtent plans to carry on an intensive CCJnIXllsory program of polio
imnunization in the future, hoping to see a virtual disa~aranceof the dis
ease in Egypt. In Egypt, as elsewhere in hot climate countries, acclll1ulatir¥3
evidence suggests that imnunity is not reliably established with the oral
live virus vaccine, even after multiple doses. 'lhe reasons are oot clear,
but it is believed by sane investigators that there are unkoown intestinal
tract inhibitors that may be related to the Presence of other canpeting
viruses. 'lhus, although current planning in Egypt contemplates use of the
oral live virus vaccine, a pilot study will be CC>D:3ucted with the assistance
of the Netherlands to canpare the efficacy of parenterally-aaninistered
killed virus vaccines (oot requiring refrigeration) with the oral live virus
vaccine.

In the fall of 1977, an epidemic of Rift Valley Fever occurred in the
south-east section of the Nile Delta.1§! Although an uncanplicated febrile
illness was typical, encephalitic, ocular, and fatal hem:>rrhagic canplica
tions also were recorded. Concanitantly, an epizootic occurred aJOOng dalles
tic animals, with abortions and heavy roortality reported in sheep and cattle.
'lhe disease was diagoosed with the help of the United States Naval Medical
Research Unit 3 and the Yale Arbovirus Research Unit. The epidemic is be
lieved to have been one of the largest hllllan outbreaks ever of Rift Valley
Fever and the first reported in North Africa. It a~rently was carried into
Egypt by a camel train fra:t the Sudan. Estimates of the nurtDer of hllllan
infections range fran 18,000 to over 200,000. 'lhe fatal cases were estimated
to range fran 60 to over 600. Although reported after the discovery of hunan
disease, the epizootic in animals was occurring concanitantly and resulted in
rrortality of up to 60 percent of sane sheep herds and abortion of up to 100
percent of pregnant ewes, along with reported infections in cattle, water
buffalo and other daIlestic animals. It has been determined that the virus
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survived the 1977-78 winter and there is concern that it may becane endemic
or enzootic in the country.BI

Smallpox vaccination is still given as a canpulsory inmunization at
three-JOOnths of age in Egypt, and vaccination against smallpox is still
required for visitors. Ho\oiIever, the disease has not been seen in the country
since well before 1970.

Measles is still a major contributor to infant and preschool mortality
in Egypt. It has been identified as a cause in nearly two-thirds of deaths
reported to be due to infectious and parasitic diseases in the one-to-four
age groUP.1!!I In sane areas of Cairo, over half of the two-year olds have
already had measles.W In 1977, inmunization against measles became manda
tory. In late 1977, a nationwide survey for measles was begun with the cx:r
operation of the United States Center for Disease Control in Atlanta. Blood
fran every fifth child fran six roonths to six years of age in each of the 25
goverrx:>rates was obtained to measure herooglobin concentration and measles
antibody titers. Analysis of data is not yet ~leted. Both the inmuniza
tion campaign against measles and the oral polio vaccine campaign require an
improved cold-chain in Egypt if the programs are to be successful.

'!here were no reported cases of cholera in Egypt in 1977.

Parasitic Diseases

There is little question that schistosomiasis (bilharziasis) is the most
important parasitosis in Egypt, a view shared by Ministry of Health officials
and most health scientists and clinicians. Although overall prevalence rates
are decliniD:J, there are increasing numbers of Egyptians infected because of
Egypt's population growth rate. Schistosomiasis has been present in Egypt
since the days of the Pharaohs. In 1851, '!beodore Bilharz identified Schisto
soma haematobilu\1, the causative trematode for urinary schistosomiasis. In
1915, Leiper, also in Egypt, found the cause of intestinal schistosaniasis
to be Schistosana mansoni. Since these discoveries, literally thousands of
studies and publications have addressed the problems of schistsaniasis in
Egypt, but there are still many questions that remain to be answered before
effective methods of prevention, cure or control can be realized.

Prevalence. There are striking geographic variations in prevalence of
S. mansoni and S. haematobill1\ infections in the Nile Delta, with S. haemato
bium found only in the Nile Valley in Middle and Upper Egypt, south of Cairo.
W- '!bree nationwide surveys have been COI'rlucted. In 1937, about 47 percent
of the population were found to be infected. In Middle and Upper Egypt, only
S. haematobill1\ was found, with a prevalence rate of 60 percent in perennial
irrigation areas and 5 percent in basin irrigation areas. In the Nile Delta,
PreValence rates went as high as 83 percent of various population groUPir¥3s,
and in sane areas 60 percent of the population were infected with both S. man
soni and S. haematobium. In 1955, the 1937 survey was replicated. '!be over
all prevalence of S. haematobium had fallen fran about 48 percent to 38
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percent, and of S. rnansoni fran about 32 percent to 9 percent. A sample
survey in 1976, which has rot been canpletely analyzed and published,
suggests on the basis of preliminary analyses that overall prevalence has
dropped to about 21 percent of the poJ;XJlation, with a rCID;Je fran 5 percent to
40 percent in various areas. It should be noted that sane irxlepth studies of
limi ted areas have shown a higher prevalence of S. haernatobiLDn than would be
suggested by the nationwide surveys. It is reported that 80 percent of pri
mary schoolchildren in sane areas in Luxor are infected •.!!! In sane villages
in the Nile Delta, S. mansoni prevalence rates of up to 55 percent recently
have been reported, an unexPected finding.42/

However, additional evidence of a continuing decrease in overall preva
lence canes fran studies of delayed peak onset of infection, fran aggregated
patient data of rural health units, and fran studies which show a decreasing
prevalence of the bulinus snail vector for S. haernatobiLDn.~ Prevalence is
generally higher in males than in females, peaking for both in early adoles
cence and plateauing by the mid-20s, followed by a gradual fall that probably
reflects acquired inmunity. several longitudinal studies currently urxlerway,
including for example, the cooperative Ministry of Health/NAMIU-3 project in
Luxor, will help determine whether the apparent declining prevalence holds
for carr:1unities rot subject to interventions, and whether or rot the decline
of the snail vector is reflected in reduced transmission of schistosaniasis.

Morbidity. There are no reliable poJ;XJlation-based mobidity data for
schistosaniasis in Egypt. Therefore, it is not possible to state with any
degree of confidence the proportion of the infected who are slightly, 1OOder
ately or severely ill, or who die as a consequence of schistosaniasis. It is
clear fran experience in Egypt and elsewhere that ITDst of those infected do
rot develop oven.nelming infections.44/ Irxleed, in most erxlemic areas of the
world, one can detect relatively fewdeaths due solely to Schistosana infec
tion. Quantitative egg count, which corollates well with intensity of infec
tion or worm burden in ITDSt cases, is the best available (albeit incanplete)
predictor of disease. In other countries where IOOrbidity studies have been
made, IOOdest worm burdens - less than 100 eggs per gram of feces - rarely
have overt illness symptans. In Qualyub in the Nile Delta, the geanetric
mean titer of S. haernatobiLDn has been measured to be 9.7 eggs for each 10 cc
of urine, and of S. rnansoni, 12.8 eggs per gram of feces •.!V 'Ihese limited
results suggest that a large p~rtion of the infected poJ;XJlation in Egypt
may have relatively low-level infections.

The only overall "rorbidity" data available reflect the nLDnber of
patients seen in medical care facilities who are diagrosed as infected.
However, the data fail to distinguish between those who are ill and those whO
are infected. Nearly half of all patients admitted to medical or surgical
wards of seven university and government hospitals visited by the Institute
of Medicine study group were hospitalized for management of schistosaniasis
or its canplications. The rrortality rate due to schistosaniasis is estimated
to be sanewhere between 0.1 and 1 percent of those infected.'!y It should
be emphasized that many of the canplications of schistosaniasis that are
listed as the inmediate cause for death, such as chronic renal failure,
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bladder cancer, am portal hypertension, carry an extremely poor progoosis
even with the rrost roodem therapt. No available medical or surgical treat
ment will reverse existing disease canplications, with a few specific exce~

tions such as the medical management of intestinal polyposis. At best, cur
ative medicine yields palliation or prevents further progression of the dis
ease fran continued egg prcrluction.

COntrol. Eradication of schistosaniasis in Egypt does not seem possible
with available technologies. Effective preventive measures, such as imnuni
zation (which is umer active investigation) or massive behavioral change
accanpanied by widespread availability of potable water am systems for the
sanitary disposal of excreta, seem relatively far in the future.'!y Snail
control and drug therapy to re:luce transmission are the principal available
control measures, used singly or in canbination. fobst snail control projects
have used chemical Irolluscicides, although currently there are several experi
mental efforts using various plants am animal control mechanisms. 48/ Egypt
was the first country in the world to apply Irolluscicides to schistosomiasis
control. Although IOOllusciciding seemed to prcrluce favorable results early
on, the prevailing view oow is that it must be used in canbination with thera
peutic agents in order to effectively reduce prevalence.!W Neither has
treatment alone been considered effective in Egypt in the past. 'lhe available
therapies, such as tartar emetic and Astiban, were sufficiently unpleasant
to remer ~leted courses of treatment unlikely, and that has been the
empirical experience. However, trials of treatment alone have not been umer
taken with recently developed, Irore effective and easily acininistered thera
pies, such as metrifonate for s. haerna.tobium. Aloo, no studies have been
done to canpare suppressive rather than curative therapt, although mass treat
ment targeted on population groups with heavy egg counts might be adequate
for re:luction in OIJerall transmission and IOOrbidity.~ Finally, there has
been 00 effective non-toxic therapt available for s. mansoni until very
recently; oxamniquine is oow available am praziquantal is in the final stage
of clinical testing.

'lhe rrost successful projects to date have canbined IOOllusciciding and
mass therapeutic treatment, with the best koown being the Al Fayyun Bilharzia
COntrol Project.W In that project area, S. haematobium prevalence has fal
len fran about 47 percent in 1969 to 6 percent in 1976. '!he program involves
rollusciciding every four months, repeated case detection surveys, and drug
therapt, initially with ambilhar and tartar emetic, and Irore recently with
metrifonate. It should be noted that the Al Fayyum oasis area is supplied
fresh water by a single feeder canal fran the Nile, thus facilitating the use
of the IOOllusciciding agent. 'lhe only similar situation that exists in Egypt
is the Suez Canal zone, which also is supplied fresh water through a single
feeder canal fran the Nile. Inspired by the success of the Fayyum project,
the WOrld Bank is oow assisting the Egyptian gOlJeITJnent in a project to cen
trol schistosaniasis in Middle am Upper Egypt, COV'ering a population of over
8 million peq:>le.W 'lhe project was started in 1975, and is scheduled for
completion in 1982. At this point, the requirements for continued 10011usci
cidi.rY;J, special case fimi.rY;J, and treatment programs beyond 1982 are not
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known. *

Because all areas are not amenable to effective mollusciciding, because
currently available effective molluscides kill other aquatic life, and
because mollusciciding has never eradicated the vector snails - thus necessi
tating repeated costly awlications - studies canparing other control
measures have begW1. A Ministry of Health study in Qualyub, assisted by the
Uni ted States Center for Disease Control, for example, plans to canpare mass
chemotherapy and tunnel drainage for snail control singly and in canbination.
Baseline data have been obtained, but the initiation of the experimental con
trol phase awaits the availability of a safe and inexpensive chemotherapeutic
agent for S. mansoni.

Research. As might be expected, there is much o~oing research in
schistosaniasis on diagoosis , pathogenesis, imnunology, therapy, and prqtly
laxis bey0rx3 the epidemiological and control studies already mentioned.53/
This research is being corrlucted at most of the research institutes in Egypt,
as well as at the university hospitals. A new Bilharzia Institute, being
developed with the assistance of the West Gennan goveImlent, was scheduled
to open in 1978. In the spring of 1978, it was decided that the new insti
tute would fall urxler the jurisdiction of the Ministry of Health. 'Ibis insti
tute could well serve as a major resource laboratory and a coordinating focal
point for research on schistosaniasis in Egypt.

'Ibere are a munber of parasitic diseases other than schistoSCDiasis that
are endemic in Egypt. Amebiasis has a prevalence rate of 20 percent to 90
percent, with the higher rate characteristic in the poor urban and rural
areas.W Despite its high prevalence, morbidity - primarily dysentery or
liver abscess - apparently is remarkably lcyw. Giardia lamblia is the only
other camon protozoal intestinal infection in Egypt, with a prevalence
estimated at about 15 percent. Only two intestinal helminths, ascaris and
hookworm, are considered potentially important pathogens in Egypt. Overall,
ascaris prevalence is estimated to be about 26 percent, but in sane rural
areas 70 percent of schoolchildren are reported to be infected. Despite this
high prevalence, obstruction of the viscera due to ascaris apparently is
relatively rare in Egypt. Hookworm infection is surprisi~ly uncamon, even
in rural areas, with an overall prevalence estimated at 6 percent. ltt:>rbidity
in the form of hookworm anemia apparently is light in most of the population,
but NAMRU-3 researchers have demonstrated severe iron losses in heavily
infected individuals, and they consider hookworm infection to be the most
important cause of iron deficiency anemia aroong Egyptian farmers. Although
there have been several small epidemics of trichinosis in cairo and Alexan
dria in recent years, none of the parasites acquired through ingestion of
specific foods seems to pose a signficant public health problem in Egypt.

* Present annual per capita cost is estimated to be slightly rnore than $1,
with 80 percent of the cost being for the molluscicide. 'Ibe annual per
capita operating experrliture for health is about $4.15, making the control
program relatively expensive.
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Control of malaria is relatively good in Egypt at the present tLme.
Although the disease was endemic, with several major epidenics, prior to 1972,
only 960 cases were reported during 1977.55/ case fatality rates are reported
to be very low. Malaria in Egypt is caused primarily by Plasroodium vivax
transmitted by Anopheles pharoensis, although Plasrrodium falciparum (I!Ialig
nant malaria) transmitted by A. sergentii is found in Al FayYUffi. A. gambiae,
a much better vector for malignant malaria, is not now in Egypt, but the
develcpnent of Lake Nassar has led to concerns that it will be intrex'luced
fran the Sudan. Malaria control is based on a canbination of case detection
and larvicide am insecticide operations. case detection is primarily pas-
sive through the Ministry of Health rural health units, centers am hospitals,
where blood films are obtained fran febrile persons who have no other obvious
diagoosis. Identified cases are treated with a 4-aminoquinoline am prima
quine therapeutic regLme. In sane areas, mass drug aaninistration has been
carried out when an increased incidence was detected. Larvicides including
oar in fuel oil, IDl' wettable powder in water, and malathion emulsion (57
percent) are used in various spraying programs. 'n1ere appears to be little
coordination between the vector control am endemic disease health care pro
grams in the Ministry of Health with regard to vector sensitivity, choice of
pesticide, or duration or frequency of awlication.

Filariasis (Wucheria bancrofti), transmitted by Culex pipiens, is
considered by sane officials of the Ministry of Health to be the second most
inp:>rtant parasitic disease in Egypt. Although overall prevalence and its
geographic distribution have been declining since the days of Napolean with
out specific control measures, there remain five important focal endemic
areas. '.Ibe highest current prevalence is about 3 percent in QualYUb. P0pu
lation-based morbidity data are unavailable. Improvement in current control
is hampered by possible increasing resistance of the vector, coupled with the
need to treat for ten days to eradicate the infection. Treatment with diethyl
carbamazine is said to be without significant side effects, which is surpris
ing in view of the usually reported high incidence of allergic canplications
elsewhere.

Future United States Cooperation am Assistance

The Institute of Medicine carmittee reccmnends that AID support a
strengthening of the Ministry of Health's nationwide eatp1lSOry inlnunization
program for infants and preschool children against measles, polianyelitis,
tuberculosis, smallpox, diptheria, pertussis, and tetanus. '.Ibis will involve
helpiD:J to insure an adequate sUWly of vaccines, their safe distribution to
the Ministry's health clinics including the establishment of an adequate cold
chain, am a streD:Jthened staff performance capacity in the health clinics
(Olapter 1).

For the roost part, United States support for Egyptian bianedical
research in infectious diseases will end when Special Foreign Currency
Program funds are no longer available for cooperative research activities.
Ibwever, a pressiD:J need remains in Egypt to acquire new fundamental
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epidemiological and clinical knowledge about a wide range of ememic diseases
- Rift Valley Fever, rheumatic heart fever, hepatitus, schistosaniasis, and
filariasis are particularly important. '!be carmittee reccmnends that AID
phase in support for a cooperative biomedical research program on high priori
ty infectious disease problems as the Special Foreign Currency Program funds
are phased out.

Institution building - that is, strengthening the capacity of the
Egyptian scientific establishment for bianedical research - should be an
im~rtant can~nent of the cooperative research program. For example, Egypt
has a pressing need to develop improved prevalence and incidence data on
infectious diseases. '!be carmittee suggests that AID consider sUgx?rt for
developnent of a regional network of epidemiologic surveillance units as a
part of the reconmended cooperative research program. '!be several units
should be a part of the Ministry of Health, but indepement of the health ser
vices delivery network. In addition to conducting epidemiological research
to develop improved methods for prevention, control, and treatment of dis
eases ememic in their region, the units could provide field support for
clinical research conducted by the universities and the several national
research institutes in Egypt. '!be United States Center for Disease Control
has been exploriD;J such a concept with the Ministry of Health and is the
logical American institution to cooperatively develop the units with the
Ministry.

'!here are a large number of studies being conducted on various aspects
of the schistosaniasis problem in Egypt. AIthough there is a substantial
anount of informal carmunication, the impression is canpelling that there is
much unnecessary duplication and that advances in krowledge may be slower
than need be because research results are not disseminated widely or in time
ly fashion. '!be result is less than optimal use of scarce resources in a
very important research effort. '!be conmittee suggests that AID consider
support for the developnent of an information center on schistosaniasis
research. '!be center could collect, store, analyze, and disseminate the
results of studies on schistosaniasis, and maintain a current inventory of
ongoing studies. In addition to scheduled carmunications and publications
for the research ccmnunity, the center could provide information services
on request to imividual research scientists am institutions. The center
could be the ~int of contact for the World Health Organization Special
Progranme on Research and Training in Tropical Diseases with respect to schis
tosaniasis research in Egypt. '!be Ministry's new Biharzia Institute, oow
nearing canpletion, should be considered as a possible site for the center.

Finally, as noted in the discussion on tuberculosis, there has been a
shift fran inpatient hospital care to ambulatory care in Egypt, as in other
countries. A need has emerged, therefore, to upgrade the detection and treat
ment capacity of the staff in the Ministry's health clinics. The conmittee
suggests that AID consider support for the developnent of a training center
for physicians, nurses, and technicians in tuberculosis case fiming and
treatment. The emphasis should be on short-term training of personnel
currently staffing the Ministry's clinics, although entry-level clinical
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training also could be offered. '!be Cairo Chest Hospital, adjacent to the
Abassia Fever Hospital am near NAMRU-3, should be considered as a possible
site for such a center. More than 1,000 beds are available at the Chest
Hospital am it is suworted by microbiological, clinical chemistry, pu1.no
nary function, and x-ray laboratories. A sufficient nllYlber of meeting roans
am sane housil"¥3 quarters are available, although additional units would
probably be required for faculty and students because of the general housing
shortage in Cairo.

Water and Sewage Systems and OCCupational Health

The limited time available to the Institute of Medicine study group did
oot permit a detailed examination of the full range of environmental health
problems in Egypt. Study effort was focussed on water am sewage systems,
am occupational health.

Water and Sewage

Responsibilities at the national level for water supply am sewage treat
ment are shared by the Ministries of Health, Housing am Reconstruction, am
Weal Government. '!be Ministry of Health, which in the past was d irectly
active in praooting rural water sUWly am sanitation, today concentrates on
oonitoring the quality of all water am sewage services. Governorate level
authorities are resPOOSible for operating the systems.~

Service I£vels. '!be 1976 Census collected data on housing am potable
water sUWly.~ Preliminary analysis of those data yielded the following
results:

Distribution of Households According to Source of Potable Water

Source of drinking Percentage of households
water Urban Rural Total Cairo Alexandria

• Tap in dwelling 61 4 30 70 78

• Tap outside dwelling 9 2 5 11 12
but inside building

• Source outside building 10 58 40 17 9

• Without any source 12 36 25 2
100* 100 100 100 100*

*Totals do not equal 100 due to rounding.
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The large cities - Cairo, Alexandria, the Canal Zone cities, and sixteen
other large cities in rural governorates - have separate water s~ly
systems. Regionalized systems serve other parts of the country. OUtside
areas serviced by these systems, water is obtained fran public and private
shallow wells, the Nile, am irrigation canals. Interruptions in s~ly am
low pressure are CCflI'OC)n in the urban and regional systems. '!here is an esti
mated 40 percent loss of water because of leakage. In sane areas where new
water treatment plants have been built, they are operating below capacity
because distribution systems are inadequate. In urban areas, there is a need
to bring all cx:mponents of the water system into balance with the sewage
system.

Sewage systems exist only in the centers of the larger cities. They
have sufficient capacity to serve between one-third and one-half of the total
urban population. Cairo and Alexandria are best served, with systems naninal
ly serving about bNo-thirds and one-half of their populations, respectively.
These systems are old, overloaded, and in a poor state of repair. Data are
oot available on the extent of alternative waste disp:>sal systems, such as
septic tanks, in urban areas. No roc>re than 5 percent of the rural population
have sanitary waste disposal facilities, such as latrines. A latrine deroon
stration program was uroertaken a nllYlber of years ago by the Ministry of
Health, apparently involving the installation of 50,000 units; however, no
information could be obtained on its results.

The prevalence of water-borne and water-related infectious diseases sug
gests that inadequate water supply am sewage systems present a major health
hazard in Egypt. The extent of the hazard Presented is oot known; awropri
ate epidemiological studies have not been conducted am the unreliability of
data fran other sources prevents confident inferences. However, the p0pu
lation-at risk for water-borne am water-related diseases is very large.
Families living in rural and fringe urban areas who must carry and store
water in containers are most at risk of em-use contamination; they also are
least likely to use water for washing and cleaniD3.

In 1977, a joint study by the World Health Organization am the World
Bank of water s~ly and sewage systems identified several problems with
.expanding these systems:~

• the low-level of public capital investment likely to be available;

• low-revenue generation fran the systems -- usually insufficient to COV'er
operating expenses;

• fragmentation in operational responsibility, with concentration of plan
ning and design capabilities at the central level;

• a general deficiency in design capability and an inability of governorate
authorities to develop and adninister projects that are technically and
fiscally souro;
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• a severe shortage of experienced and canpetent staff at professional,
technical and skilled workman levels, partly because of a lack of training
programs and partly because of more attractive work o~rtunities abroad:
and

• shortages of sane selected construction materials.

In addition to recannending a regionalized adninistration scheme for
inproving operational management and efficiency, the study called for
~'reaffirmationof the Ministry of Health's role in praootiD;J, financiD;J, and
constructing sanitary excreta disposal facilities in rural areas."

Cooperation and Assistance. During the last five years, Egypt has
received large aIOOunts of capital assistance fran numerous countries and
r.lUltilateral organizations for water suWly and sewage projects in Cairo,
Alexandria, and the Suez Canal cities of Port Said, Ismailia, and Suez.59/
AID is financing preparation of a series of master planning and feasibility
studies in support of these projects. '!be projected AID investment in the
projects will total over $200 million.60/ A separate AIrrfinanced study is
targeted on developing tariff structures for services in the same cities that
will pemit the systems to be roc>re independent financially. '!be WOrld Bank
is supporting a study on rural gOV'ernorate water supply and sewage system
requirements, starting in two delta region governorates.

'!he WOrld Health Organization/World Bank study examined the Egyptian
goverrment's plans for capital investment in water suWly and sewage systems
through 1985.W It concluded that the plans represent the maximLlIl ar.nunt of
new works that can be implemented in that period in view of the existiD;J
absorptive capacity of the Egyptian administrative and technical structures.
Those plans aim at maintaining current service levels in the existing urban
systems, taking into account expected population growth, and increasing house
connections in the regional water systems fran the current 10 percent level
to 20 percent. '!he study did recarmend that a rural sanitation prograra aimed
at serviD;J 20 percent of the population by 1985 be added to the plans, with
imnediate attention being given to studies to detennine what techniques are
roost feasible considering available eoonanic resources and social acceptance.

'!be Institute of Medicine carmittee concurs with the . nt in the
WOrld Health anizati rId Bank st that currentl lanned ro'ects
are fully utilizing Egypt' s existing absorptive capacity for major new pro
jects in the water supply and sewage sector. '!be ccmnittee believes that it
is i.mp:)rtant, because of the large population at risk to water- and sewage
borne diseases, to increase Egypt's planning and management capacity in this
area as rapidly as possible. '!berefore, the carmittee suggests that AID c0n

sider providing sugx:>rt for an analysis of manpower requirements - profes
sional, technical, and skilled \PtOrJonan levels - for increasing Egypt's
capacity for water supply and sewage systems planning and management, and for
detennining i.rcmediate and long-tenn education and training needs for possible
future AID sugx:>rt.
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'It1e ccmnittee believes that it is important to begin making headway in
imprOV'ing rural sanitation in Egypt. It is aware that there are pervasive
cultural and social mores involved and that behavioral change in personal
hygiene habits will be difficult to achieve. lbwever, the ccmnittee also
believes that awropriate technological advances frequently can stimulate
those changes. Therefore, the ccmnittee suggests that AID consider providing
support for several pilot projects to develop low-cost, socially acceptable
technologies for rural sanitation.

Finally, the carmi.ttee suggests that AID oonsider support for a selected
nlJll'ber of technical studies on high-priority problems. The following are
suggested for consideration:

• A short-term study to determine the outcanes of the Ministry of Health's
earlier 50,000 unit rural latrine program, am other earlier rural sani
tation programs, as background guidance for the pilot projects in rural
sanitation suggested for AID consideration;

• Studies to locate and reduce major sources of water loss in urban systems;

• Analysis of feasibility of using new materials (~•.9..' polyvinyl chloride)
for construction of sewer joints, with improved resistance to water and
sand infiltration from high ground water;

• Analysis of eoo-use contamination and resulting health hazards from
carrying potable water between camlunity taps and dwellings am fran
storage practices.

OCcupational Health

It is estimated that about 9,500,000 of Egypt's 38 million people are
in its work force.~ Of these 44 percent work in agriculture, 15 percent in
service iooustries, 13 percent in manufacturing, 6 percent in carmerce, 4
percent in transport, 3 percent in constructioo, 0.5 percent in I;Ublic works,
and 0.2 percent in mining am quarrying.

Estimates of ~lations at risk to occupational hazards include
6,000,000 for accidents; 3,000,000 for pesticide poisoning; 60,000 for mercu
ry, chlorine, or alkal i exposure; 400,000 for sil icosis; 10,000 for byssioo
sis; am 1,500 for carbon disulfide eXfX)Sure. lbutine reporting of occu
pational diseases is limited. However, in Alexandria, an examination of
250,000 iOOustrial workers in 1977 identified 3 cases of aniline poisoning,
600 of occupational deafness, 8 of silicosis, 12 of byssioosis, 7 of lead
poisoning, 45 of iooustrial eczema, 48 of mercury poisoning, 7 of occupation
al cataracts, 2 of asbestosis, and 175 chronic organic phosphate pesticide
poisoning.W '!he reported national total of occupational accidents is
45,000 yearly.~

A recent sample survey of agricultural workers iooicated that alIrost all
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had sane evidence of chronic pesticide poisoning. 65/ 'Ihis is not surprising
considering the wide use of pesticides and handling rnethcrls. Pesticides are
purchased by the Ministry of Agriculture with minimal medical consultation.
For several successive years, mass poisoniD3s have occurred when a roc>re toxic
chemical has been introduced, examples being carbonate one year and organic
phosphate aoother. The pesticides are awlied by hand and few handling pre
cautions are taken. Physicians assigned to rural health care receive no
specific training in pesticide poisoning recognition or management. If
recognized, it rarely is reported. No routine surveillance of agricultural
workers is carried out.

Current Situation. Assuring the protection of workers' health is a
recognized responsibility of the Egyptian government, as evidenced by a
canprehensive system of laws and regulations, including mechanisms for canpen
sating workers who are injured or who have work-related diseases. However,
go\7ernment responsibility is fragmented aroc>ng several Ministries, there has
been poor coordination aroc>ng the separate government entities involved, and
the laws and regulations are not consistently enforced.

The Department of OCCupational Safety and Health in the Ministry of
Manpower has the right of entry to a plant for periodic evaluations of health
hazards. Most of its 600 factory inspectors are chemists and eng ineers who
are suwosed to work closely with occupationally-trained physicians. However,
only 30 out of 200 physician positions have been filled.

'Ihe Department of Iooustrial Productivity in the Ministry of Iooustry
trains safety officers who collect accident information. Irrlustries, by law,
are slJRlOsed to report occupational diseases and accidents; in practice, lit
tle data are provided and use of available data seems minimal. There is a
serni-autOOClOOus institution - the National Institute of OCCupational Safety
and Health - within the Ministry of Manpower that originally was charged
with training, research, and technical engineering advice to iooustry.
However, it has a small staff and, although active, seems to be ineffective.

'!be Ministry of Health has an iooustrial health section with two
physicians and several allied health scientists. 'Ibis section investigates
health hazard canplaints, although it has no right of entry aoo no authori
ty for enforcing oc:rrpliance to laws or regulations - it is limited to mak
ing recatmeooations to other Ministries. 'Ibis section, with the assistance
of universities, advises the Ministry of MaflIX)Wer on work place occupational
exposure threshold values, collects reports of pesticide poisoning, and
advises the Ministries of Housing and Irrlustry on health guidelines for
licensing construction.

'!be Ministry of Health is currently constructing an environmental
research center at Ent>aba that is planned as a major research, trainiD3, and
surveillance laboratory resource in envirornnental and occupational health.
United States slJRlOrt for the developnent of this center has been provided
under the auspices of the Joint WOrking Group on Medical Cooperation. Techni
cal planning advice has been provided by the Department of Health, Education,
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and Welfare's National Institute of Envirornnental Health Sciences, and AID
is assisting in the financing of equipment for the center.

'!he Health Insurance Organization, under guidance of the Ministry of
Health, is responsible for corrlucting periodic inspections of the irrlustries
participating in the insurance program, identifying health hazards, and, IlK>re
recently, performing medical examinations to determine disease prevalence
stenming fran the health hazards identified. It has no mandate or authority
to enforce canpliance to standards, although it is required to advise the
imustries of its fimings am offer recarmendations to them.

Plans. In 1977, a Ministry of Health Plan included short-term (1977
1978) and long-term (1978-1981) goals •.§.§!

'!he short-term goals included: training of rural medical personnel in
pesticide poisoning~ requiring the Health Insurance Organization to perform
periodic medical examinations~ surveying irrlustrial workers~ loaning physi
cians fran the Ministry of Health to the Ministry of nanpower for industrial
surveys~ establishing a registry of occupational disease in the Ministry of
Manpower~ conducting a medical survey of mines, quarries am chloralkali
plants~ corrlucting a medical survey of government work places~ and establish
ing cabinet level overview of activities to monitor short-term goal achieve
ment. (It was clear in early 1978 that these goals would rot be achieved
during that year.)

Long-term plans consist of broadening Health Insurance Organization
coverage to irrlustries with less than 100 ~loyees~ establishing occupation
al medical units in industrial canpounds~ educating workers in rural health
units in general occupational disease detection and management~ broadening
the scope of industries required to have occupational medical surveys~ c0n

ducting environmental surveys for hazardous exposures, with enforcement of
posted threshold limit value~ developing methodologies and laboratory techni
ques for screening ~ determining man{X)Wer needs in occupational medicine~

establishing professional training programs~ altering medical school cur
ricula to include occupational medicine~ determining health survey protocol
needs for awlied research in hazard control~ evaluation of synergism of
endemic and occupational diseases~ and rewording the legal mandates for occu
pational health.

Additional constraints must be addressed. Although there is a fairly
sizable pool of physicians with occupational health training in the Ministry
of Health, IlK>St are reluctant to join the Ministry of r-tanpower, where there
is a critical need for them, because of poor career advancement oRJOrtunities.
Current training programs of industrial hygienists do not produce canpetent
factory inSPectors according to sane officials~ this results in overzealous
interpretations of regulations in same instances, or failure to recognize
serious health hazards in others. Although mandated in law, an awropriate
national registry for occupational diseases has not been established, nor has
an effective surveillance system.
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Egypt has a legal aoo regulatory foundation, aoo a set of planning goals
to IOOunt a strer¥3thened occupational health program. Its major problems are
the fragmentation of responsibilities aITDr¥3 the various government organi
zations and the related difficulty of IOObilizing available resources. '!be
actions required are internal government matters.

United States Cooperation and Assistance. The Institute of Medicine
comnittee does not believe that a major AID program initiative in occupation
al health is warranted at this time. United States suwort for brir¥3i.n:J
equipnent in the Ministry of Health's envirornnental research center at En1baba
to initial operational status is planned. Requests for additional s~rt can
only be evaluated properly after the center's staffing arrangements have been
established and its organizational relationships to other goverrnent ccmpo
nents in a cohesive occupational health program are clarified. AID should
avoid oontributing to continued fra<.Jllentation.

'!be carmi.ttee suggests, however, that AID oonsider sUfFOrt for coopera
tive research studies in OCcupational health, particularly in rural agri
culture. For example, research might be directed toward questions such as:
What are the prevalence and IOOrbidity of pesticide toxicity by aWlication
method? By category of worker? Can a low-cost awlication method be devel
oped that minimizes exp:>sure, or reduces IOOrbidity, when protective clothing
is unacceptable because of high ambient temperatures? '!he carmittee also
suggests that AID consider providing a series of short-term training fellow
ships in the United States for Egyptian professionals in specific techniques,
such as pesticide analysis, that are related to the cooperative research
program suggested. '!be research aoo training programs should be open to
personnel of the Ministries of Health and Manpower, the Health Insurance
organization, and university occupational medicine and iooustrial hygiene
departments •
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TABLE 1 Causes of Death in Egypt, ICD "A" Categories, 1972

Cause % of Total Deaths

I. Infectious am Parasitic Diseases

II. Neoplasms

III. EOOocrine, Nutritional, am Metabolic Diseases

IV. Diseases of Blood am Blood-FormiD;J Organs

V. Mental Disorders

VI. Diseases of the Nervous System am sense Organs

VII. Diseases of the Circulatory System

VIII. Diseases of the Respiratory System

IX. Diseases of the Digestive System

X. Diseases of the Genitourinary System

XI. Conplications of Pregnancy, Childbirth, etc.

XII. Diseases of Skin and Subcutaneous Tissues

XIII. Diseases of the Musculoskeletal System am
Connective Tissue

XIV. Congenital Ancmalies

YN. Certain Causes of Perinatal Mortality

XVI. SymptcJns am Ill-defined Corx3itions

XVII. Accidents, PoisoniD;J, and Violence

'IUl'AL

2.4

1.5

.7

.4

.02

.7

12.3

21.5

27.1

1.4

.2
( .5% of Females)

.02

.1

.8

5.2

21.8

3.4

99.54 Y

SOurce: Derived fran WOrld Health Statistics Annual: VolllDe 1, Vital
Statistics and Causes of Death. WOrld Health Organization, 1976 •

.s!Total does not equal 100% due to rourx3iD;J.
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TABIE 2 Age-Specific Mortality Rates in Egypt, 1972

ICD "A" Death Rates N By
DiagI¥>5tic Age Intervals in Years
category 0 1 - 4 5 - 14 15 - 24 25 - 34

All causes 11,156 2,474 185 241 238

Infectious and
Parasitic Diseases 261 46 12 18 22

Diseases of the
Circulatory System
(Principally Chronic
Rheumatic Heart
Disease Beyood Age 5) 44 26 37 55 50

Respiratory Infections 1,713 601 23 3 2

Bronchitis, Asthma,
~ysema 978 279 8 3 5

Diseases of the Digestive
System (Including
Diarrheal Disease not
Established as Infectious) 5,175 1,202 25 22 28

~lications of Pregnancy
and Childbirth 8.0 18.4

Certain causes of Perinatal
flk>rta1ity 2,104

Accidents, Poisoning, and
Violence 21 42 36 73 44

Source: Excerpted fran World Health Statistics Annual: Vo1tme 1, Vital
Statistics and causes of Death. World Health Organization, 1976.

yDeath rates for 100,000 pop.l1ation. Infant deaths for 100,000 live
births.
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TABLE 3 Admissions am Consumption of Patient-Days by Cause in Ministry of Health
General Hospitals

AV. LEH;TH 00. OF %
00. OF % OF~Y PATIENr PATIENr

CAUSE AIMISSICN) AIMISSICN) IN mYS Ill\YS Ill\YS-

DIGESTIVE SYSTEM 2,970 17.1 10.2 30,294 19.3

ACCIDENI'S, POISOOING,
VIOLENCE 2,641 15.2 8.0 21,128 13.5

CIIOJIA'lmY SYSTEM 1,269 7.3 12.9 16,370 10.4

RESPIRA'IORY SYSTEM 1,157 6.6 8.7 10,066 6.4
0\
N

SENILITY AND IlL-
IEFINED COODITION 671 3.9 9.2 6,173 3.9

REPROWCTIVE AND
REIATED SYSTEMS 5,609 32.2

8.3 Y 72,660 Y 46.4 Y
01'HER 3,094 17.8

ALL CASES 17,411 100.1 !y 9.0 156,699 99.9 !y

SOurce: Figures derived fran unpublished Ministry of Health study provided to Institute of
Medicine study group on 5 percent sample of 348,720 admissions to 169 of Ministry
General Hospitals in 1974.

s!Categories cannot be separated on the basis of information provided to Institute of Medicine
study group.

!?ITota1s do rx>t add to 100% due to rounding.



TABIE 4 '1l1irteen Most Frequent Causes for Mnissions with Average length of
Stay, Classified by sex, in Ministry of Health General Hospitals,
1974

in Davs Code I.C.D. List D. (Female)
r--

12.3 i 222 Delivery without mentioo
I of OCIlplication
I

11.1 I 221 Other and unspecified

I
abortion

8.6 211 Disorders of menstruatioo

11.0 I 179 Acute appendicitis

7.0 212 Sterility

5.6 188 Other diseases of intee-
tines and peritmeun

11.7 209 Uterovaginal prolapse

17.3 228 Infectioos of skin and
subcutaneous tissue

2.7 162 Hypertrc:lP1Y of tonsils
and adenoids

13.0 286 Other and unspecified
accidents

5.7 161 Bronchitis, eqlhysema,
and astmla

15.4 151 8e111:n:rhoids

15.5 225 CcIIplicated delivery

No.
Cause of

Code I.C.D. List D. (Male) Adn.

1181 In;Juinal hernia without 561
mention of obstruction

ISO Hemorrhoids 430

, 179 Acute appendicitis 331

161 Bronchitis,~, 315
and asthma

188 Other diseases of intes- 287
tines and peritonellll

275 Motor vehicle accident 285
to pedestrian

228 Infections of skin and 215
subcutaneous tissue

196 Calculus of urinary 213
system

295 Toxic effect of other 192
substances chiefly
OOIHIledicinal as to
source

102 Other diseases of blood 166
and blood-fODllin:J 0E9.

162 Hypertrc:lP1Y of tonsils 165
and adenoids

199 Other diseases of 165
urinary system

139 S~tic heart 129
disease

Av.
Len;Jth
of Stay Cause

Av.
No. ~th
of of Stay

Adn. in Days

r
1646 3.4

1517 3.4

516 3.9

434 7.6

400 3.8

230 5.8

195 13.2

192 10.5

191 5.0

178 8.1

174 9.6

161 9.2

139 8.1

Source: Fran unpJblished Ministry of Health study on 5 percent sanple of
348,720 admissions to 169 Ministry General Hospitals in 1974
provided to Institute of Medicine study group by Ministry of Health,
March 1978
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TABLE 5 causes of Hospitalization in cairo University Hospital System,
1976

cause Number of Patients % Patients

Accidents, Poisonir¥3s, 9,420 17.5
Violence

Gastrointestinal
Diseases 7,250 13.5

Pregnancy and Puerperil.l1l 5,458 10.1

Genitourinary 5,200 9.6

Chest 4,575 8.5

Central Nervous System and
Eye 4,087 7.6

CardiOV'ascu1ar 4,021 7.5

Neoplasms 3,311 6.1

All Other 10,574 19.6

'1OI'AL 53,896 100.00

Source: Annual Medical Statistical Report, 1976. Institute of Statistical
Studies and Research, cairo Universi ty Hospital.
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'mBIE 6 Consumption of Patient Days by service in cairo University
Hospital System, 1976

Number of Average Ier¥;Jth Patient Days
service Patients of Stay in Days (Thousands)

General Surgery and Burns 22,643 15 339

Medicine 8,488 22 187

Pediatrics 8,381 11 92

OpthalJoology 3,305 27 89

Orthopedics 6,126 10 61

Gynecology 3,704 15 56

Chest Surgery 823 54 44

Radiology 1,030 42 43

Neurology 832 SO 42

Ear, Nose, Throat 3,172 12 38

SOurce: Annual Medical Statistical Report, 1976. Institute of Statistical
Studies am Research, cairo University Hospital.
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OIAPI'ER 5

HEAL'1lI RESaJRCES*

Health Care services

Overview

Assuring that the people of Egypt have access to canprehensive health
care services, at a cost they can afford, is a constitutional responsibility
of the governnent of Egypt. '!he goverrunent att~ to meet this responsibi
lity by operating a national health care system that provides services to the
~lation for a l'XEinal registration fee per contact. '!he Ministry of Health
in Cairo oversees the operation of this system which includes:

• AlJoost 2,300 rural health facilities, about 1,700 of which are ant>Ulatory
care units, the rest centers and small hospitals with 10 to 40 beds, as
well as outpatient clinics;

• In urban areas, about 220 maternal and child health centers, 300 health
offices (usually responsible only for birth registration, food inspec
tion, and iIllmmizations), 200 school health units and hospitals, and
over 100 general anhtlatory care health centers and nulti-speciality
clinics;

• Over 350 general and specialty hospitals, usually with large outpatient
facilities, located in major cities.

Teaching hospitals of the nine medical schools in Egypt provide a full
range of ~ary and tertiary care services, and outpatient care. '!he h0s
pitals are under the control of the raedical school deans, the universities,
and the Ministry of Education. '!he Ministry of Health I S several researd1
institutes also provide limited inpatient and outpatient health care services
on a referral basis. '!hrougtx>ut the rest of the system, there are no refer
ral requirements; an Egyptian can request health care at any government
facility he chooses.

'!he Egyptian Health Insurance Organization, a health maintenance type
of organization regulated by the Ministry of Health, provides cauprehensive

*Unless otherwise referenced, the material in this chapter was developed
fran information, J1DStly oral, provided to the Institute of Medicine study
group in many separate meetings with Ministry of Health officials and other
Egyptian health professionals, and fran the observations of the study group
while in Egypt.
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health services to about 1,200,000 employed Egyptians. Only errployees are
enrolled in the system, spouses and children are excluded. The Health Insur
ance Organization operates an ant>ulatory care clinic system and ten hospitals
with inpatient care only. It has a strict, well-defined referral system.

'!he private health care system is used primarily by uwer and middle
incane urban Egyptians. An estimated 75 to 80 percent of the active physi
cians in urban areas devote late afternoons and evenings to private, fee-for
service practice after their governnent job obligations in the Ministry of
Health or Ministry of Education are met. Ministry of Health physicians
assigned to rural areas are permitted to make bane visits to patients for
which they can charge tax-free fees. The Cairo Curative Organization and
Alexandria Curative Organization operate eleven and five hospitals, respec
tively, that serve primarily as facilities for private patients. small
proprietary hospitals wO!r a variety of ownership arrangements acoount for
less than 5 percent of hospital beds in Egypt.

Table 1* displays the nUl'lt>er of hospital beds in Egypt in 1976 by "owner
ship." '!he Ministry of Health hospital and hospital bed distributions are
presented in Table 2.

The Health Insurance Organization operates umer the control of the
Minister of Health. All fees charged, both for hospital care and attendil'¥J
physicians, are regulated. Hospital fees charged by the two Curative Organi
zations are regulated by the Minister of Health1 the PI'Ofessiooal fees of
their attending physicians are not regulated.

There are separate health care systems for military personnel, police,
and certain employees of the Ministry of Transportation.

Pharmaceuticals are provided free in all governnent health facilities.
'!here are IOOre than 2,400 private pharmacies in Egypt - nearly half of which
are in Cairo and Alexandria - that sell a wide r8l'¥Je of over-the-oolD'lter, as
well as prescription, drugs. '!hese private pharmacies may constitute the
only oontact of many Egyptians with IOOdern health care. '!he cost of phar:rna
ceuticals is partially subsidized and prices are fully regulated by the cen
tral governnent. '!he general oonsllllption of drugs in Egypt is quite high,
attributable in part to large quantities purchased by foreign visitors and
Egyptians working abroad. '!he Ministry of Health estimates that about half
of total national expenditures for health are for phannaceuticals. Between
80 and 85 percent of the pharmaceuticals sold in Egypt are produced by Egyp
tian public sector canpanies supervised by the Ministry of Health.

Traditional health practitioners are still part of the health services
delivery picture in Egypt. Dayas, traditional birth attendants, attend 50
to 80 percent of births in the bane in both rural and urban areas of the
oountry, and also perfonn other functions associated with female puberty,

*Tables are at the end of the chapter.
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marriage, and death. Dayas are not licensed to provide health services so
their activities are technically illegal, although there is little enforce
ment of any sanction. An unkrx>wn number of health barbers are still active,
performing circumcisions and si.Irple operations in addition to cutting hair.
sane of them have joined the gO\Ternment's health care network as orderlies,
helping to link health professionals with the camlUnity.

Egypt has a large pool of educated and trained health professionals,
particularly physicians and phaIlYlacists,.!I canpared to rrost developin;)
nations. In 1977, there were almost 32,000 physicians registered with the
Egyptian Medical Syndicate, the Egyptian organization canParable to the Ameri
can Medical Association. Of these, about 22,000 were employed by the Minis
try of Health. AlnDst 8,000 others were working in other Arab countries, or
...ere in postgraduate training and fellowship programs, or on leave and sab
baticals. fok:>st of the remaiooer were medical school faculty. Only about 400
physicians in Egypt are in private practice full time. '!he resident physi
cian-tcr~lationratio was about 1 to 1,500 in 1977; by 1982, the ratio is
expected to be about 1 to 1,000 because of large graduating classes in the
medical schools. In 1977, there were about 4,000 registered dentists and
4,000 registered pharmacists.

There also were about 23,000 nurses of various levels of training and
about 5,700 school health visitors (part-time nursing aid) employed by the
Ministry of Health. Technicians in the Ministry of Health system include:
about 2,800 sanitation technicians, 1,500 laboratory techicians, 800 x-ray
technicians, and 120 dental technicians. 'Ibis sUWly does not meet the
demaOO for technical services, yet many technicians are reported to be work
ing in other Arab countries.

'!he Ministry of Health system is of primary interest to this study
because it is the naninal provider of health care services to the roughly 32
million Egyptians who have annual per capita inccmes of less than L.E. ISO,
or $214.50. 'Ibe gO\TeImlent structure is relevant to acininistration of the
Ministry of Health system. Egypt is divided into 25 goveroorates, each with
a gO\Termr aR:X>inted by the President and an elected Govermrate Council.
'!he govermrates are further divided into 132 districts that are then further
divided into 755 official villages -- prllnarily administrative designations
for groups of smaller village caununities. '!here are a total of about 4,000
seParate village caununities in Egypt. Of the 25 govermrates, 21 are clas
sified as rural and 4 as urban (Cairo, Alexandria, Port said, and Suez).
Within each rural govermrate, caununities are designated as urban or rural.
Overall, the 36.5 million resident citizens of Egypt in NovenDer 1976 were
classified as 44 percent urban and 56 percent rural.y Even the rural areas
of Egypt are densely populated by the most liberal definitions; SParse p0pu
lation and large distances between caununities are oot characteristic of the
rural areas in Egypt. However, there are very real distinctions in life
style, beliefs, attitudes, and behavior between the rural and urban ~la
tions. Many of the recent rural migrants to urban areas have carried their
rural orientation with them, including health care behavior patterns.
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In 1975, a public law was passed that established a policy of delegation
of much ~r am authority for goverrment functions fran the central level
to the goveroorate, district, am village levels of government. '!his "decen
tralization" law, as it is krDwn, is meant to encourage local self-governnent.
'!he Ministry of Health has delegated operational management of health care
services to the goveroorate level, with guidelines for further delegation of
sane functions to the district and village levels. However, much effective
operational control, particularly budget detennination and financial manage
ment, still resides at the central level. '!he Ministry has retained authori
ty for policy formulation and planning, standard setting, and perfonnance
monitoring and evaluation. '!he minister of health is awointed by the presi
dent of Egypt; his term rarely exceeds three years because of the dE!narx3s of
the post. The seven major departments of the Ministry* are each headed by a
physician who is a tenured civil servant holding the title of Uooer secretary.
'!he central organization is essentially replicated at the goveroorate level.
A director general for health is jointly awointed by the goveroor and the
minister of health, but in practice he is accountable to the minister.

Primary Care Services

'!he Ministry of Health primary care services include maternal and child
health care, inmunizations, anDulatory care, and school health care (daily
inspections, periodic vaccinations). '!he Ministry also handles birth and
death registration, comucts food and water inspections, provides family
planning services (as of 1978), offers dental health services at sane loca
tions (560 of the 2,500 rural health facilities), and implements special
programs such as malaria and schistosaniasis control programs. Perfonnance
standards based on WOrld Health Organization recanneooations have been
established for most services.

In rural areas, each Ministry of Health clinic is sUR?OSed to offer the
full range of services, but oot all do. In urban areas, services are frag
mented anong different types of facilities. For exanple, health offices are
primarily for vital event registration, although sane give inmunizations;
maternal and child services, including inmunizations, are offered at maternal
and child health centers. '!he outpatient departments of Ministry special am
general hospitals, and university hospitals, hamle most of the urban ambula
tory care delivered by the government.

Access. '!be government I s plan for rural areas calls for a health care
facility of sane type to be within three kilaneters of each village. C0n
struction of 300 nore health care units is planned to meet this goal by 1982
(see Appeooix). Construction of rural facilities has taken precedence over

*Adninistrative am Financial Affairs, Phannaceutical Affairs, Dental Affairs,
Specialized (Hospital) and Emergency Medical Care, Control of Eooemic
Diseases and Basic Health Services, Preventive Affairs, Central Ministry
Services.
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construction of urban facilities, despite urban population increases. Access,
particularly in Cairo am Alexamria, is poor. A recent study in Cairo foun3
that about 45 percent of the persons using an ambulatory health care facility
resided in an area other than the one in which the facility was located, and
40 percent of these reported that there was no facility in their area of resi
dence.3/ Construction of urban health centers and multi-speciality clinics
is planned over the next five years in areas in which there currently are no
ambulatory care facilities. The Ministry's ambulatory care facilities of all
types, even those most recently constructed, are in poor physical ccn:Htion
because they are inadequately maintained.

utilization. Even in the areas in which there is reasonably good access
to the Ministry's primary care facilities, use of the services is low.
Patient care vollllles during 1976 for the Ministry's outlets, both inpatient
and outpatient, are shown in Table 3. The statistical data available fran
the Ministry do not allow calculation of the percentage of the Egyptian p0pu
lation being reached by the Ministry's system. An irx3irect measure of system
ooverage is provided by the Ministry's report of immunization activities
during 1976. Even if all the inmunizations provided had been restricted to
children un3er two, only one-half of those children possibly could have
received the full series of DPT and polianyelitis vaccines and OCG injections;
less than one-sixth would have been vaccinated for measles. Ministry of
Health officials estimate that perhaps 30 percent of the population uses the
Ministry system at least once during a year.

A study of the Ministry's maternal and child health services during 1975
ard 1976 showed that there was less than 1 prenatal visit to the clinic per
client in urban areas and 1.7 in rural areas, although prescribed service
nonns call for 10 such visits.'y It was estimated that only 40 percent of
pregnant wanen were registered with the Ministry's clinics. Over half of the
deliveries occurred in the hane un3er family supervision, or un3er the super
vision of dayas. Even for those births rxminally supervised by Ministry
personnel, 83 percent occurred prior to the arrival of Ministry personnel.
There also was a reported 51 percent drop in child visits to the clinics in
urban areas. '!he overall picture clearly is one of low utilization of
maternal and child health services, with an apparent recent sharp decline
even in tlx>se low levels.

Cultural beliefs and mores, particularly anDng the rural population,
disoourage use of the Ministry's primary care services. The governnent' s
maternal and child health facilities are viewed as places to go as a last
resort - if then - for illness. Illness and death are associated with
supranatural causes, such as divine retribution or the "evil eye". '!here is
little wO!rstaOOing of the link between environnent, hygiene, behavior, ill
ness, aOO medical interventions. Many PeOPle are discouraged fran making
return visits to clinics because their initial experience frequently is tUne
consuming aOO unpleasant. '!he journey to the facility arx3 lor¥1 waiting times
for the clinics to open (because the physician or other health personnel do
not arrive at scheduled opening times) means that chores in the bane, field,
or job are foregone, usually with perceived ecorxmic losses. Treatment of
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patients often is depersonalized and haughty.

At the same time, a carroonly held belief is that superior care is
obtained at university hospitals and the larger general and speciality hospi
tals of the Ministry of Health. Consequently, the outpatient departments of
these hospitals are heavily used. For exarrple, the University of cairo Abou
EI-Rish Pediatric Hospital reportedly processes 4,000 outpatients daily,
including a large n\J1lber fran areas outside cairo.

System Perfonnance. At nnst of the Ministry's primary care outlets
each staff member makes an average of four client contacts per \«>rking day,
according to the Ministry's activity reports. Yet, in a recent study of
rural health services, physicians saw patients for an average time of only
1.1 to 2.5 minutes.~ In the previously mentioned study canparing the
Ministry's maternal and child health services in 1975 and 1976, there was a
reported drop between these years of 39 percent in postnatal bane visits and
24 percent in child care home visits.

Other problems include deficiencies in supplies such as vaccines and
laboratory services. Laboratory services are limited to a few siJrple proce
dures, and these are unreliable because equipnent is poorly maintained. The
lack of carmunications linkages between primary care facilities and hospitals
prevents timely specialist consultation. Lack of transportation is cited by
many Ministry officials as a constraint on clinic staff bane visits, patient
follow-up visits, and proper referral to speciality clinics and hospitals.

Perhaps the nnst fundamental problem is that many health personnel are
not IOOtivated or carmitted to i.nprove perfonnance. Salaries for health pro
fessionals in the Ministry's system are set according to a gO\Terrment-wide
schedule based on educational attainment, not job responsibilities or produc
tivity. 'I.be salaries received, therefore, are considered low for profession
als with many years of advanced training. For exarrple, the starting salary
for physicians is $37.50 per IOOnth. In rural service, physicians also
receive $22.50 for not having a private clinic, $7.50 for "exposure", and
$6-$12 for transportation oosts - a total of about $75-$80 per IlDnth.
'Iberefore, many health personnel seek secoOO jobs. sane have been reported
to require "gifts" fran clients if services in the goverrment clinics are to
be provided without unnecessary delays.§! In short, although there are many
dedicated health personnel, there are many who view their positions as just
part-time sinecures.

Although 56 percent of the population is defined as rural, only 32
percent of Ministry of Health physicians and only 11 percent of qualified
nurses are stationed in rural locations.y Physicians who score the lowest
grades on examinations are assigned to the rer.otest areas. In these areas,
the health facilities are staffed by less canpetent, poorly-rtDtivated physi
cians, assisted by less well-trained staff, all subject to IlDre rapid turn
O\Ter, and with little opportunity for stinulation fran professional contacts
and exposures. To reduce tUrrK)V'er in rural assignments, the Ministry of
Health provides a rent-free apartment for the physician, who is pennitted to
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keep the clinic refrigerator there. Physicians also may charge for hane
visits. 'Ibe effect of these steps, coupled with perceptions by physicians
that there is an oversupply of physicians in private practice in urban areas,
that it is very costly to establish such a practice, and that urban tx>using,
when available, is very expensive, has been salutory. In 1977, the Ministry
reported that out of 2,777 physicians meeting their service obligations in
rural areas, 1,900 elected to stay in rural service for at least one more
year, and 1,200 of these elected to stay in the same carmunity •

I.DW productivity persists partly because of inadequate supervision
througtx>ut the system. 'Ibere is reluctance aJOOI'lg personnel in supervisory
positions to enforce atteooance during scheduled clinic hours and to require
adherence to perfonnance standams. Supervisors at the operational level
have very little authority to reward improved performance. Available sanc
tions, such as "dcx:::king" salaries for absenteeism or firing, are rarely used.
All goverrment facilities, including health clinics, are urx3er continual
pressure to hire peq>le regardless of service needs or their qualifications
because of the central gOl1errment' s employment policies.

Physicians, who occupy practically all of the supervisory positions,
rarely receive management training of any sort. Inventory controls are fre
quently lacking. looividual case recoms are usually nonexistent. Manage
ment data systems that would allow proper program roonitoring, evaluation, aoo
corrective feedback to service outlets usually do not exist, or, when avail
able, are inadequate. Because of centralized control of limited resources,
routine requests by a clinic for even IOOdest sUWlies or equipnent are sub
ject to many layers of awroval aOO require very long processing times. 'Ibe
lack of adninistrative and management skills at the governorate aOO district
levels is considered by key Ministry of Health officials as a major c0n
straint on improving perfonnance efficiency at the service delivery level.

Physicians and nurses assigned to provide primary care services rarely
have received awropriate trainiB3. Egyptian medical education is hospital
based aOO technologically oriented. ltDst physicians have not had handfHXl
clinical experience in oral rehydration, parenteral rehydration, IUD inser
tions, or marginall~cx:mplicatedbirth deliveries. 'Ibis deficiency is par
ticularly disabliB3 for tlx>se assigned to rural areas. To OI1eroane this gap
in fonnal education, and to provide a general orientation to rural life, the
Ministry of Health COI'¥3ucts six-week courses in different locations for newl~

graduated physicians beiB3 assigned to rural areas. '!be Institute of Medi
cine study group was given the impression that the effectiveness of these
courses has declined in recent years. A similar orientation aOO trainiB3
ptogram is reported to be a successful part of an AIIrassisted Project in the
Menoufia gOl1ernorate to integrate health services with other services at
the ccmnunity level.

'!he clinic orientation received by health personnel during their fonnal
trainin;J, cari>ined with an emphasis on the routine in the Ministry's service
norms, Produces a Passive attitude aroong Ministry health personnel.
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Patients are expected to came to the clinic and little emphasis is placed on
outreach or follow-up activities. Despite a large nlJl'lt)er of paramedical per
sonnel, the physician is expected to make personal contact with practically
all clients at every clinic visit. Even in rural areas, other personnel are
su~ to carry out only specialized functions. They are not authorized to
screen patients and refer them selectively to the physician. Yet, because of
the frequent absence of physicians, it is likely that much care is actually
given by auxiliary personnel. '!be paradox of having many doctors in Egypt
and large graduating classes exerts pressure for unnecessary and inawropri
ate roles for them.

Low utilization and productivity significantly contribute to high mor
tality fran preventable or easily cured diseases. Deaths fran the infectious
diseases - measles and polio, for exanple - are preventable by inmuni
zations. r-t:>st deaths fran infant diarrhea are preventable, regardless of
specific etiology, by oral rehydration. Widespread practice of this sirrple
technique oould save I1DSt of the infant lives that currently are lost fran
diarrhea. In a recent pilot test,~ supported Partially by UNICEF, of 260
children with diarrhea who came to a maternal and child health center between
May aoo OCtober 1977 and received oral rehydration, only one died. UNICEF
will be providing the Ministry with eoough packets of rehydration ~rs to
stock about half of the Ministry's ambulatory care clinics annually for the
next few years. '!be Ministry plans to train at least one person in each
clinic in this technique.

Key Ministry of Health officials also are concerned about the quality
of care that is being delivered. They oote, for exanple, that their physi
cians too often prescribe potent antibiotics or drugs that are not iooicated
for the coooition being treated and have potential for iatrogenic illness.
Penicillin vials to which streptanycin has been added frequently are pre
scribed for bronchitis. '!his practice may be an ill~trationof the physi
cian canplying with the expectations of the patient. The belief is perva
sive am:>ng large se<Jllents of the Egyptian pcp1lation that providing ioocu
lations or pills are the distinguishing, if not the only, services of modem
medicine. '!be Ministry officials also ooted that if there is stethoscopic
suggestion of rheumatic valvular heart disease, many physicians curtail the
physical exertion level of the child, a practice that clearly is oot iooi
cated by current koowledge.

United States Cooperation and Assistance. AID is supporting t\«> major
projects to improve primary care services in Egypt. '!he first, a five-year
project initiated in 1977, focusses on productivity in rural health service
outlets.9/ '!he project will test techniques to improve ccmnunications and
transportation, and management and supervision through in-service training
courses. Also to be studied are the use of financial and other incentives
to increase the rootivation of health personnel. AID is providing about
$8,500,000 for the life of the project. westiBJhouse Health Systems is
providing technical assistance on the project under direct contract with the
Ministry of Health. '!be project will cover ccmnunities in eight districts
of four goveroorates, involving about 10 percent of the Ministry's rural

78



health facilities in tix>se gOl1ernorates. '!be project aims to develop
effective teclmiques that ~ld be replicable throughout the Ministry's rural
health system.

1be secx>OO AID Project,lO/ planned to begin in late 1978, is to assist
the Ministry to impI'OlJe access to facilities in three health zones in cairo
by improving coordination of the Ministry of Health aM cairo University
health care facilities, upgrading ten maternal and child health centers,
building eight new general urban health centers, and establishing a center
for social and preventive medicine at the cairo University Pediatric Hospital.
AID will provide about $25,000,000 over the five-year life of the project,
which is about 60 percent of the total cost.

1be Institute of Medicine carmittee has two suggestions for strengthen
ing those projects. '!be first is to IOOre sharply focus the Projects' goals
by SPecifying reductions in infant, preschool child, and maternal IOOrtality
rates to be achieved, with a concanitant eg>hasis on selected service activi
ties necessary to achieve them. '!be secooo is to help the Ministry's system
becane less passive - place IOOre enptasis on inproving outreach and health
status surveillance activities in the carmunities.

With the exception of a few urban areas - cairo and Alexandria in~
ticular - aM perhaps a few rural areas, the lack of ambulatory care facili
ties is oot preventing access to, or utilization of, the Ministry's primary
care services. Helping to improve the productivity of existing clinics
sl'n.1ld have a higher priority for AID than assisting in the construction of
additional lO'rproductivity clinics. Improving productivity across the full
range of primary care services will involve a lOBJ-term effort because of the
limited resources likely to be available to the Ministry of Health, even with
generous external assistance. Because an infrastructure developnent strategy,
that is, ~ing ccmnunications and transportation, maintenance and repair,
and adninistration and management, might be exPected to ultimately improve
productivity in all primary care services, this might seem to be a desirable
strategic choice for AID. However, the effects of such an awroach on the
health status of the Egyptian people would be diffuse and distant, and
altb:x1gh gains might be widespread, they ~ld tend to be IOOdest on any given
indicator. foDre preventable deaths would occur than would be necessary dur
ing the inplementation period.

1be camdttee believes that it would be preferable to focus on inproving
specific health services that have been deJoonstrated to be effective in
achieving a limited ml'ober of SPecific health status outcanes. With this
approach, efforts to improve adninistration and management, maintenance and
repair, training, and other support functions would be keyed to the SPecific
services that are to be streBJthened to aCOCllplish targeted health status out
oanes. In this way the ~t of AID investments on health status will be
realized IlIJCh sooner. Outcanes, even though limited to a few health needs,
would be equitably distributed.

This awroach has other potential benefits. Successful achievement of
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limited objectives should provide much needed motivational reinforcement to
health care personnel, many of whan are oriented toward service routines,
rather than service outcanes. Given the level of resources available, selec
tive health improvements can be targeted on a nationwide basis, rather than
seeking across-the-board improvements in limited pilot or denonstration pro
ject areas. Finally, readily visible achievements fran using a few services
may encourage increased utilization of other services offered in the Minis
try's system.

'!be conmittee recoomems, therefore, that future AID sugx:>rt for assist
ing the Ministry of Health in primary care services in Egypt be directed at
achieving a few health status outcanes through i.rrproving specific services
related to those outcanes. For the inmediate future, the cxmnittee feels
that targeted reductions in infant, preschool child, am maternal mortality
rates should have the highest priority for AID. '!he cxmnittee is convinced
that a 50 percent reduction in these mortality rates is achievable within 5
to 10 years. service improvement should concentrate on oral rehydration,
irnmmizations, and a limited nll'llber of other maternal and child health ser
vices, including nutritional aids and counselling and family planning (see
O1apter 1). '!be camtittee believes that, properly designed am phased, such
an initial program ex>uld be implemented nationwide within five years. It
will not be an easy task; the administrative problems that will need to be
addressed are canplex. However, the ccr.mittee bel ieves the Ministry of Health
has the capacity to implement such a program with AID CXlOperation am
assistance.

Improvements in productivity must be accanpanied by increased population
COlJerage and utilization if the targeted health status outoane objectives are
to be achieved. ~re than an increase in visits to the banes by clinic
personnel is required. OUtreach personnel are needed !!I who will encourage
and facilitate increased use of the Ministry's service outlets on a regular
basis, comuct a continual surveillance of the cxmnunity to identify members
who are in need of particular health care services (~.9..' an infant with per
sistent diarrhea), and perfonn sane functions not currently being perfonned
by clinic personnel, or that are better performed in the hane (~.9.., personal
hygiene health education).

'!be ccmnittee recoomems that future AID sugx:>rt to strengthen primary
care services in Egypt emphasize local surveillance and outreach programs to
assure that strengthened services are delivered to those nost in need of them
and to encourage mre utilization of the Ministry's health services. carmuni
ty health workers could be recruited and trained to perfonn outreach func
tions. '!be use of school health visitors in certain areas in a rhel.ltlatic
heart detection am treatment program suggests the feasibility of using can
munity health workers on a part-time basis. '!he use of dayas in such a pr0
gram should be explored. '!be role of these paraprofessionals would be to
canplement the established roles of clinic health professionals, even tlx>se
who are expected to make hane visits. In a carmunity, whether urban or rural,
nost of the peq>le in the "neighborhood" krxJw when a wanan has passed mid
pregnancy and certainly when she has given birth. '!bere is no reason for the
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health clinic to be excluded fran that infonnation. Nor is there any reason
why a trained nurse-midwife should spend her time trying to obtain that infor
mation~ her skills are better utilized providing the maternal and child
health services needed by the clients identified in the clinic, or at hane if
necessary.

Hospital Services

Bed 5ug>ly and OCcupancy. Although the national bed to population ratio
is about 2 per 1,000, in Alexandria it is about 6 per 1,000, in cairo 2 per
1,000, and in rural areas, approximately 0.5 per 1,000. 'Ibe Institute of
Medicine study group observed that beds were used to capacity in university
hospitals and that the beds of gO\Ternorate general hospitals, the Health
Insurance Organization and the Curative Organizations' hospitals, and many of
the larger urban district general hospitals also appeared to be well utilized.
But, smaller district general hospitals in rural governorates and in rural
health centers and hospitals appeared to be greatly underutilized. Data for
fiscal year 1974, the rrost recent that oould be obtained, s1'xJwed a 77 percent
occupancy rate in Ministry hospitals and an average length of stay of 10.4
days per patient. AltOOugh there does not appear to be a shortage of hospi
tal beds in Egypt, the demand for university teaching hospital beds exceeds
the supply.

A1Ioost all hospitals in Egypt are poorly maintained and equipped. 'Ibey
are in a state of serious disrepair and many stx:xJld be replaced. 'Ibis ~ld
seem to suggest that a massive program for replacement of existing hospitals,
with IOOdem, well-equipped facilities, ~ld be a high priority. However,
because hospital management skills are lacking, a broad program of construc
tion of new facilities ~ld result in much wasted capital investment. Even
the newest and best-equipped hospitals are inefficiently managed, and have
already fallen into a state of disrepair.

A great deal needs to be done, Particularly in cairo, to improve hospi
tal facilities and program planning. Altlxxlgh the central governnent cen
troIs the allocation of capital to all the major hospitals of Egypt, there is
substantial evidence of major duplication of expensive equipnent and services
in sane areas, and a total lack of hospital beds in other areas. There seems
to be little program coordination arooD3 institutions. '!be OI1ercrowding in
sane institutions and the under-utilization of others in the same city
apparently reflects such factors as perceived differences in quality of
patient care, ill-defined hospital service areas and missions, maldistribu
tion of beds, and unnecessary oanpetition anDlg hospitals.

Patient-care Activity. Citizens may present themselves at any gOl1ern
ment medical facility for health care. Many believe that the quality of medi
cal care in university hospitals is superior to that provided by district and
governorate general hospitals. 'Ibis system of self-referral results in out
patient deparbnents of university hospitals bearing a disptoportionate share
of urban ant>ulatory care services in relation to available resources. It is
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reported that sane 7 percent of patient encounters in these outpatient facili
ties results in a hospital adnission. OCCupancy rates in excess of 100 per
cent are not unusual in university hospitals (many instances were obse~ed of
two patients sharing the same bed). Problems of patient management often
stem fran delays in diagnostic x-ray and laboratory tests.

The mix of inpatient diagnoses seems quite similar in the cairo Univer
sity and Ministry of Health hospitals, if allowances are made for differences
in the canposition of categories. Tables 3 am 6 in Chapter 4 proIlide infor
mation about aggregate patient-days utilized in the roost active services. In
roost of the services, the average length of stay is at least twice that of
canparable hospitals in the United States. '!be roost obvious exception is
orthopedics which aFPears to have a relatively low average length of stay by
virtue of a different patient mix. A large portion of admissions consists of
sprains am fractures that ~ld be cared for on an outpatient basis in the
United States.

'!he impression of the Institute of Medicine study group was that techni
cal medical expertise is not the critical constraint that limits performance
of the hospital system. Rather the following factors aFPear important.

• 'lhe low salaries of physicians emploYed by the governnent forces them to
engage in private practice to slJR>lement their incanes. '!heir short \«>rk
ing hours contribute to serious under-utilization of important and expen
sive clinical support se~ices, such as radiology, in goveITl'llent hospitals.

• AltOOugh the sug;>ly of physicians in general is aI'li>le, there are signifi
cant shortages in particular specialties, !.g., anesthesiology and o~
pedic surgery.

• '!be staff providing clinical suwort services is strikingly deficient in
training and experience.

• '!be technical staff responsible for maintenance and repair of equipnent is
similarly deficient. As a result, there is rapid deterioration of plant
and a serious am:>unt of equipnent "downtime".

• Inadequate overall budgetary SUWOrt, coupled with deficient inventory
control, create frequent shortages of sUWlies with resulting delays in
patient care, inadequate patient care, or irx3ividual patient forays into
the private sector.

• Unit medical records for inpatients are the exception rather than the rule.

• Current statistical reporting and lack of analytic capacity do not peI11lit
the early identification of medical care problems or inefficiencies in uti
lization of resources.

Hospital Administration. '!he directors of hospitals in Egypt are usu
ally Iilysicians. Few have had management training, and many serve only part
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time in their hospital administration roles. Many have accepted these jobs
to gain oore time to see private patients and to free time that they other
wise would render in public health care delivery. '!he financial incentive
for them to spend full time in a hospital adninistrative post is very weak.

Management skills at the middle management level are alIoost totally lack
ing. Very few persons have s~rt skills - financial and personnel manage
ment, patient, work or service scheduling, plant and equipnent maintenance,
hospital housekeeping, medical records technology, or operations research.
'Ibere is poor coordination between interdependent hospital departments.

Kl'DWledge of construction planning and management awears to be
deficient in Egypt. It is difficult to determine just how serious this is
because many construction projects are severely delayed for lack of funds.
For example, construction on a new 380 bed district hospital in the Al
Gharbiyah governorate, that had only begun functioning about two weeks prior
to an Institute of Medicine study group visit, was started 10 years earlier.
sane of the major pieces of capital equipnent had been in crates in ware
houses in Egypt between 5 and 8 years waiting for the hospital's canpletion.
'Itle rate of inflation for oonstruction costs in Egypt is reported to be about
10 to 12 percent per year - close to that of the United States and other
countries. Altb:>ugh there is a severe shortage of capital for invesbnent in
Egypt, it is likely that the scarce resources available would be better
invested if there were upgrading in these technical areas.

Much needs to be done to upgrade and improve the work being done through
out the hospital sector in functional program planning, facilities design,
planning methodology, and equipnent planning. It would awear that even the
newest hospitals being built and occupied are designed using the outdated
concepts of hospitals several decades old.

United States Cooperation and Assistance. To date, United States c0

operation and assistance in the hospital sector has been roodest. sane short
term fellowships in American universities have been provided by AID to Egyp
tian hospital administrators and service chiefs. One canponent of the AID
urban health deoonstration project in Cairo will involve improving coordi
nation of both free-standing ant>ulatory care units and hospital services.
This project apparently will oot attempt to roodify the existing self-referral
system. '!he Joint working Group on Medical Cooperation also has sponsored
tertiary care projects in nephrology services, including chronic heIoodialysis
equipnent and transplant team training; neonatal services; and cancer control
services.'!y The National SCience Foundation has sU[.p)rted the installation
of a diagnostic ultrasound imaging facility at the Cairo University Hospital.
'!he American Institute of Biological SCiences has been assisting in the devel
opnent of bachelor's and diplana programs in bianedical engineering at the
same university, and the establishment there of a research and maintenance
center for scientific and and electranedical equipnent - gaseous and chemi
cal devices, analog and digital c:anputers, and radiation devices •.w

'!here currently are two graduate-level hospital adninistration Programs
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in Egypt - ale at the High Institute of Public Health in Alexamria and the
other at the Cairo University School of Ccmnerce. The fonner, although long
established, has very few students, primarily physicians~ the latter is only
three years old and has graduated just a few students. The Institute of
Medicine comnittee recomrends that AID sUgx>rt strengthening am expanding
these two graduate programs to meet executive-level hospital administration
needs in Egypt. The conmittee further recarrrends that AID assist these
schools, in cooperation with the Ministry of Health, to develq> a program of
continuing, short-term, in-service training for hospital administrators.
The Institute of Medicine study group did not have time to explore undergradu
ate training in hospital management support functions. Therefore, the ccmnit
tee recamends that AID sUgx>rt a short-tenn planning am feasibility study
that will assess undergraduate education am training in hospital management
sUgx>rt skills am prepare reccmnendations for future United States ooopera
tion am assistance to meet this critical manp;?Wer need.

The relative surplus of physician manpower oanpared to other resources
such as transport am ccmnunications has encouraged the Ministry of Health to
adopt a policy of constructi~ 4o-bed hospitals in rural areas. The Ministry
plans to convert 140 rural centers to rural hospitals during the 1978-82 time
period (see Appendix) • Their mission includes sane kinds of elective and
emergency surgery, non-routine deliveries, early management of accidents, am
secoooary care of the roore camon medical problems. Despite the obvious exis
tence of unmet medical needs, JOOSt of the Ministry's rural health centers and
hospitals, am sane of the smaller district general hospitals, were observed
by the Institute of Medicine study group to be grossly under-utilized. '!he
Ministry's statistical summary for 1976 indicates that there were about three
inpatient discharges for the year for each bed in rural centers and hospitals.
The cannitment to the provision of secondary care, backed by the full-time
assignment of qualified surgeons in the rural hospitals, has resulted in the
establishment of service nonns, notably elective surgery, that frequently are
beycn3 the support capability of those hospitals. The rural hospital strate
gy also has stirrulated a demand for specialists in short sUWly, such as
anesthesiologists, whose time cannot be used efficiently in a small hospital.

Asslllling an improved emergency medical services capacity that can be
used to move patients - with treatment enroute - the ccmnittee believes the
rural hospital strategy merits reexamination. Therefore, the carmittee
suggests that AID encourage, and consider sllPlX?rt for, a Ministry of Health
assessment of the benefits and costs of shifting many eatp?l'lents of secondary
care to the larger district am governorate general hospitals.

Laboratory capabilities often are inappropriate to the mission of the
particular clinical unit to which the laboratory belongs. Two exaJIt)les illus
trate this problem. one is a rural hospital expected to carry out CCIlPli
cated deliveries. Its laboratory could perfonn henoglobin, blood sugar am
blood urea and, the Institute of Medicine study group was assured, oould do a
serum cholesterol am uric acid if requested to do so. '!he latter tests have
no therapeutic implications in the context of the hospital's mission. The
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simpler determination of Rh blood group would have been useful, but was not
available. At the other end of the hospital spectnnn, the laboratory for a
referral center for the management of diabetes mellitus, including diabetic
ketoacidosis, offered hepatic enzyme determinations, but oould oot do a serllt\
total 002. '!be former have no impact on emergency management, while the lat
ter is crucial for guiding therapy of severe ketoacidosis. '!he frequency of
use of laboratory tests was observed to be two or three orders of magnitude
below that of canparable hospital settings in the United States. Clinicians
in all hospitals visited were unanim::>us in reporting to the Institute of Medi
cine study group that the accuracy and reliability of clinical tests were
universal Problems. '!hus, a more awropriate choice of laboratory offerings,
an increase in their utilization, and imprCNements in their quality, could
have a significant impact on patient care in Egypt. '!he carmittee suggests,
therefore, that AID encourage and consider support for the Ministry of Health
to review and assess the content of its reccmrended laboratory services at
each of the levels of hospital inpatient care and, to improve quality control,
the periodic testing of laboratory personnel through use of serum sanples of
known caflX?Sition.

'!he problem of a deficient capability for maintaining and repairing
plant and equipnent has two major consequences: rapid deterioration of
buildings and an unacceptable level of downtime of equipnent. '!he former
interferes with maintaining reasonable staOOards of cleanliness and c0n

venience J the latter is one cause of delay in patient work-ups, and hence of
inefficient utilization of professional time and of prolonged hospital stays.
'!he problem has at least three canponents. First, there is an absolute
shortage of qualified technicians able to provide simple maintenance and
repair. Second, major equipnent is purchased fran a wide variety of vendors
which canplicates the training of personnel and the stocking of spare parts.
'!bird, the quality of the equipnent in sane cases is inferior, leading to
frequent breakOOwns.

'!he shortage of qualified technicians is nationwide. Until the problem
is addressed nationally, attempts to expand entry-level employment require
ments for health technicians is unlikely to result in any real gain in Minis
try facilities. However, the carmittee suggests that AID consider providing
support to the Ministry of Health for establishment of a national facility
capable of developing equipnent specifications and staOOards for hospital use,
evaluating those of equipnent manufacturers, testing equipnent for perfor
mance against specifications, and developing a limited set of reccmnended
vendors for each category of equipnent. For most categories of equipnent,
particularly the lOOre canplex diagnostic and treatment items, manufacturers
should be expected to provide an initial supply of spare parts, initial main
tenance and repair, and training programs for Egyptian technicians for c0n

tinuing maintenance and repair.

'!be quality of hospital medical records ranges fran their absence to a
brief, but well organized, unit record system with a discharge surrmary for
each aanission. In most instances, the record is not of the unit type, is
very brief, and the diagooses frequently are oot in a form that permit ICD
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coding. '!here are significant deficiencies in the quality and timeliness,
and hence the usefulness, of the statistical reports developed by hospital
units at every level. In only one instance was the Institute of Medicine
study group able to get routine information on patient mix by diagnostic cate
gory, numbers of patients, or average length of stay. '!he carmittee suggests
that AID consider support for the developnent of an appropriate hospital data
reporting system in Egypt that includes both patient record and services
utilization information. The carmittee also suggests that AID consider sUEr
port for strengthening and expanding education programs for medical record
librarians.

Two programs for the henvdialytic management of chronic renal failure
patients were observed by the Institute of Medicine study group. Costs per
patient were estimated by the clinicians involved to be $9-10,000 per year at
a minimum. The Institute of Medicine study group also was briefed on prelimi
nary plans within the Ministry of Health to expand this service nationwide.
A similar situation exists with respect to coronary artery by-pass surgery.
In a health care system as severely constrained as Egypt's, it is difficult
to justify major prograras of United States support for such high cost ser
vices considering the urunet needs for other services that would have a
broader impact on the health status of the peq>le of Egypt. The carmittee
recorrrrends, therefore, that United States support not be used to encourage
the spread of high-cost tertia;y care teChnology until sufficient resources
are available to address the country's rrore widespread unmet needs for
prima;y and seconda;y care services.

'!he carmittee is convinced that the effects of the policy of paying low
salaries to physicians are so deleterious to efficient utilization of hospi
tal resources that alternative incentive schemes merit exploration. '!he phy
sicians' umerstaOOable preoccupation with private practice does not help
either the quality of care provided to inpatients of the Ministry of Health
or Ministry of Education hospitals, or the academic functions of medical
faculty. The carmittee suggests that AID explore with the Ministries of
Health and Education the possibility of providing support for a limited, prcr
spective, carefully evaluated trial of a full-time employment arrangement at
a few units of both the Minist;y of Health and Minist;y of Education systems,
allowing physician use of the facilities for private patients. '!he ~ittee
is under the impression that the University of Tanta Medical School hospital
is willing to ex~riment with this reform, for example. '!he experiment
should be adequately supported so that its econanic, educational, and clini
cal consequences can be fully documented.

The ccmnittee recarmends that AID not support an increase in hospital
beds. However, AID should be prepared to support renovation, replacement,
or conversion of beds in existing facilities that would help redress maldis
tribution problems such as the lack of teaching beds am the shortage of
general acute care beds in certain urban areas. '!he ccmnittee suggests that
AID consider providing support for American technical expertise in hospital
architectural design, facilities engineering, construction management, and
equiprent planning for Minist;y of Health construction projects, whether or
not supported with AID capital assistance.
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Emergency Medical services

Background. Historically, emergency medical services were provided
throughout Egypt by voluntary organizations fumed through charity donations.
'!his source of funding gradually diminished after 1952 and the emergency medi
cal services deteriorated. In 1966, the goverrment required the governorates
to provide emergency medical services under the general policy direction of
the Ministry of Health. '!he governorates, lnwever, did not have sufficient
resources to implement the policies of the Ministry, or to maintain the vehi
cles and equipnent provided through foreign assistance. In 1975, a new presi
dential decree gave increased responsibility to the Ministry of Health for
assuring an adequate nationwide system, a charge that became a high priority
for the Ministry. In that same year, the Ministry requested - through the
Joint Working Group on Medical Cooporation - United States cooperation and
assistance to establish a system of emergency medical services.

Need. As indicated in Table 2 in Chapter 4, accidents, poisoniRJ, and
violence, taken together, are a leading cause of reported deaths for Egyp
tians between the ages of 5 and 34. Tables 3 and 5 in that chapter showed
the high demand on hospital services stenming fran those causes. Yet of all
adnissions to emergency roans in Egypt, only about 10 percent arrive in an
emergency medical service vehicle. In one study of patients seen in the emer
gency roan of the Alexandria University hospital, about 53 percent were acci
dent victims. Of these, 60 percent were judged to have required rapid life
sustaining or disability-reducing intervention1 only 20 percent came in an
emergency medical service vehicle1 and of these, only about one-fourth
received first-aid enroute.14/

In addition to its potential for directly reducing roortality rates and
temporary and permanent disabilities, an improved emergency medical services
capability could have :iJrp:>rtant indirect effects. A patient transport system
with a capacity for treabnent enroute s1'x>uld reduce pressures for the c0n

struction of new hospital beds and allow develq:ment of a referral system to
reduce the need for replication of expensive secondary care services in small
rural health centers and hospitals. A successful system would encourage use
of other Ministry of Health services by many Egyptians who currently turn to
traditional practitioners for health care.

The existing emergency medical service organization is urban-oriented.
Each of the governorate's capital cities has a major center that, in addition
to having a first-aid roan and vehicles for dispatching, serves as a storage,
maintenance and training center for the governorate's system. '!here are
about 220 subsidiary first-aid stations affiliated with the major centers.
Each of these subsidiary stations, sanetimes attached to hospitals, but roore
frequently freestandiRJ, operates with two first-aid attendants and one or
roore vehicles. With the exception of parts of the cairo and Alexandria
system, there are no oamtunication links between the major centers and sub
sidiary stations. Although the major centers have telephones and also are
linked with the police radio system, the subsidiary stations depend on police
patrols and passing pedestrians or vehicles to report emergencies. Only a
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few of the subsidiary stations have a telephone.

In 1976, there were a1:x>ut 1,200 vehicles in the system. lSI AltOOugh
identified as ambulances, IOOSt of the vehicles had no life-sustaining or medi
cal treatment equipnent, and no carmunications capability. There was a short
age of spare parts and of mechanics. only about half of the vehicles were in
operating condition at any time. '!here were a1:x>ut 1,100 professional drivers
with no first-aid responsibilities or training and about 1,300 first-aid
attendants, of whan a1:x>ut one-fourth had received formal first-aid training.
'!here are about 200 hospitals in Egypt with emergency roans. For the most
part, these are large roans with only limited first-aid suwlies and a few
beds. While first-aid may be provided to sane patients, these areas function
primarily as triage centers, dispatching patients to other hospital service
areas. Only a few have resuscitation or x-ray equipnent, blcxXI banks, or any
laboratory diagnostic capacity. '!he physicians assigned to these emergency
reception areas are house officers.

United States Cooperation and Assistance. Under the auspices of the
Joint Working Group on Medical Cooperation, the Health Services Adninistra
tion of the Department of Health, Education, and Welfare has assisted the
Ministry of Health to prepare a docunent describing the goals of a natioowide
emergency medical services system and identifying initial planning directions.
It also assisted the Ministry in developing delOOnstration projects in both
Cairo and Alexandria. For this project, AID has financed the purchase of
IOOSt of the ant>ulances, caununications, and emergency roan equipnent required,
and the Ministry will fund the reI'lDdelling of emergency reception roans in a
number of hospitals in both cities. The Health services Administration will
Provide technical advice in implementation and evaluation of the project.161
Costs will be covered by Special Foreign Currency Program funds. Since 1975,
the United States Department of Transportation's 8l-hour emergency medical
technician course has been established at six different locations in Egypt
and over 800 emergency medical service personnel have canpleted the course.
In cooperation with the Health services Adninistration, AID has provided a
number of participant training programs, both short-term and long-term, in
the United States for Egyptian physicians who will be involved in the derron
stration project or subsequently in the nationwide system.

The Institute of Medicine carmittee recarmends that AID assist the
Egyptian government plan and implement an i.nJ>roved nationwide sfstem of
emergency medical services. '!he caunittee believes that the Unlted States
can provide critical support to Egypt for establishing an appropriate system
of services that will reduce unnecessary IOOrtality fran emergent conditions.
'!he Ministry of Health doctment prepared with the assistance of the Health
services Administratioo - "'!he Arab Republic of Egypt Conprehensive Emergen
cy Medical services Plan" - is an excellent starting point. It essentially
is a planning framework that requires refinement and further developnent.

'!he ccmnittee is sensitive to the fact that the emergency medical ser
vices field tends to be susceptible to the procurement of CCIlPlex technology
that frequently is unnecessary and always costly. For this reason, the
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ccmnittee stresses the need for collection am analysis of information that
will allow the developnent of a system JOOSt a~ropriate to Egypt's needs and
circll1lStances. Much useful infonnation should be forthcaning fran the plan
ned evaluation of the cairo am Alexandria deIoonstration projects. EbliIever,
those projects alone will not provide the infonnation needed for design of a
natioowide system. Both cairo and Alexandria represent unique urban areas,
and the operation of emergency medical services in those cities is not likely
to be generalizable to all other urban areas throughout Egypt. Studies
should be initiated soon in other areas to determine typical emergency sce
narios, to inventory existing manpower, facility and equipnent resources, and
to examine the non-emergency roles that an improved system could perfOI1ll,
such as patient transfer and referral. Such studies in different geographic
regions, with careful analyses of the initial am recurring costs of alterna
tive system designs, are necessary if the basic specificatioos for a nation
wide system are to be awroPriate.

Design of a canprehensive system should include a realistic timetable
and budget that provide for the developnent of sufficient managerial capaci
ties am proper operation am maintenance of equipnent. 'Ibe mnbers and
types of vehicles needed, along with their equipnent configurations, sWuld
be specified. 'Ibe aIOOlD'lts am kinds of equipnent needed in hospital emergen
cy roans and first-aid stations slnlld be detemined, including the milDer of
such facilities needing reoovatioo. 'Ibe high incidence of mortality and
IOOrbidity fran bums suggests that consideration be given to the need for spe
cial reg ional ized burn centers in selected areas. 'Ibe poor telephone system
in Egypt presents special ccmnunicatioos design requirements. Principal reli
ance for intra-system ccmnunications will have to be placed on radio. 'Ibe
system will have to be coominated with the police and fire department radio
systems. In addition, citizens need cawenient ways of reporti1'¥] emergencies.
Training programs will have to be developed am carried out for system adnin
istrators, physicians, nurses, hospital technicians, ant>ulance attendants and
drivers, and maintenance and repair technicians. Rencwation and equi~ing of
hospital emergency rCXJ1lS am first-aid stations, am installation of radio
ccmnunications systems, slnlld be synchroniZed with the purchase of ant>u
lances. Maintenance and repair facilities and spare parts inventories and
sUR>ly systems will have to be developed.

Finally, the cxmnittee suggests that AID consider support of cooperative
research projects on the etiology of accidents, violence, and poisoning in
Egypt. 'Ibe aim of such studies should be to reduce the high incidence of
these events through effective preventive measures.

Financing Health Care services

Per capita national expenditures for health care services in Egypt can
be estimated by using the Ministry of Health's assUtPtion that awroximately
half of total national health expenditures are for pharmaceuticals. Sales
of pharamaceuticals totalled about L.E. 140 millioo, or 200 million dollars,*
* L.E. 1 • $1.43
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in 1977, although not all of the sales 'Nere danestic. Per capita public am
private health services expenditures in 1977, then, would have been sanewhere
between L.E. 7 and 8, or $10.00-$11.44. '!his correspoOOs with another esti
mate provided to the Institute of Medicine study group by the Ministry of
Health on the basis of a totally different set of assumptions involving can
parisons between per capita operating expenditures by the Health Insurance
Organization and the Ministry of Health. Total health services expenditures
were about 4.5% of gross domestic product in 1977.

Table 4 presents the 1976 and 1977 operating budgets for most of the
governnent's health sector. It will be noted that health accounted for 9 per
cent of the government's expenditure for all social services. '!he overall
governnent budget for 1977 was about L.E. 4 billion: or 7.5 billion dollars.
11/ About 30 percent of this total was spent for all social services and
roughly 2.75 percent was for health, acoording to the figures in Table 4.
However, because sane expenditures are not included, such as those of univer
sity hospitals, the JOOSt reasonable estimate is that roughly 3 percent of the
Egyptian government's annual operating budget was allocated for health.
(Information was not available on capital investment in the health sector
during 1977.) As noted in Chapter 3, the per capita government operating
expenditure for health in 1977 was about L.E. 2.9, or $4.15 annually.

'!he Ministry of Health system is underfinanced, but by how much is not
clear. The Health Insurance Ol:ganization, having canparable service nollNi,
has annual expenditures per enrollee between L.E. 12-14 or $17.15 to $20.00.
'!hus, to bring the Ministry of Health system up to that standard of perfor
mance would require an annual operating budget for the Ministry of L.E. 384
millioo, or 549 million dollars. '!he 1978 operating budget for the Ministry
of Health system is L.E. 102 million, or 145 million dollars, less than one
third of the projected requirement.

Another perspective on underfinancing can be gained fran the Ministry
of Health's proposal to the World Bank for sURX>rt of an integrated family
planning and maternal and child health project.l:Y In that proposal, the
Ministry estimated that it would cost about L.E. 350 million, or 500 million
dollars over a five-year period, to bring all maternal and child health am
family planning services to the service nonns desired, a third of which would
be for capital investment.

Still another perspective is offered in the January 1978 study of urban
health care services in the Greater cairo area carried out by the National
Institute of Planning in collaboration with the Ministry of Health.19/ In
that study, reference was made to a 1970 report by the Supreme Ccmnittee for
Greater cairo Planning on health facilities needed by 1990 in the Greater
cairo area. 'Ihat study estimated that a total of L.E. 175 million, or 250
million dollars (in 1970 values: in 1978 L.E., the estimate would be over L.E.
250 million, or 357.5 million dollars), would be required for capital invest
ment in health care facilities to meet the health needs of the Greater cairo
area in 1990, when a pop.1lation of 14.8 million persons was projected.
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Tables 5 and 6 display the Ministry of Health's budget for 1978 and a
projection of capital investment budgets and operating budgets for the
Ministry of Health to the year 1982, respectively. Regardless of which of
the three preceding ways of estimating urrlerfinancing is used, it is clear
that resources likely to be available during the 1978-82 period do not
approximate one-third of the anount required to finance the operation of the
Ministry of Health system according to its current structural configuration
and prescribed service oorms, even with generous foreign assistance. For
planning purposes, it is probably more realistic am useful to view the Minis
try's system as overextemed, rather than underfinanced. To have a signifi
cant impact on population health status, it would appear that the limited
furos available to the Ministry will have to be more shaq>ly focussed on spe
cific high priority health problems am services, rather than spreading
resources broadly in an attempt to address all problems sirrultaneously. Such
an approach will require an iJrproved Ministry capability, both at the central
and governorate levels, for program budgeting, accounting, and evaluation.

'nle Ministry currently uses a goverrunent-wide budget am aCOOlDlting
system that maximizes fiscal accountability. Furos are allocated by object
class - .!.~., salaries am wages, other operating expenses, am investment.
Furos are allocated to the governorate level using the same three major cate
gories, although, of course, there are finer breakdowns within each category
made by the Ministry for its own internal purposes and as guidance to the
governorate level. '!he Ministry infonned the Institute of Medicine study
group that there was 00 sanction prohibiting the Ministry fran developing and
using a health program budgeting am accounting system througoout the Minis
try system, as long as it CXXlld aggregate data according to the three govern
ment-wide bl.Jdgeting and accoW'ltiJ'¥] categories for carmunications with other
Ministries, the Prime Minister, and the Peoples' Assent>ly. '!he Institute of
Medicine conmittee suggests AID consider sugx>rt of a stooy to determine the
design requirements and cost estimates for installing a program budgeting and
accoW'lting system for the Ministry of Health.

'!he capability to corrluct program benefit/cost analyses is important for
selectiJ'¥] programs that will make the most efficient use of limited resources.
This in turn implies the need for obtaining data on system performance that
are relevant to specific program objectives, as well as awropriate fiscal
data. '!he cannittee believes that initially the developnent of this data
collection capacity stx>uld be on a program-by'-program basis. That is, evaltt
ation data stx:luld be collected as an integral part of each program initiative.
At sane point in the future, it may be timely to think more broadly of an
across-the-board national performance data system. Inp>rtant base-line data
should be forthcaning fran the study sponsored by the Joint WOrking Group on
Medical Cooperation and being corrlucted by the Ministry of Health to develop
a Health Profile of Egypt. '!he United States National center for Health Sta
tistics is participating in this cooperative endeavour.

'n1e Cairo and Alexandria Curative Organizations derive 90 percent of
their operating furos fran fees charged to private patients. As a result,
they have the most elaborate aCCOWlting am billing systems of any hospitals

91



in Egypt. '1be Minister of Health, by law, has final awroval rights on both
the operating budgets am the fees charged by these hospitals (excluding prc:r
fessional fees of attending physicians). The levels of charges are relative
ly roodest, am operating budgets, likewise, are limited. These organizations
have not been granted an opportunity to generate reserves for capital improve
ment am replacement. As a result, they are poorly equipped am struggle to
meet their operating expenditure requirements. Ten percent of the care they
render is for nonpaying patients. '!be goverrrnent provides a very IOOdest
rei.rrbursernent for this care. However, these organizations are reputed to pro
vide the best hospital care in the country, primarily because they have IOOre
flexibility in the use of their flD'lds than do other hospitals. 'Ihe governing
boards of the Curative Organizations feel that pemission to charge higher
fees am to accumulate sane capital blldJet reserves would significantly
increase the quality of care in the hospitals.

'1be Health Insurance Organization also is uOOer rigid Ministry of Health
control, and operates on minimal budgets. The organization's basic fuOOing
is fran employee contributions of 1 percent of gross salary matched by an
employer contribution of 3 percent. 'Ihe only exception to this is for govern
ment employees in areas other than Alexandria. '!hese were added IOOre recently
and the goverrrnent fouOO it oould not afford the 3 percent contribution. As
a result, the flD'lding base is 1/2 percent of gross salary fran the employee
and 1.5 percent fran the goverrment. These beneficiaries have a higher co
payment for services am pharamaceuticals; the national governnent subsidizes
part of the care that the premilllls do not cover. '!be revenue generated is
funneled to and through the Ministry of Finance in the central government.
Prior to 1978, revenues in excess of expenditures were not allowed to accllllU
late in a central capital or operating reserve account, and the capital needs
of the organization's hospitals were subsidized through Ministry of Health
budgets. In 1978, however, this policy was changed am in the future the
Health Insurance Organization will be able to accllt\ulate a portion of reve
nues in excess of expenditures for capital needs.

Virtually all the care in Ministry of Health hospitals is free, with
almost all of the flD'lds for their operating and capital budgets provided
through the governorates by the central goverrrnent fran general revenues.
There are exceptions: fees are charged on a limited basis - both to
patients and to visitors caning to stay with patients in the hospital - for
a higher quality of roan acc:cmoodations am food service than noIlllally is
provided free. All proceeds fran the local fees remain within the governor
ate and can be used at the discretion of the governorate Director General of
Health. While in roost cases the anounts generated by fees are IOOdest, the
governorate general hospital in Damunhur, Al Buhayrah, had succeeded in fi
nancing the construction and equipnent costs of a separate inpatient nursing
tower at the governorate hospital alIrost exclusively fran locally generated
funds.

Over the long haul, Ministry of Health officials envision that econanic
developnent, with increasing prcrluctive employment am higher per capita per
sonal ineanes, will lead to a reduced demand on the Ministry of Health system.
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An increase in utilization of the private health care system is anticipated,
but IOOre importantly a spread in coverage by the Health Insurance Organization
is foreseen as a key develq:ment. The Ministry of Health has develqled a plan
for offering this insurance coverage to various population groupiRls current
ly not enrolled, but progress has not been as rapid as planned or desired.
Alttx>ugh ~loyees who are in the system are well satisfied, currently UJ"lCOIl

ered ~loyees and ~loyers resist joining the program. The availability of
free health care in the Ministry of Health system, the desire of errployees to
use any increases in disposable incane for :improving their material standard
of liviRl, and the desire of errployers to use increased resources for capital
investment, all have been mentioned as factors underlYiRl this resistance.

The carmittee reccmnends that AID sugx>rt a program of marketiRl and
economic analyses designed to assist the Ministry of Health achieve its goal
of expanding enrollment in the Health Insurance Organization plan.

Phannaceutical Products

About 80 percent of the drugs oonsll1led in Egypt are either manufactured
there fran imported fine chemicals, or packaged in Egypt fran imported bulk
<Ru3s. '!he phcmnaceutical imustry has the potential for making a signifi
cant oontribution to Egypt's eoorx:mic develq:ment.

Overall Structure

Egypt has a national importiBJ canpany, seven national drug manufactur
ing canpanies, three joint lXlblic-private manufacturing ventures with Swiss
Pharma, Hoechst and Pfizer, and a national distribution canpany. Squibb has
a wholly-owned manufacturing oanpany under developnent.

'!he national i.Jll:x>rtiBJ canpany handles all imports for the health sector
in Egypt, includiRl laboratory chemicals and equipnent. About 95 percent of
the fine chemicals used in manufacturiBJ are imported. A small nll1lber of
fine chemicals are produced by the Nasr canpany in Abu Zabbal: several sulfa
drugs, tolbutamide, chloranpllenicol, pnx:aine penicillin, tetracycline, micro
biological media, sane laboratory regents, and a few solvents (~'9.., absolute
alcohol) •

'!he scope of the products manufactured or packaged in Egypt is large:
all therapeutic classes and dose forms are covered and there are several
strengths of sane products, as well as mrnerous cCJ'lt>inations. About 3,000
products are available. Only narootics, amphetanines, Ritalin, and hypl'¥)tics
require a prescription. '!he national distribution canpany receives all
imported drugs and about one-half of tOOse produced danestically: the other
half of the manufactured products go to private pharmacies. Only a very
small percentage of the manufactured drugs are exported.

'!he national oanpanies are peI1llitted to make a profit, although all

93



prices are regulated by the Ministry of Health. About two-thirds of this
profit is returned to the gCNeIl11lent, and the remaining third used for
employee incentives and capital investment. '!he :inp:>rting company reported
a profit of 9.5 percent in 1977~ the manufacturing companies averaged about
half that rate. '!he distributing company has not shown a profit, apparently
because of rigid price controls that do not allow it to offset losses on
items that must be sold below cost. '!he gCNernnent has subsidized the dis
tributing canpany's losses.

Drug registration is the responsibility of the Uooer secretary for
Pharmaceutical Affairs. Determinations of what quantities are to be prcrluced
are usually made by the Board of Directors of each company and/or its Sales
Manager. '!here is no centralized planning or rronitoring of these decisions.
'!here is sentiment among sane menbers of the manufacturing companies and offi
cials in the Ministry of Health that the General Organization for Phannaceuti
cals, Chemicals and Medical AR>liances (OOPCA), which previously provided
centralized planning and coordination of prcrluct manufacturiBj, should be
revitalized and again assigned those roles. Manufacturing firms are in
spected regularly by the Ministry of Health. Emphasis is on sant>liBj, but
the inspectors occasionally evaluate good manufacturing practices. All
samples are analyzed by the National Organization for Drug Control and
Research (OOOCAR).

Licensing of pharmacists is the responsibility of the UOOer secretary
for Phannaceutical Affairs. '!he license is permanent and can only be re
sciooed for serious cause. Private pharmacies also are licensed by the UOOer
secretary. '!here is a regulation that no new phannacy can be located closer
than 100 meters to an existing one. '!he Licensing Division checks on safety,
sanitary conditions, equipnent, storage facilities (including refrigerator),
water supply and reference books that are available. Premises and products
are inspected by the Ministry annually~ the dating on drugs is checked and
samples taken for later analysis by OOOCAR laboratories.

Current Status

Inp?rtation. '!he cost of importing chemicals and finished goods is high
and it is necessary to carry excessive inventories of sUWlies at many levels.
Still, there frequently is a shortage of critical materials. It would a~ar

to be advantageous to expand the fine chemicals iooustry in Egypt to prcrluce
raw materials fran either the starting canpounds or fran intermediate chemi
cals. The Nasr Conpany, which prcrluces fine chemicals, is only operating at
about 25 percent of its present capacity and there a~ars to be adequate
land available for expansion of their physical plant. It has excellent
sources of water, power, steam, and other necessary services. It has excel
lent maintenance and repair shops and is capable of prcrlucing many of its
own machines, parts, and tools. '!he canpany does have problems in obtaining
licenses for prcrluction of raw materials and has difficulty in obtaining sane
starting canpounds (~.9.., petrochemicals). The firm also needs technical
assistance in methods of synthesis and process control.
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'lhere is need to set more rigid staOOards for importation, particularly
for equipnent and instrlJ'Rents. At present, there are nultiple slJR)liers am
a lack of staOOardization. Many suwliers do not maintain technical offices
in Egypt and it is difficult to keep equipnent in operation.

Manufacturing. '!be manufacturers are i.mproving their quality control
and quality assurance systems. IJrplementation of good manufacturing prac
tices has begun, but has progressed unevenly annng the canpanies. Most are
attempting to control raw materials and finished products, are doing stabili
ty testi1'¥], and are usi1'¥] relatively good master fonrulas and batch sheets.
'lhere is marked variation fran one firm to aoother in building and equipnent
maintenance, in-process controls, and packaging and labelling controls. Only
two of four canpanies visited were doi1'¥] significant work in bioavailability
testing or develq:ment of analytical methods. Only one firm was conducting
clinical trials.

fot>st of the manufacturi1'¥] equipnent is of western European origin.
'lhere is wide variation in the types of equipnent used and operating condi
tion of the equipnent. selection of equipnent is often made only on the
basis of cost and availability, it would be more ecorxJ'Ilical also to consider
such factors as versatility, usual batch sizes, efficiency and ease of mainte
nance. '1llere is a definite need to establish better repair and maintenance
sections and to staff them with well-trained people.

'1llere appears to be a continuing need for ItOre training of management
personnel, scientists, technicians, and skilled workers on quality control,
quality assurance and good manufacturing practices. Up to rt:N, training has
been heavily directed to special lecture programs and quick tours for top or
middle level management. In-depth deroonstratioos and audits would be ItOre
beneficial. '!be Programs in good manufacturing practices sponsored by AID
have been beneficial. 'lhere is a tendency to downgrade the capabilities of
the national manufacturing' canpanies • '!his is unfortunate, because most of
these national canpanies are smaller than the firms to which they are~
pared. Many rnedilltl and small sized firms in the united States have poorer
controls and are nore resistant to chaJ'¥]e than the Egyptian national
<XJDpanies.

Stability testing has been implemented by most manufacturers. '!be
awroaeh used has been scum. 'lhey first began the Program on all new pr0
ducts, and later expanded to include tlx>se products on which they received
OCI'lPlaints. '!he next logical step sl'nlld be to begin a systematic evaluatioo
of the older products, testing as many each year as time and resources allow.
Undated products are oow required to have five year stability. '!his is exces
sive, for the usual rule of thunb in the world is to asslllle two year stabili
ty of undated products. '!here is a need for nore training of scientists in
methodology and interpretation of stability tests. Multiple analysis methods
oould save considerable time and would oot require large capital expenditures.
Newer statistical techniques could be used more widely to improve on the
accuracy of the analyses.
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Libraries in manufacturing firms are fairly good and are given high
priority by management. lbwever, there is excessive lag time in obtaining
journals and other references. Management officials attribute the problem to
"red tape" and inadequate mail service for the roost part. Whatever the rea
son, it appears that there is great need to speed up the acquisition process.

Warehousing and storage space are mt adequate. sane materials must be
sorted in areas that could be used roore efficiently for expansion of produc
tion and sane materials are stored in outside areas that are mt suitable
due to stability or sanitation problems. Develq:ment of a fine chemicals
irrlustry, as mentioned previously, (X)Uld assist in alleviating warehousi.r¥J
Problems by reducing the need for large inventories.

Distribution. Investment in canputer systems would make the distri
bution of drugs roore efficient. 'Ibe manufacturing canpanies irrlicate that it
is difficult or impossible to make recalls of batches, altlx>ugh the system of
batch control numbers is adequate. It appears that the crux of the problem
is that the distribution canpany is mt canputerized and canmt readily
identify the final outlets to which any given batch of a product is dis
tributed. A study of the iooex of 3,000 drug i terns stocked by the distri
tion company indicated ~y therapeutic duplications and at least same dupli
cation of chemical entities. 'Ibis list could be pared down through develop
ment of a working drug formulary. Governnent subsidies could be reroved
gradually to eliminate the drain on the econany caused by non-Egyptian citi
zens who buy large quantities of inexpensive drugs in Egypt.

Pharmacies. Inadequate inventory controls and record keeping at JOOSt
Ministry of Health pharmacy units lead to pilferage of products, which are
resold to the PJblic. In gOV'errment units, all pharmaceutical products are
supposed to be dispensed only by prescription of physicians. In hospitals,
drug stocks terrl to be scattered, primarily because of space limitations.
There are difficulties in maintaining the cold chain for the many drugs that
require refrigeration or freezing. Power failures are mt WlCalIOOn, and
there is often no back up system to ensure that the integrity of the drug
product is maintained.

Over-the-counter sale of drugs in private pharmacies is considered by
many Ministry of Health officials to be in need of closer regulation.
Although definitive empirical evidence is not available, they believe that
there is a high incidence of health problems fran drug interactions, exces-
sive use of drugs, and drug- induced illnesses. sane of the roore potent and
hazardous drugs (X)Uld be restricted to prescription sale only. In particular,
sane antibiotics, horroones, antidepressants, and the major tranquilizers
should be restricted as soon as possible. Pharmacies are maldistributed,
with too many in Cairo and Alexandria. Inspection of private pharmacies
should be roore frequent and inspectors should place roore emphasis on aspects
beYond sampling and checking expiration dates.
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United States Cooperation and Assistance

Under the auspices of the Joint Working Group on Medical Cooperation,
the Food and Drug Mninistration of the Department of Health, Education, and
Welfare has initiated training programs in both Egypt and the United States
for Egyptian personnel primarily fran the National Organization of Drug Con
trol and Research and the Egyptian Organization for Biolog ical PrcXlucts and
Vaccines. Courses have been coOOucted or planned in a wide variety of areas:
advanced gas chranatography, magnetic resonance, new drug registratioo, anti
biotic assay methodology, drug toxicity evaluation, control of viral and bac
terial vaccines, control of blood derivatives •.!!V A cooperative research pro
gram has been planned that focusses on bioavailability testing, drug stabili
ty and sterility, and antibiotic resistance in Egypt. AID has funded sane of
these training efforts, as well as training seminars on good manufacturing
practices.

1be Institute of Medicine ccmnittee reccmnends that AID sUQX?rt a c0n

tinuation of the Joint Working Group efforts to strengthen the National
organization of Drug Control and Research and that AID sUQX?rt for the plan
ned cooperative research program be phased in as Special Foreign Currency
Program funds are phased out. 1be Food and Drug Administration ~ld be the
logical United States agency to manage such a program of activities. In
addition to the kinds of training courses planned, the program could incllx3e
consideration of support for equipping the new ra:x:AR 4o-unit control labo
ratory facility under construction, and the developnent of a capacity for
establishing reference standards for both goverrnent and imustry use in
quality control.

1be Institute of Medicine study group did not examine the Egyptian Organ
ization for Biological Prcrlucts and Vaccines, which has the responsibility
for production of vaccines in Egypt. However, Ministry of Health officials
reported that it faces problems very similar to those of the phannaceutical
manufacturing canpanies. 1be ccmnittee notes that sane of the Joint WOrking
Group training courses planned are targeted on strengthening this organi
zation. However, the carmittee is not clear on the extent to which the organ
ization has the capacity to prcrluce the seven vaccines necessary for a c0n

certed attack on infant and preschool child mortality, two of Egypt's roost
Pressing basic health problems. The cxmnittee reccmnends that AID sUQX?rt as
soon as possible a study of the vaccine production capacity of the Egyptian
organization for Biological Products and Vaccines, including benefit/cost
assessments of repackaging sane bulk :inp:>rted vaccines, and a plan of action
to assure the availability of those vaccines. At the same time, the cxmnit
tee recamends a similar study of the production capacity of the pharmaceuti
cal manufacturing industry be conducted. '!hat study should focus on prcrlucts
essential to reductions in infant and preschool child IOC>rtality, maternal mor
tality, and fertility rates - rehydration powders, selected antibiotics and
contraceptives.

1be camri.ttee suggests that AID consider sUQX?rt for a short-term pr0
gram to provide technical advice and training on-site at each of the seven
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national production COI'IJlCU1ies emphasizing methods of formulation, sterile
areas, tableting, encapsulation, stability testing, biopharmaceutics, and
labelling. Teams of united States experts in these areas fran academic
institutions and iroustry CX)Uld be assembled for this short-term program:
it is envisioned that a 3-4 week period would be sufficient for a properly
qualified and prepared team at each canpany site.

Maintenance and repair of equipnent is a major problem in the manu
facturing oanpanies. '!he canpanies can contract with the suppliers of their
current equipnent to provide spare parts am training am can develop or
expand their maintenance and repair shops on their own as their resources
permit. Looking to the future, however, the ca:rmittee suggests that AID con
sider support of a project to develop standardized equipment specifications
for use by the national imp:>rting canpany.

'!he cannittee believes it is essential that Egypt's phannaceutical and
vaccine distribution and sUWly management systems be strengthened. '!he
national distribution canpany's internal management infonnation system needs
to be qualitatively improved; serious consideration should be given to instal
ling a canputerized receipt, inventory, and shipping data system. The
Ministry of Health's storage, cold chain, inventory control, and dispensil'¥]
records are inadequate througoout the Ministry's health care delivery system.
The comnittee recomrends that, as a matter of high priority, AID sUfP?rt a
program to assist the national distribution canpany and the Ministry of Health
to inprove efficiency of the distribution and sUWly management system for
pharmaceuticals and vaccines.

Finally, the cammittee suggests that AID consider sUfP?rt of a feasi
bility study, including supply, engineering, and marketing analYseS, of
expaOOing the fine chemicals imustry in Egypt. Providil'¥] that adequate
quality control is attainable, the possibility of Egypt producing its own
fine chemicals fran intennediaries or starting canpounds merits careful con
sideration because of its potential econanic benefits to the entire Egyptian
~annaceutical sector am to Egypt's overall econanic developneIlt.

Health Professions Education

Physicians

1bere are nine medical schools· currently in operation in Egypt, with
two roore to be opened within the next few years. seven of the schools are
under the control of the Ministry of Education; the two schools at Al Azhar
University are under the Ministry of Religion. 1bere were about 35,000
students enrolled in 1977 in a six-year course of study.21/ After a one year

• Faculties of Medicine at Universities of Cairo, Ain Shams, Al Azhar (one
male, one female), Alexamria, Assuit, Mansura, Tanta and Zagazig.
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internship, two out of three physicians spend at least one year of obligatory
setvice in a rural health facility. The others who score highest on written
examinations can canpete for fellowships. Upon canpletion of rural setvice,
physicians may pursue a residency in a Ministry of Health hospital for ~
to three years, enter general practice in the Ministry of Health setvice in
one of the anDulatory primary care setti~s, or they can work in the preven
tive areas of illInunology, maternal and child heal th, or school health for
the Ministry of Health.

Problems. Medical education - as is the case for all university edu
cation - is free. Performance on a standardized written examination given
to all students at the canpletion of secoooary school is the sole basis for
acinission. Although the free education policy has been in effect since 1962,
growth in enrollment became quite dramatic about 1969. Four of the nine medi
cal schools have been established since 1965, but expansion of facilities has
rot kept pace with the growth in student enrollment. ~t of the medical
schools have classes about four times larger than the size which classroans
were designed to acccmoodate. Often as many as 1,000 students must c~
into a lecture hall designed for about 200 to 300 students, with the faculty
raesrtler using a bull-tx>m sinply to be heard. Many students graduate without
any hams-on patient care experience of any significance. There is a c0nsen
sus am:>ng senior faculty and Ministry of Health officials that the quality of
medical education has suffered as a result of the emphasis on quantity of
Iilysicians.

To canpensate for the lack of medical school training in primary ambula
tory care, particularly in rural setti~s, the Ministry of Health has c0n

ducted a six-week orientation course for physicians about to enter their
obligatory year of rural health setvice. several Ministry of Health offi
cials indicated that this program has suffered a recent decline in quality.

Medical education in Egypt is fundamentally based on the European (pri
marily French) JOOdel - tx>spital-based, therapy-oriented, technology-centered.
'lbere is general agreement anong senior members of the medical establishnent
that a better balance between hospital care and primary ambulatory care must
be achieved within the Egyptian medical education system. They feel that
sanething like the shift to a larger proportion of students in the primary
care specialties that has ocx:urred in the United States over the last five
years is necessary. While the Institute of Medicine study group was in Egypt,
there was a conference in Al FayylJtl, attended by leaders of the Egyptian Medi
cal Syrx3icate, the Ministry of Health, the Ministry of Education, and the
Egyptian medical schools, which focussed on the topic of reform in medical
education. Although there were no written reports in English available prior
to the Institute of Medicine study group departure fn:m Egypt, its ment>ers
were told informally that the problems of large class size, possible future
oversUWly of physicians, and specialty imbalance were issues addressed at
the meeting. Plans were considered for reducing entering class sizes 10 per
cent per year for the next five years and for placing increased emphasis on
primary care specialties in medical school curricula.
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Classroan teaching in the medical schools is in English, a language many
students do rot urrlerstand well. As a result, lectures often are rot canpre
hended accurately. sane students prepare and sell handwritten syllabi in
mixed Arabic am English, thereby reinforcing errors in medical kn::Jwledge.
Large class sizes permit little class discussion. Both students and faculty
express concern about the lack of a probl~solving approach to learning.
'!he emphasis on written examinations in both clinical and non-clinical
courses encourages rote meIOOrization.

It is estimated that in each year, about 25 percent of the medical facul
ty is out of the country on training grants or teaching in other Arab coun
tries. '!be low salary scale in Egypt leads faculty members to sLJWlement
their salaries with other activities, usually private clinical practice. 'l1le
result is that the faculty members are seldom available for counselling
students or planning and evaluating courses. Tutoring of students, although
officially forbidden, is a major source of incane, particularly for many
junior faculty members. ~t students consider private tutoring, often at
considerable expense, to be essential for their passage through medical
school. '!he tutoring is seen rot only as a means of passing the written
examinations, but also for establishing relationships with faculty who may be
in a position to help them at a future time. Faculty spend a great deal of
time in reading and grading written examinations. Large classes mean that
fatigue often leads to inconsistent grading and there is little feedback to
the student besides a grade. .

'1bere is a severe shortage of resources sum as textbooks, audio-visual
aids, library facilities, and current journals.

'!here is also a shortage of university hospital teaching beds, resulting
in ra::tuced opportunities for clinical training. In 1977, the Ministry of
Health formed the General Organization of Teaching Hospitals and Research
Institutes to deal with this problem. One of its major functions will be to
convert sane of the Ministry of Health's general hospitals to clinical teach
ing facilities. 'Itle General organization also will address the problem of
improving coordination of health care services am:>ng university and Ministry
of Health hospitals.

Classroan and clinical teaching facilities are in poor physical condi
tion. This is a result both of high-intensity utilization and lack of ade
quate furrls for proper maintenance and repair.

United States Assistance. Under the auspices of the Joint ~king Gro\.t>
on Medical Cooperation, several activities are urrlerway to strengthen medical
a::tucation in Egypt.W 'Itle IEEW Health Resources Mninistration has begun
a series of student-faculty exchange programs between Egyptian and American
medical schools. In addition, PInJEX:T HOPE, urrler contract with the Health
Resources Mninistration, has provided about 20 fellowships for Egyptian
faculty to visit United States institutions and has sent several faculty
merrbers fran American schools to Egyptian Faculties of Medicine. AID has
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agreed to support 15 fellowships during FY 1979, but these would be in s~
port of all Joint WOrking Group activities, oot just medical education.
Most of the recipients of United States fellowships have been naninated by
the Ministry of Health.

The Health Manpower Act of 1976, P.L. 94-484, established new English
larguage aOO medical koowledge staOOaros that graduates of foreign medical
schools mlmt meet before a visa will be issued to travel to the United States
for haOOs-on clinical graduate or postgraduate education. 'ft1e examination
has proved difficult for many Egyptians. 'Ihe style and format of the examina
tions, am:>ng other factors, are unfamiliar to Egyptians. 'Ihe examination has
oot been aaninistered in Egypt: it is costly for many Egyptians to travel to
existing examination sites. 'Ihus, the number of Egyptian physicians who are
in United States training programs is smaller than the Ministry of Health,
Joint WOrking Group, am AID have desired. Both English larguage and medical
krx>wledge refresher courses are being considered by the Ministry of Health.
The United States Educational Council on Foreign Medical Graduates is plan
ning to have the Visa Qual ifying Examination aaninistered in cairo in the
future.

The Bureau of Health Manpower in the Health Resources Mninistration
plans to provide a limited sUR>ly of surplus textbooks aOO off-the-shelf
audio-visual teaching aids. The United States National Library of Medicine
reccr:mended that Egypt consider establishing a Health SCience Information
Resource Center available to all health pI'Qfessionals whether in research,
educatioo, or practice.

A United States team of medical educators, sponsored by the Joint WOrk
i.I¥J Group, visited Egypt in early 1977 to explore possible United States
support for strengthening the medical education system. 'ft1e outcane of that
visit was overtaken by the growing realization within the Egyptian medical
establishment that there needed to be a very basic assessment and refonn in
D:,n1ptian undergraduate, postgraduate, aOO continuing medical education. The
conference at Al Fayyum, referred to previously, resulted. It is anticipated
that the Ministry of Health aOO Ministry of Education will soon develop plans
for implementing the major decisions made at that conference.

Nurses

The nlJlt)er of nurses graduating at the baccalaureate level has been very
small, although graduates fran the High Institute of Nursing in cairo and
Alexandria will total about 500 in 1982.m Graduates are employed primarily
as head nurses aOO matrons, sane teach in the Ministry of Health post-second
ary technical and secx>rk3ary technical nursing schools. In 1972, the latter
two training Programs were initiated. One is a two-year post secondary
school course with about 250 students enrolled, of which 70 graduated in 1977.
Graduates must intern for three roonths in a hospital setting. The other pr0
gram is in 128 seoondary Nursing Technical Institutes, attached to hospitals.
'Ibis Program had an enrollment in 1976-77 of over 10,000 students and a
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graduating class of about 4,000. Students are aanitted after canpleting
nine years of general ooucation. '!be three-year ooucational program has two
objectives: first, to offer courses which will canplete the equivalent of a
secondary school ooucation, and secondly, to provide basic training as
nurses. Nursing students "observe am Participate" in nursing activities
under the supervision of the hospital staff. Graduates of this oourse can
take a four-flK)rlth program and becane a nurse-rnidwife in the Ministry of
Health system, or work two years as an assistant nurse and then either take
one-Year diploma training in a SPeCialty or put in an additional year in a
university hospital in a SPeCialty and teach in the program. In 1975, 350
of the graduates of this program were enrolled in SPeCialization courses.

Problems. A major problem is the lack of clearcut roles for nurses who
graduate fran the training programs. The nursing profession believes that
nurses at all levels are umer-utilized because of the subordinate status of
~ am the large nll1'tler of physicians in Egypt. Very few of the faculty
members at any of the levels are appropriate role J1Ddels. At the High Insti
tute of Nursing in Cairo, for exanple, 65 percent of the faculty have had no
nursing experience beyond their one-year internship prior to asslll\ing their
teaching responsibilities.

Many of the other problems in nursing education are similar to those in
medical ooucation. Entrance to the schools is based solely on written exami
nations; EB]lish canprehension is poor; am resources are lacking.

There is a feeling curong sane Ministry of Health officals that in the
Secondary Nursing Technical Institutes, the task of canpleting general seconi
ary EDucation detracts fran nursing ooucation. 'Ihey also noted that there
was a lack of consistency in the teaching institutes because the physicians
am nurses in the local hospitals who are the faculty for nursing ooucation
vary the curricullll\ according to their own preferences and interests.
(Secondary school teachers are used for the seoondary ooucation curricullll\.)
Finally, many of the initial graduates have been assigned to kitchen, central
suWly, and clerical work during their required work experience after
graduation.

United States Assistance. Urx3er the sponsorship of the Joint WOrking
Group on Medical Cooperation, the Division of Nursing of the Bureau of Health
Manpower in the I:HEW Health Resources Aaninistration is cooperating with the
Ministry of Health in a two-year evaluation of the Secondary Technical Insti
tute educational Program.W AID has provided a modest nlll\ber of short-term
fellowships for nursing educators.

Health Technicians

seven Health Technical Institutes umer the Ministry of Health offer
two-year programs to secondary school graduates in seven technical areas. In
the academic year 1976-77, total enrollment was about 4,000, with about 1,300
graduating.~ Programs are offered for laboratory, x-ray, bianedical
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equipnent, medical records, dental, nursing am sanition technicians. Not
all institutes offer all programs. Training programs for bianedical equip
ment technicians am medical records clerks are offered at only one am two
institutes, respectively, despite severe shortages of these personnel.

Problems. Health technicians are accorded the lowest status anDI'¥1
health professionals. Students who score lowest on the seoc:>rxlary school
examinations for the health scie,nces enter the technical institutes. About
90 percent of the training in the institutes is in the classroan, while insti
tute leaders feel that 70 percent of teaching should be practiclJU~ facilities
and equipnent are ~equate for such a shift. Instruction is alIoost entirely
in Arabic, producing problems because many of the reference publications are
printed only in English. '1l1e salary schedule for technicians is the lowest
of all trained health persormel. It is estimated that at least half of the
technical school gra:luates go to work in other Arab countries after cx:rrplet
ing their obligatory two-year service in the Ministry of Health or acned
forces. There are few role roodels aIOOI'lg the faculty in the technicians' edu
catiom technicians feel uOOer-utilized because physicians perform many of
the tasks for which they are trained~ there is no clear career ladder.

United States Assistance. The Division of Associated Health Professions
of the Bureau of Health Mar'pJwer in the IEEW Health Resources Mninistration,
urxler the auspices of the Joint Working Group, has assisted in the developnent
of protocols for eValuating the laboratory, x-ray, and bianedical equipoent
technician training programs.26/ In addition, the Division assisted the
Ministry of Health in developing a concept of making the cairo Institute a
model institute, in which there would be faculty reorganization and teacher
training, curriculum revisioo, impI'OlTed instructialal and learning resources
and improved practiclJU facilities and equipnent. The United States team also
suggested an additional two years to the program so that students would enj
up with bachelor degrees. However, within the institutes am the Ministry
of Health there is concern that all students would want to enter the cairo
Institute am the gra:luates would not want to "work with their hands". There
also is sane concern that the concept of a IOOdel institute might not be awli
cable to the other institutes because of the different program mix at those
institutes.

Strengthened educational programs am institutions potentially represent
ooe of the roost significant lorrrrange contributions that the United States
can make to the health of the Egyptian people. Thus, future C<q)eration am
assistance to health professions education merit careful consideration by AID.

Egyptian health leaders are aware of the depth am canplexity of the
Problems they must address to impI'OlTe their medical education programs and
institutions am have begun planning for refoI11lS that they feel will be neces
sary. A major reform of medical education in Egypt undoubtedly will lead to
sane changes in nursing am technician education programs. sane United
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States programs might be mounted now to alleviate problems unlikely to be
reshaped significantly by internal reform, such as the shortage of instruc
tion arrl learning resources. However, it would be costly to make a signifi
cant impact on those problems. A decision to allocate furrls to such projects
should be done in the 1ight of canpeting demands on available resources, arrl
these will oot be kmwn until the Egyptian plans and priorities for medical
education reform are available. 'n1us, the coomittee believes that any major
United States program for improving health professions education would be pre
mature at this tima. When &Jyptian plans arrl priorities have been formulated,
the ccmnittee suggests that AID consider sponsoring a joint Egypt-United
states conference of health professions educators to explore the possibili
ties for appropriate United States cooperation arrl assistance in this area.

'!he catlllittee notes that the five-year urban health denonstration
project between AID and the Ministry of Health includes stJRX>rt for the
establishment of a Center for Social arrl Preventive Medicine within the Cairo
University Pediatric Hospital that will emphasize training in ambulatory
outpatient care services. 'n1is canponent of the project, representing about
one-fourth of the total $44 million estimated cost of the project, is an
innovation in Egypt. The Center's programs will attempt to bridge sane of
the gaps between medical e3ucation and health services delivery that have
been recognized in Egypt for sane time. They will emphsize primary care cli
nical training for all health personnel in a team approach and offer health
services for urban poor in the project area.

This limited effort strikes the cannittee as being a significant step
toward meeting a high priority need in Egyptian medical education. The pro
ject obviously is perceiVed by the Ministries of Health am Education as can
patible with any future major reforms in medical education. The coomittee,
therefore, endorses AID support for the Center for Social arrl Preventive Medi
cine arrl suggests that AID assure that adequate support is provided for an
ongoing canprehensive evaluation of the Center's activities so that the
experience can provide timaly guidance for future United States assistance in
health professions education.
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TABIE 1 Hospital Beds - Arab Republic of Egypt, 1976

Control Source Number of Beds % of Total

Ministry of Health 54,751 69.8

Universities 10,951 14.0

Other Ministries 1,824 2.3

Other Publ ic Sectors y 7,270 9.3

Private Sector 3,629 4.6

78,425 100.0

Source: Basic Statistical Information of Health services, Ministry of Health,
GOARE, July 1977.

¥Primarily Health Insurance organization am Curative organizations in Cairo
am Alexamria
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TABIE 2 Ministry of Health Hospital and Bed Distribution, 1976

Type of Hospital ~ No. of Units % Units No. Beds % Beds

Governorate and District General Hosp. 167

Obstetrics and Pediatrics Hospitals 4

Chest Diseases Hospitals 33

Chest Disease Sections in General Hosp. 17

Chest Dispensaries 11

Eye Disease Hospitals 32

Eye Disease Sections in General Hosp 121

Infectious Disease Hospitals 72

Infectious Disease Sections
in General Hospitals 8

Endemic Disease Hospitals 10

Endemic Disease Sections in Gen. Hosp. 10

School Health Hospitals 4

IA:!prosy Hospitals 4

Skin Disease Hospitals 1

12.6

.3

2.5

1.3

.8

2.4

9.1

5.4

.6

.8

.8

.3

.3

.1

21,522

743

6,878

317

434

1,611

1,202

6,516

117

145

1,003

493

1,814

80

40.7

1.4

13.0

.6

.8

3.0

2.7

12.3

.2

.3

1.9

.9

3.4

.1

Skin Disease Sections in General Hosp.

Maternal and Child Health Centers

Rural Health Centers and Hospitals

Medical Research Institutes

Quarantine Centers

Cancer Institute

6

220

587

7

9

1
1,324

.4

6.6

4.3

.5

.6

.1
100.0

27

457

8,387

592

306

75
52,719

.9

15.9

1.0

.6

.1
100.0

SOurce: Basic Statistical Information of Health Services, Ministry of Health,
GOARE, July 1977.

s!Excludes 4,979 psychiatric beds.
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'l1\BIE 3 Ministry of Health Patient care Voll1Iles, 1976 ~

Inpatient
Facilities OUtpatient Visits Discharges

Governorate and District 14,995,454 606,744
General Hospitals

Chest Disease Hospitals and 1,116,213 17,358
Dispensaries

Eye Disease Hospitals 3,674,376 31,760

Infectious Disease Hospitals 1,131,978 191,221

Endemic Diseases Hospitals 3,442,293 8,389

SChool Health Units,
Hospitals, and Polyclinics 2,822,164 20,229

Leprosy Hospitals 176,956 9,262

Skin Disease Hospitals 1,632,874 601

Maternity and Child Health Centers 3,304,931 14,286

Rabies Units 397,728 309

Rural Health Centers and
HOSpitals 7,422,613 24,198

Rural Health Units 11,419,782

Dental Units 2,640,483

'IUl'AIS 54,117,845 924,357

Source: Basic Statistical Information of Health Services, Ministry of Health,
GOARE, July 1977.

~Includes multiple outpatient visits or inpatient episodes, if any, by same
patient, thus, rot a measure of ~lation coverage.
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TABlE 4 Health Program Operating Budgets, 1976-77

Totals ~

1976 1977

1. Ministry of Health 74,426,000 82,042,000

2. Health Insurance Organization 14,591,000 22,356,300

3. Cairo Curative ~anization 546,000 501,600

4. Alexandria Curative Organization 379,000 329,500

5. General ~anization of Teaching
Hospitals and Institutes 3,216,000

6. Supreme Council for Population and 1,592,000 1,586,000
Family Planning

7. Supreme Council for Heal th Services 10,000 10,000

8. Total - Health Program Operating 91,544,000 110,041,400
Budgets !?/

9. Total - All OOARE Public Services 1,000,541,000 1,209,600,000

10. Approximate Percentage, (8) of (9) 9% 9%

Source: Provided to Institute of Medicine study group by Ministry of Health,
GOARE, April 1978

~In L.E.: L.E. 1 = $1.43
!?/Exc1udes Estimated Budgets for:

(1) General Organization for Production of Antibiotics and Vaccines
(L.E. 2,444,800 estllnated in 1977)

(2) Nasser Institute (L.E. 500,000 estimated in 1977)
(3) University Hospitals (L.E. estimate not available)
(4) Pharmaceutical Products Industry (L.E. estimate not available)
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TABlE 5 Budget of the Ministry of Health for the Year 1978 a/

Central
Mal GovetnJrate

Allocation Allocations Total

Salaries 3,796,000 70,230,000 74,026,000

Operating
Expenses 5,680,000 22,348,000 28,028,000

Investment 7,135,000 9,067,000 16,202,000

'!UrAL 16,611,000 101,645,000 118,256,000

Source: Provided to Institute of Medicine study group by Ministry of
Health, <DARE, March 1978.

~In L.E.: L.E. 1 = $1.43
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TABLE 6 <DARE Health Sector Budgets ~

Capital Investment !¥ r4)H Operating Costs E!

H.I.O. ~
Cairo/Alex.

Cur. erg., am All Other
Pharma- Org. of Teach- Operating

~ ceuticals ing Hospitals Salaries Costs

1978 12.5 6.75 4.75 74.0 28.0

1979 12.5 6.75 4.75 81.3 30.5

1980 13.4 7.15 5.0 88.6 33.3

1981 14.5 7.72 5.4 96.6 36.3

1982 15.0 8.0 5.6 105.3 39.5

a/In L.E. millions: L.E. 1 = $1.43.
WSource: Five-Year Plan (1978-82) for Econcrnic aOO Social Developnent, OOARE

Ministry of Planning, August 1977.
g/Source: 1978 Budget provided to Institute of Medicine study group by

Ministry of Health, <DARE, March 1978~ Five-Year Plan assllT\ption
of 9 percent increase in gOlJerment consumption and wages used by
Institute of Medicine study group to estimate 1979-84 budgets.

glHealth Insurance erganization~ Cairo aOO Alexandria Curative erganizations~

Organization of Teaching Hospitals am Institutes. Budget allocations am::>ng
these organizations not available.
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CHAPI'ER 6

POPUIATION AND FAMILY PLANNI~

Public Policy am Programs

The government of Egypt first expressed concern with increasing
population pressure as an obstacle to improved econanic well-being in the
National Charter of 1962 •.!I "Scientific" methoos of family planning were
officially encouraged, although budgetary support for clinical services was
rot provided to the Ministries of Social Affairs am Health until 1965. In
that year the Supreme Council for Family Planning, an inter-ministerial body,
was established and given responsibility for management of the National
Family Planning Program.

An Executive Board of the Council was established in 1966 to coordinate
and channel external financial support for family planning activities.
Responsibility for operating programs was divided between the Ministry of
Health (rural health clinics and urban maternal and child health centers) and
the Ministry of Social Affairs (voluntary organization family planning
services) •

In the last fifteen years, official policies to reduce the population
growth rate have evolved slowly toward a national cannitment to reduce fer
tility. Between 1962 and 1973, emphasis was on increasing the availability
of family planning services to decrease the birth rate. A shift in emphasis
occurred between 1973 and 1975, when goverrnnent policy stressed the reduction
of population growth through the improvement of socioeconanic comitions.
Reflecting this change, the Supreme Council became the Supreme Council for
PqJlI1ation am Family Planning, am the Executive Board became the Population
and Family Planning Board, now responsible for planning am coordination
rather than direct adninistration. '!he current population policy seems to
embrace both positions.

'!he last of nine priority goals in the 1978-1982 Five-Year Plan calls
for "controlling the population increase and rural-urban migration by develop
ing agriculture am assisting the growth of small cities am establishment of
new ones."Y That lar¥3uage does oot seem to imply a high priority national
ccmnitment to family planning as a major means of reducing population growth.
fbwever, an annex to the Five-Year Plan, titled "Population am Population
Policies in Egypt," describes family planning am birth control as being the
"pillars of the population policy • • • ." It anoounces a goal of reducing
the population growth rate fran 2.31 percent to 2.02 percent by 1987, a 9.3
percent reduction in ten years. It distinguishes between direct policies
that support family planning services to limit family size, and imirect
policies, that include such objectives as: increased participation of wanen
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in the labor force, industrialization, decreased infant mortality rate, and
agricultural meChanization.

The Population and Family Planning Board's view is that significant
reductions in fertility will be achieved only if parents can see personal
advantages in having fewer children. The Board favors a change in social
attitudes away from considering children as economic assets and toward regard
ing an excessive number of them as constraints on upward mobility. The Board
considers that voluntary fertility reduction is influenced by a number of
of factors in addition to the provision of family planning services. These
include: the socioeconanic level of the family: education: ~n' s employ
ment: further reduction of infant mortality: industrialization: social securi
ty: and ccmnunication by mass media of family planning information. It recog
nizes that many of the factors depend on developnents of a very fundamental
nature that are beyond its area of influence.

One of the factors, reduction of infant mortality, is an objective based
on the asslltlption, with sane supporting evidence, that parents have more
children than they wish so as to offset anticipated deaths.3 / The belief is
that fertility will drop when parents believe that children-are roore likely
to survive.

Another imp:>rtant factor - but one not listed by the Board - that
undoubtedly contributes directly to high fertility aroong ~n in rural can
munities is early and universal marriage. Studies have shown that, in sane
areas, roore than half of the wanen marry before the legal age of 16, and roore
than 80 percent marry before reaching age 18.4/ The government's plan to
raise the legal age of marriage to 18 is not likely to affect this pattern
unless it is accanpanied by increased employment and educational opportuni
ties for teen-age girls.

In 1966, when the Supreme Council for Family Planning was established,
it was concerned with initiating a government family planning service of suf
ficient scope to meet the demand thought to exist. Responsibility for policy
and financing rested with the Council. Family planning services were offered
in facilities of the Ministry of Health in both urban and rural areas. The
Egyptian Family Planning Association, responsible for coordinating all
voluntary family planning efforts, was especially active in urban areas,
where it provided services in clinic space lent by the Ministry of Social
Affairs. Because family planning program support did not cane from regular
ministry budgets (until recently), adninistrative and service personnel were
paid directly by the Executive Board of the Council or through the voluntary
organizations.

The Ministry of Health, lacking a specific program budget, was unable
to promote family planning activities effectively. A strong central adminis
trative unit was not established, little leadership was given to the gover
norate health departments, and roost physicians on short-term duty assignment
in rural posts had little or no training in family planning. Nor was
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infonnation concerning public needs for access to services collected. Family
planning clinics were scheduled at wurs when the facilities were closed
except for emergencies. So-called full-time personnel, who usually did not
work late in the aftetn:XX1, were given the ~rtunity to earn suwlernentary
incane by working extra hours. '!bey did not receive a salary or hourly wage,
but were paid according to units of contraceptives distributed. '!he payments
were labelled "incentives," a clear indication that family planning work was
an extra and optional activity. Perfor:mance was spotty. Prior to 1976,
there was no consistent policy on distribution of the incentive payments 
whether directly to the staff, or to the clinic, or both - in accordance
with an agreed distribution fo~ula.

late in 1977, full authority for goverrunent family planning services was
transferred fran the Population PlanniBJ Board to the Ministry of Health. A
Department of Family Planning was established in the Ministry and given
responsibility for all family planning services provided by the government,
including those supported by AID and the WOrld Bank. General policy guidance
is provided by the High Catmittee for Family Planning, an inter-ministerial
cxmnittee chaired by the Minister of Health.

CQnprehensive data on government expenditures for family planning ser
vices are not available. During the decade prior to 1975, it is estimated
that about $15 million was donated by international organizations for family
planning activities in Egypt.~ External support planned for the 1975-1980
period has risen to awroximately $45 million in signed contract agreements
with AID, United Nations Developnent Programne, and the WOrld Bank as the
major dooors.y

Contraceptive use in Egypt has increased substantially in urban areas
since the Family PlanniBJ Association and government units began delivery of
services.y But overall use rates are still fairly low, with about 21 per
cent of eligible* wanen primarily using oral pills or IUD's.y '!he IOOst
active branches of the Family Planning Association are in Cairo and Alexan
dria, Ministry of Health service statistics also reflect better family plan
ning service coverage by urban units than by rural units. It can be inferred
that the governnent' s family planning program oow involves about 7 percent of
all eligible wanen, perhaps double that in the cities, and as low as 3 per
cent in rural areas. '!he crude birth rate has dI'QR)ed only slightly from an
estimated 41 per thousand in 1966 to the present 37-39 per thousand.9/ Rural
areas are reported to have returned to preProgram levels of over 43 Per
thousand.

'!he 1 imited coverage and other deficiencies observed in Past government
family planning program efforts .!Q/ stemned in part from diffused responsi
bility for program direction and execution and fran general weaknesses in the
health services system which affect delivery of family planning services.
'!he Ministry of Health lacked the capacity to monitor or evaluate service

* Married wallen between 15 and 45.
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activities, while re};X>rts of monthly family planning service contacts were
sul:Initted directly to the Population am Family PlanniDJ Board for purposes
of determining incentive payments to personnel. As a result, their accuracy
and reliability were considered doubtful, as was their value in pI'Oll'iding
estimates of coverage.!.!! Minimal service training for family planning was
offered to clinic personnel.

'!he following actions are needed to improve the performance of clinic
personnel and increase family planning coverage:

• provide in-service training in family planning to all Ministry of
Health service personnel;

• establish resupply systems for oral contraceptives that do not require
a wanan to return to the clinic each rronth;

• improve the contraceptive distribution system and offer a choice
of prcrlucts for clients who may reject pills cr IUD's;

• increase the number of family planning clinic sessions and schedule
them to coincide with pI'OIl'ision of other maternal and child health
services;

• improve supervision of family planning services delivered by Ministry
of Health personnel so that they regard it as an integral part of their
duties, rather than an ancillary activity;

• rErluce the excessive dependence on physicians for making rrost of the
direct contacts with clients, and sirlultaneously increase the
res};X>nsibilities of nurses and midwives for client education am
resupply of contraceptives;

• clarify and remove inconsistencies in the incentive payment system
for Ministry of Health workers who deliver family planning services;

• increase utilization of family planning services by recruiting health
workers fran the e<mnunity;

• emphasize individualized counseling to address the specific cultural
and religious concerns of clients, keying that counselling to the
wanan's and her husband's attitudes toward pregnancy.

StreDJthening family planning services and increasing their use by
eligible couples will depend not only on actions initiated by the Ministry of
Health but by other government institutions as well. Social legislation am
planning must reinforce the perceived benefits of smaller family size. An
extensive and continuous public information program soould emphasize the
relation between spacing pregnancies and better child health, between fewer
pregnancies and impI'Oll'ed maternal health, and between 31laller families and
rrore food.
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United States Assistance for Family Planning

Since resumption of U.S.-Egyptian relations in 1974, bilateral private
and public support for Egyptian family planning efforts has cane fran AID
directly or through voluntary agencies (~.9.., CARE, International Planned
Parenthood Federation) and fran private institutions (~.9.., the Ford
Foundation) •* lok>st of the assistance has been used to import raw materials
for contraceptive manufacture and to establish experimental contraceptive
distribution projects. '!be largest project to-date is a $17 million grant
(1977-1979) fran AID that will assist the Ministry of Health and voluntary
family planning services to expand coverage. Five areas of asssistance are
encanpassed in this project: (1) suWlyof contraceptives1 (2) strengthening
the administrative capacity of the Ministry of Health's central family plan
ning office1 (3) training of physicians and other health personne11 (4)
awlied research on a number of problems including delivery of services, edu
cation, public information, etq (5) support of a major integrated social
service delivery project in Menoufia managed by the American University in
cairo.

United States contributions to multilateral organizations have helped to
support family planning services and deIoographic studies since 1971, when the
United Nations Fund for Population Activities began a $5.8 million project.
Their current project of $10 million su~rts integrated rural developnent
efforts praooted by the Egyptian Population and Family Planning Board in addi
tion to suWlying contraceptives. '!be WOrld Bank plans to support an inte
grated maternal and child health and family planning project with an Inter
national Developnent Association credit of about $26 million.'!y '!be project
will expand coverage of Ministry of Health and Egyptian Family Planning
Association services in five governorates and two districts of Cairo through
bane visiting, construction of new facilities, training, carmunications,
awl ied research, and managerial improvements.

A document entitled Multi-Year Population Strategy, Arab Republic of
Egypt was prepared by the AID/Cairo Health and Population Office to review
Egypt's policy to reduce population growth, its family planning programs, and
suggest the best possible strategies for future United States assistance.
'!he paper assesses current family planning program achievements and problems
and notes that a strong camlitment by the Egyptian goverment II to implement
ing and managing a population program and the delivery of family planning ser
vices II!V is an urgent requirement if fertility reduction efforts are to
succeed. It reccmnends that United States assistance over the next three-to
five years focus on "assisting delivery of family planning services, primari
ly through the health sector, public and private."lY At the same time,

* Other technical assistance and research activities in population and
fanily planning are coOOucted by academic institutions or associations
and private groups supported by AID!Washington, such as the Pathfinder
Fund, the American Public Health Association, and the Association for
Volllltary Sterilization.
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flexibility is urged within the population assistance program to permit
support for program innovations as they develop, both directly fran AID and
through other private organizations.

Although top-level Egyptian leaders recognize that their country does
have a population problem, they have not rrounted programs that will reduce
fertility significantly. The Population and Family Planning Board has been
assigned the role of coordinator and praootor of policies rather than active
program administrator. Except for the small budget allotted the Ministry of
Health for family planning, it is very difficult to identify budgets for
programs specifically designed to control population growth uOOer any other
ministry. The united Nations Fund for Population Activities estimates that
Egypt plans to spend about $100 million on population programs between 1976
and 1980, about $18.5 million of which will be allocated to the Population
and Family Planning Board.~ This is a modest effort considering the size
and urgency of the problem.

Until the government translates stated policies into action programs
that are accorded high national priority, as evidenced by a major allocation
of resources and an effective arrangement for coordinating and implementing
those programs, the United States is limited in selecting appropriate ways in
which to assist Egypt in reducing its population growth rate.

The lack of local goverrunent education, welfare, or health programs to
reduce population growth suggests that United States support of Egyptian
goals to reduce population growth soould be aimed at strell3thening the deliv
ery of Ministry of Health family planning services within the health care
system. The extensive network of maternal and child health centers and rural
health clinics operated by the Ministry of Health make them the most feasible
way of reaching a large number of potential contraceptive users. For those
Egyptian couples who continue to perceive no econanic or social benefits fran
limiting family size, the most powerful rrotivation for spacing and limiting
pregnancies may well be a desire to avoid death and illness risks to the
Irother, the resulting child, or an older siblill3.

The Institute of Medicine committee believes that several types of
activities should be considered for future United States support of Egyptian
family planning efforts. They are: (1) integration of maternal and child
health and family planning services; (2) strell3thening production and distri
bution of contraceptives, equipnent, and manpower; (3) family planning ser
vices research; and (4) mass media campaigns.

Two additional ideas identified by the AID/Cairo staff in their Multi
Year Population Strategy, Arab Republic of Egypt are: (5) use of dayas (local
midwives) in family planning service delivery; and (6) support of community
incentive schemes to rrotivate greater contraceptive use. However, the commit
tee has reservations about these latter two approaches.
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Integration of Maternal am Child Health am Family Planning Services

Because the Ministry of Health is oow responsible for delivering family
planning services, there is an owortunity to integrate these services with
maternal and child health programs. Benefits of integrated services include
carm:>n record-keeping am roonitoring systems, am shared surveillance am out
reach efforts, facilities, equipnent am staff. l-k:>thers visiting the health
clinics to imnunize their children could be provided with contraceptives at
the same visit.

Despite the advantages of this approach, am the Ministry of Health
endorsement of integration in its proposal to the WOrld Bank, family planning
under that project will oot be fully integrated. Incentive payments will be
made to clinic staff only for family planning activities am the heme visit
ing program is intended only to motivate wanen to practice contraception,
thus fostering continued fracpentation of services.

'n1e carmittee believes that integrating selected health am family
planning activities should help to increase public acceptance and use of c0n

traceptives throughout Egypt. Ulcal leaders might be more willing to support
increased family planning activities in their eatmunities if they perceive
them as part of an improved package of health services that incllxjes irrmuni
zations, treabnent of infantile diarrhea, and roonitoring of high-risk
pregnancies.

'!he comnittee therefore reccmnends that AID Provide assistance to
facilitate integration of selected maternal and child health services am
family planning services in Egypt. Linking family planning objectives with
selected maternal am child health objectives, am integration of certain
family planning am maternal and child health services could be encouraged by
providing incentives for health clinic personnel am carmunity health workers
to improve performance in both programs. In training programs for physicians
am other health workers, family planning oould be stressed as a means of
inproving the health of the mother and the children she already has. Counsel
ling a mother in family planning techniques oould coincide with clinic visits
for well-baby check-ups, or follow-up visits for a child's illness.

Stre1'l3thening Logistic Suwort for Family Planni1'l3 Services

'!he supply of contraceptives to the government am voluntary family
planning clinics has been undependable for many years. In part, this has
been due to dorx>r country delays, poor planning, am distribution am market
ing problems in Egypt. Condans have been in short supply for the last sever
al years. Oral contraceptives containing estrogens have been increasingly
rejected by users. '!he condan supply problem appears to be adequately ad
dressed in the current AID population project. '!he types of contraceptives
available in Egypt - both those manufactured in Egypt fran imported raw
materials as well as imported finished products - should be reexamined peri
odically to be certain that the prOOucts being distributed are acceptable to
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Egyptian users. '!he contraceptive supply system can be strengthened and
roonitored by the pharmaceutical industry and the Ministry of Health. '!he
objective should be to ensure that people can easily obtain the contraceptive
best suited to their needs and desires.

Equipment ordered for family planning program activities should fit
specifications for maternal health activities as well. Hospitals should be
inventoried to be sure they are equipped to handle caesarian sections,
incanplete or septic abortions, and difficult deliveries. Ministry of Health
clinics should be supplied with the instrll'llel1ts necessary to perfonn prenatal
examinations as well as pelvic examinations prior to IUD insertion. Midwife
ry equipment for dayas, the traditional birth attendants, might be provided
periodically in connection with short training oourses on delivery, prenatal
and postpartum care.

Regular in-service training programs for family planning activities are
a way to upgrade the services provided by medical personnel working in the
Ministry of Health clinics. ('!he Egyptian medical profession is reluctant to
allow nurses and midwives to distribute prescription contraceptives or to
insert IUDs.) '!he existing Ministry of Health six-week orientation course
for physicians beginning their obligatory rural health service would seem to
be an appropriate opportunity to provide such training. At the same time,
they should receive instruction in the management of irrluced or septic abor
tions. Nurses and midwives who see pregnant wanen am recent mothers should
be instructed in family planning oounseling techniques in addition to oral
rehydration. eatmunity health workers recruited for surveillance am out
reach activities also should receive family planning instruction.

'!he comni.ttee recarmends that AID provide assistance to strengthen
family planning services in the ways discussed in this section.

Research

About 21 percent of eligible Egyptian couples are reported to use
contraceptives. Most of the users are well-informed about the advantages am
disadvantages of specific contraceptives. Oral contraceptives are often re
jected because of their undesirable side effects. Often, OOwever, the oouple
cannot obtain satisfactory substitutes. Abortion is pennitted in Ministry of
Health facilities only to save the life of the roother and therefore is not
available as a birth control alternative through the Ministry's service out
lets. Privately performed abortions are reported to be increasing. Egyptian
social, behavioral am bianedical researchers should be encouraged to investi
gate which contraceptives would gain greatest acceptance in Egypt. Contracep
tive foams and injectables have shown pranise for widespread use in Egypt am
could be tested for acceptability in pilot projects. Research on different
aFProaches to providing family planning services, such as carmunity-based
distribution of oontraceptives and the use of auxiliary workers in oounselling
eligible couples, also should be supported. '!hese small-scale projects could
perhaps best be managed by voluntary and private agencies active in the
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population and family planning field (~.~., the Pathfinder Fund, Internation
al Planned Parenthood Federation).

'!he ccmnittee suggests that AID consider increased support of research
and pilot efforts to praoote contraceptive use in Egypt.

Use of Mass Media

The oammittee believes mass media campaigns deserve closer examination
for possible direct AID support. Imaginatively planned and executed mass
media campaigns, ent{i1asizing maternal and child health, and the contribution
of contraceptive use to the health of the entire family, merit consideration
for support in the AID family planning, rural and urban health projects, as
well as in future projects. The respect with which polio campaign bill
boards were treated, while all other billboard messages were defaced or
destroyed in the urban food price protests in January 1977, suggests the
potential effectiveness of a properly designed mass media program element.
The apparent success of UNICEF's experimental radio program, using a "wanan
in the street" interview awroach to reach illiterate wanen, should be
examined carefully for its awlicability to the family planning program.

Use of Traditional Birth Atteooants in Delivery of Family Planning

The Egyptian daya is a central figure in traditional village rituals,
custans and beliefs surroul'¥3ing birth, puberty, marriage, pregnancy, lac
tation, and death. Although many dayas are krnm to, and cooperate with,
Ministry of Health clinic personnel (by referring difficult pregnancies or
suWlying birth notices), many Egyptian physicians view them as an anachro
nism. The Ministry of Health is experimenting with enlisting the formal
participation of dayas in service programs ur¥3er its WOrld Bank project.
Experimental efforts could be assisted by AID.

The use of dayas should be viewed as experimental because giving them
major responsibilities for family planning service delivery or referral may
rot work, even if econanic incentives were to be provided to replace their
rormal source of incane for atteooing births. The use of dayas for this
purpose assumes that it will be possible to change their attitudes toward
family size aOO contraception, instill major changes in their traditional
role and behavior, and obtain a carmitment of time and energy for duties that
may prove to be beycn:3 their capacity. Therefore, the ccmnittee believes AID
should be cautious in praooting dayas as exteooers of family planning service
delivery until there is clear evidence that they can be effective in that
role; AID should assist the Ministry of Health to explore the use of other
oamunity health workers for this purpose. The successful use of school
health visitors in the Ministry of Health rheumatic fever screening project
suggests the possibility of a canparable worker for maternal and child health
and family planning services.
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Community participation

Community involvement in the planning am delivery of health services
has long been an appealing concept, although it is difficult both to initiate
and to sustain interest. In sane cultures, local leaders participate in deci
sion-making within a tradition of self-government and autonany. In Egypt, a
history of strong centralized gcwerrunent evidently has reduced local initia
tive and fostered passive attitudes which are clearly reflected in the
behavior of staff in the rural health clinics.

Nevertheless, there are same instances of successful cammunity partici
pation in social services programs. 'Ibe Menoufia Project, corrlucted by the
American University in Cairo SOCial Research center for several years, is
based on the assumption that health service personnel can becane "agents of
social change" by praroting cammunity "self-help" activities through which
local residents will achieve improvements not only in the health area but in
all social service areas. 'Ibis project makes small cash grants available to
local ccmnunity groups that sponsor education or health activities. '!he
AID staff is planning to support broadening that program to other districts
of the governorate as the major AID contribution to achieving an "educated,
motivated and participating" population in fertility reduction.16/

'!he CXJIIr.\ittee suggests that the Menoufia integrated health am social
services project be evaluated carefully am that AID' s plans for further
expansion or replication be reconsidered. Even though preliminary results
suggest increased contraceptive use in project areas, outcane data - reduced
fertility rates - are not yet available. Long-term involvement of American
University in Cairo researchers in several of the Menoufia cammunities before
the family planning project began may have contributed to the participation
of these cammunities in the integrated services project and thus to increased
contraceptive use. '!be integrated services feature of the project is quite
expensive~ until benefit/cost ratios can be determined on the basis of out
cane data, it is difficult to feel confident that scarce resources are being
invested wisely.

lbwever, the carmittee believes that certain health service features of
the Menoufia Project might well be instituted in other areas. For exanple,
giving ccmnunity health workers oral contraceptives to resuwly wanen who
have already been given a prescription by a physician appears replicable.
Another aR'Clrently successful element in the project is the training course
offered to health service personnel. Physicians and nurses who have never
been trained in interpersonal skills, and who have little knowledge of the
rural patient pop,llation, have trouble cammunicating with their patients.
'!he Menoufia training courses have emphasized increased outreach of health
personnel in the cammunity with good results. By focussing on health ser
vices, the more traditional, yet progressive, concept of health services
personnel being active praroters of good health, as well as healers of the
ill, would replace the very broad "social change agent" role concept. 'Ibe
broader role may well be more than should be exPected of Ministry of Health
personnel.
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0IAPl'ER 7

NUTRITIOO

Goverrunent Policy and Programs

Egypt's 1978-82 Five-Year Plan states that emphasis will be given to
maternal and child nutrition and related research activities, but there are
no specified goals or plans to accanplish that. '!he ministries of Agricul
ture, Land Reclamation, Education, and Health all have sane responsibility
for nutrition activities, but there is no formal mechanism for developnent
of coordinated nutrition policies or projects.

'!he Ministry of Agriculture is strer¥Jthening its capacity for policy
analysis and plannir¥J. AID is facilitating this by supporting a collabora
tive relationship between the Ministry and the University of california at
Davis. The intent is, aIOOng other thir¥Js, to incorporate nutritional con
siderations into the Ministry's plans and to assess the effect of agricultur
al policies on nutrition. several nutritionists work in the Ministry of
Agriculture.

'!he Ministry of Land Reclamation aaninisters programs to develop agri
culture and increase arable land in desert areas. Food donated by the WOrld
Food Program is provided as payrnent-in-kind to day laborers who make the land
arable, and then to suwlement the incane of farmers during the first three
years of their residence on reclaimed land. Improvement of the nutritional
status of settlers and their families has never been an explicit objective
of this Program.

Since the early 1970' s the Ministry of Education has conducted feedir¥J
programs in all primary schools in rural areas. '!he governnent was concerned
that the nutritional status of rural children was worse than that of urban
children; there also was sane hope that a school snack would reduce
absenteeism. Food has been provided by the WOrld Food Program and the united
States under Title II of P.L. 480. Recently, OOwever, AID decided to end its
use of Title II food by 1982 for this program because school age children are
considered nutritionally less wlnerable than preschool age children and
pregnant and lactatir¥J wanen in low incane families. '!he Title II food will
henceforth be used for the latter groups. Nutrition education - either~
se or as a canponent of health education - is not included in school
curricula.

'!he Nutrition Institute, a quasi-independent entity reSPOOSible to the
Minister of Health, is the only PUblic organization concerned exclusively
with nutrition problems. It does not have the capacity to coOOuct policy
analysis, or plan or evaluate nutrition Programs. Its principal role has
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been to train health professionals and paraprofessionals in elements of
nutrition plus conducting same nutrition surveys and a l~ited amount of
research. 'I11.e health service activities related to nutrition, including feed
ing programs, are planned and carried out by three departments within the
Ministry of Health - Preventive services, Curative Affairs, and Endemic
Diseases - all of which have other pr~y responsibilities. Developnent of
coordinated policies, integration of activities, and design of more effective
programs requires strong and resPeCted leadership vested with clear responsi
bility and authority for all nutrition affairs within the Ministry -- circum
stances that that presently do rot obtain.]!

'!he former Minister of Heal th expressed concern about strengthening the
Ministry's capacity to deal with nutrition problems. In 1977, he appointed
an advisory ccmnittee to help h~ formulate new initiatives in nutrition.
'I11.e Committee membership includes several eminent university professors in
addition to several under secretaries, but as of the sllil'ller of 1978, no writ
ten nutrition policy statement or recrnmendations for new programs had been
issued. '!be Minister of Health also requested a written assessment of the
Nutrition Institute to cover the institute's organization, leadership, staf
fing, and relations with international organizations, and to include recan
mendations for change. ('!he report was rot available to the Institute of
Medicine study group.) Finally, a health policy research project, conducted
jointly by Cairo University and political scientists f~ the Massachusetts
Institute of Technology, is assisting the Ministry of Health to analyze poli
cies and plans for its health activities, including nutrition.

'!he nutritional needs of children under three have received ent{i1asis as
targets of food suwlementation programs sponsored by the Ministry of Health.
In 1973, production in Egypt of an infant weaning food (Supramine) was
started with manufacturing equipnent and foodstuffs donated by UNICEF and the
World Food Program. Supramine production has been plagued with problems. It
has proved to be oore costly than anticipated, quality control has been poor,
and it has never been available in large quantities.~ FOodstuffs used in
its manufacture must be ~rted and their taste is unfamiliar to Egyptian
oothers and children. '!he firm distributing it has lost money because of the
low retail price set by the government with no canpensating subsidy. Half
the output is sold commercially; the other half has been distributed by the
Ministry of Health to all of its rural health units and maternal and child
health centers, where l~ited quantities of the product arrive sporadically.y
'!he potential ~pact of Supramine as a nutritive weaning suwlement thus has
been lost, since its intended recipients have not been able to obtain it in
sufficient quantities on a regular basis. It would seem feasible to devise
an improved formula with improved acceptability at lower cost that would
still provide adequate nutrition.

Supplemental food intended for preschool children up to three years of
age in low-incane families is distributed at rural health units and maternal
and child health centers. Fortified wheat-soy blend flours, bulgar wheat,
and vegetable oil imported f~ the United States under Title II of P.L. 480
are distributed to the clinics by the Catholic Relief services. Suwlies
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reach the clinics every one to three IOOI'lths, in quantities based on estimates
of the numbers of eligible children served by each facility. Eligible chil
dren are those aged three and under fran poor families who are either suffer
ing fran, or likely to suffer fran, chronic undernutrition.

Since there is no system for identifying and notifying eligible families,
many health centers have adopted the practice of disposing of what is
intended to be a two- or three-Ironth supply of e<moodities in the first one
or two days after receipt.4/ The food is distributed on a first-came, first
served basis to apparently-eligible people who wait in line. Questioning of
staff in one health center revealed that identification of eligible families
was by personal recognition and knowledge of their circllnStances. In other
centers, the asslll\ption is made that the entire cxmnunity is poor; thus,
everyooe is eligible and the food is s~ly distributed on a first-cx:me,
first-served basis. The demand for Title II food far exceeds the anount
currently provided.

Although sane attempts have been made in sane health centers to keep
growth charts of infants lJI;rto-date, they have mt been effective for several
reasons. First, the growth charts provided to health center staff are poorly
designed. The charts do mt go beyond one year and do mt permit easy recog
nition of the child's weight in relation to his age. seeooo, many health cen
ters do mt have scales in operating condition, mr measures for determining
height •.?I 'lhird, height and weight of babies are recorded only in a daily
log book in many health centers because the growth chart canmt be found or
was never started. Fourth, after babies reach the age of 12 or 15 Ironths,
they are seldan brought to the Ministry of Health centers for inmunizations
or check-ups. They are brought in only if they are ill. Treatment of ill
ness does mt include careful assessment of nutritional status unless it is
an obvious contributing factor to the illness.

A system of nutritional surveillance does not exist nor does a capacity
to undertake appropriate interventions. Carmunity outreach and education of
Irothers on infant and child feeding practices do mt fit into the task de
scription of any health center staff, mr are they trained to do these tasks.
Malmurished children cane to the attention of the health center personnel
with a severe case of diarrhea or other infectious disease, and are prCNided
drugs or advice on treatment of the acute episode of illness. Education of
Irothers on proper feeding of their infants deperns very much on the interest
of individual health center staff. They may reinforce the mother's fear
that extending a baby's experience with different foods may result in new
episodes of diarrhea. Bane visiting by health center staff is generally
restricted to registered mothers in the last month of Pregnancy or the first
week of the postpartum period.

Effective nutritional surveillance and intervention capabilities cannot
be accanplished merely through staff training programs and prCNision of
equipnent. Maternal and child health programs and services must be restruc
tured so they incorporate nutritional surveillance, identification of high
risk children through periodic weighing and the maintenance of growth charts,
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education of the mother in child feeding as well as her own nutritional needs
during pregnancy and lactation, pranotion of appropriate breast feeding prac
tices, and provision of food supplements whenever appropriate. 'Ihese ser
vices should be provided by health service personnel in any contact with a
rother or child.

United States Assistance Programs

United States assistance directed at ~roving the nutritional status
of the Egyptian population consists a1n¥:>st entirely of food aid provided
through the WOrld Food Program and through voluntary agencies under the P.L.
480 Title II Program. '!he P.L. 480 Title I Program food sales are primarily
aimed at economic stabilization even though nutritional benefits to the poor
result from continued food subsidies made possible by the soft loan terms.6/
Title II food aid has been channeled through three major types of programs:
food carroodities distributed to laborers as partial wages in govermnent
resettlement and agricultural projects1 school feeding programs that provide
1'x:>t meals or snacks to day and boarding students1 and food supplements to
vulnerable target groups designated as low-incane families with preschool
children.

In FY 77, a1n¥:>st $12 million worth of Title II food carroodities were
distributed in Egypt through the WOrld Food Program and two voluntary agen
cies, the Catholic ~lief Services and CARE.7/ The Catholic Relief Services
school feeding program distributes about half the food used in the govern
ment's primary school feeding program, while its maternal and child health
project covers about 500,000 preschool children whose families receive food
distributed by the Ministry of Health clinics.8/ A small CARE project for
maternal and child health feeding dist:cibutes oorn-soy-milk blend flour to
approximately 60 ,000 ~n attending family planning clinics operated by the
Egyptian Family Planning Association.~1

USAID supports very little technical assistance or other nutrition
related activities. Approximately $90 thousand from the USAID Office of
Nutrition and L.E. 42,000, or $60,000 in SPecial Foreign Currency Program
furns supported the nutrition survey conducted jointly by the Nutrition
Institute and the Center for Disease Control.lO/

'Itle catholic Relief Services and AID have recognized that sane effort
at systematic nutrition education is necessary if nutritional benefits to
preschool children are to be achieved. Hence, a nutrition education project
was designed in 1977 by the Catholic Relief Services staff and approved by
AID and the Ministry of Health. However, the Ministry of Health, the catho
lic ~lief Services, and the Nutrition Institute have been unable to agree on
certain of its adninistrative asPects and the project has not begun. '!he pro
ject's first-year budget of L.E. 218,000, or $312,000, would be funded under
P.L. 480 Title II, section 204, Special Local Currency Program. If irrple
mented, this project would train a nurse or social worker in each of 150
Ministry of Health health clinics to conduct nutrition classes for mothers
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with infants am preschool children•.!!I '!he project I s design seems fuMa
mentally flawed - ~•.9.., nutrition education is oot that carplex that it
needs to be the speciality of one clinic member rather than all menDers arxl
the stress is on formal nutrition education classes. It is unlikely that the
t«Jtrition Institute has the capacity to corXiuct the arrount of training that
would be involved - and for this reason, coupled with the acininistrative
disagreement, the project should be restructured before fuMing is actually
provided.

None of the three major AID health arxl population projects (urban
health, rural health, and ~lation) contains specific plans to address the
nutritional needs of infants arxl preschool children.

OWOrtunities for StreR3thening the AID Nutrition programs

Children urx1er five represent the group most likely to develop protein
calorie malnutrition in Egypt. Infants and preschool children have very high
roortality rates arxl several studies show that a large proportion of their
deaths have been associated with poor nutritional status. Another highly wl
nerable group consists of wanen of childbearing age who need special attention
because of the increased physiological dernards of pregnancy and lactation.
M:>thers who receive inadequate diets during pregnancy are more likely to give
birth to babies of low-birth weight, and these babies in turn have higher roor
bidity arxl mortality arxl poorer growth during the first year.

Nutrition interventions directed at the roost wlnerable groups are dif
ficult to carry out successfully because they must not only be directed at
those children roost at risk of becaning maloourished, but also must effect
behavioral change in the mother who controls her child I s food intake arxl
detennines care during illness. The Ministry of Health currently has neither
an effective capacity to perfonn nutritional surveillance, nor nutrition
interventions effective with wlnerable target groups. Developnent of awrcr
priate surveillance am intervention activities is a fonnidable challenge
given the constraint of scarce resources and the current lack of krx:Jwledge
about food am nutrient suwlements that would be most effective am aFPrQPri
within Egypt. The cx:mnittee believes that assisting the Ministry of Health
to address this problem rrerits strong United States slJPIX?rt.

Increasing emphasis on infants and preschool children is logical in the
evolution of vollntary agency Title II food distribution programs arxl other
United States suWOrted nutrition activities. Available information regard
ing the distribution of nutritional deficiencies among all age-groups in
Egypt suggests that children urx1er five stx>uld receive highest priority. At
the same time, however, specific nutritional deficiencies suffered by both
children and crjults may be alleviated by low-cost mass actions such as enrich
ing staple foods. For exanple, iron-deficiency anemia, prevalent in pre
school children and pregnant wanen, will respond to a suitable iron CCItp>llJ'X3
incorporated in sugar or other staples.!y Vitamin A deficiency has been
alleviated in groups oonsuning sugar with added vitamin A.!.¥ The cx:mnittee
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suggests that AID consider sUPIX?rt of pilot efforts to test the effect on
specific deficiency syndromes of fortifying widely consumed foods with vita
mins and minerals.

Examination of the AID programs in nutrition suggested several areas
in which assistance could be increased or redirected to assist the Egyptian
government to decrease chronic undernutrition presently suffered by 20 to 47
percent of Egyptian children under five in low-incane families:14/ (1) sup
port of training programs to pranote the integration of nutrition services
with health and family planning services1 (2) strengthening certain Egyptian
institutional capacities for nutrition research and development1 (3) support
of efforts to ~prove the nutritional benefits of P.L. 480 Title II food dis
tribution to selected target groups1 (4) strengthening the Ministry of Health
capacity for policy analysis, planning and administering nutrition programs1
(5) strengthening the tEAID/ cairo staff capacity to plan and monitor nutri
tion activities.

Integration of Nutrition Surveillance and Intervention into Health and
Family Planning Programs. Nutrition surveillance of vulnerable groups and
sane selected nutrition interventions might be integrated with related mater
nal and child health and family planning services. A system of nutrition
surveillance ideally includes identification of children who are significant
ly maloourished or at high risk of becaning so by periodic charting of the
growth of infants and preschcx>l children, and collecting data that allows
carmunity level diagoosis of specific or recurring problems of particular
groups. It is the first level of activity that could be considered for inte
gration with maternal and child health and family planning services. 'lhree
nutrition interventions that can be integrated are: nutrition education and
advice, provision of a food suwlement when growth retardation does oot
respond to counselling, and referral of refractory or severe cases to a physi
cian for appropriate treabnent.

carmunity health workers and nursing personnel could be trained to
recognize signs of potential nutri tion problems in infants and snall children
at the same time they visit hanes to detect recurrent or continuing infant
and child diarrhea, or are making prenatal and postnatal check-up visits.
'!hey could observe feeding practices for infants and preschcx>l children, as
well as hygienic practices in water procurement and use, and in food storage
and preparation. In addition to encouraging breast feeding, the hane visi
tors could provide instruction in making water potable and in preparing awro
priate supplementary food for infants and preschcx>l children. High risk
cases could be referred to the health facility. Health workers could encour
age mothers to make visits for well-baby care at the local health clinic by
emphasizing the benefits to their children of periodic nutritional assessnent
and irnnunizations, or by mentioning that aoother service, such as family plan
ning, is available at the me of the visit. Food suwlements distributed at
well-baby visits might also help to motivate the mother to attend the health
clinic.

'!he coomittee recx:mnends that AID support training programs for health
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clinic staffs in nutritional surveillance, education, and intervention
activities; an ample supply of properly designed growth charts of three years
duration, heavy duty weighing scales and wooden height measures also should be
provided. For health clinic personnel, the in-service training program
should include use of this equipnent as well as training in available inter
vention techniques - education and counselling in infant and preschool feed
ing, the use of specific food supplements that might be available, aoo crisis
treatment, including guidelines for referral of severe cases of malnutrition.
Where possible weighing should be part of a continuing program within a vil
age and oot require a separate visit to a health center.

Institutional Sugx>rt in Nutrition. '!be rbtrition Institute is the only
organization within the Ministry of Health that conducts activities exclusive
ly related to nutrition. Its orientation is toward research aoo training.
Trained in public health nutrition, dietetics, and food analysis, the large
part-time staff of the rbtrition Institute has perfonned specific tasks aoo
surveys for the Ministry of Health, WOrld Food Program, CARE and other donors,
and has collaborated in evaluation studies with rnICEF and the Ministry of
Education. As ooted previously, the Institute's staff has no direct line
responsibilities for the Ministry of Health's service delivery programg. As
the Institute represents the agency nominally responsible for nutrition
policy and planning, as well as epidemiological aoo operational research in
nutrition in the Ministry of Health, its reorganization and strergthening is
essential to Egypt's future efforts in public health nutrition. '!be Ministry
of Health is oow redefining the role of the Nutrition Institute in improvirg
the nutritional status of the population aoo has awointed the hecrj of the
Biochemistry Department of the University of cairo as chainnan of the carmit
tee charged with that mission.

Although the United States must channel its SUWOrt of nutritional sur
veillance and intervention directly through the responsible service depart
ments of the Ministry of Health, it should not overlook the rbtrition Insti
tute as an important reservoir of research and survey capabilities. A ntlnber
of its staff menDers possess impressive professional credentials. If given
the OWOrtunity, they have the capacity to develop and test the acceptability
of low-oost weaning foods and to study nutritional needs uOOer Egyptian
conditions. The ccmnittee believes these are critical requirements in Egypt
and merit AID sugx>rt if satisfactory internal arrangements for such work
can be assured.

In addition to the rbtrition Institute, sane academic institutions
active in nutrition research stx>uld be considered for future United States
support. '!be Pediatric Department at Cairo University Medical School has
published research fiOOings on preschool and infant growth and developnent in
Egypt. Assuit University and the High Institute of Public Health in Alexan
dria have responsibilities for supervising masters' and doctoral thesis
research. '!bere is also significant food and nutrition research canpetence
in the National Research centre. IS/ A snall group at Al Azhar University
has beglrl studies to assess the effects of food suwlement programg. '!be
ccmnittee believes research at these institutions should be consideredtiY
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AID for supp:>rt as part of an eXpanded nutrition program, inclooing the
establishment of cooperative linkages of these institutions with United
States academic institutions.

Efforts to Improve the Nutritional Benefits of FOod Distribution under
P.L. 480 Title II. Current plans call for the United States to end its par
ticipation in the school feeding program by IT 82 on the grounds that food
could be better used in raeeting the nutritional needs of IOOthers, infants,
and preschool children. '!he most recent policy is to grooually increase the
aIOOuntS of cxr.modities prOlTided to the Catholic Relief Services am CARE for
their maternal and child health feeding prograns.

The Institute of Medicine study group encountered many knowledgeable
observers who feel that the Catholic Relief Services and CARE programs are
not well-designed to meet their stated objectives - the imprOlTement of the
nutritional status of infants and preschoolers in larincane families. FOod
supplements distributed once a nnnth without accanpanying instruction on
their suitable preparation for children under three, are not likely to be
consumed in sufficient quantities by this intended target group to imprOlTe
growth significantly. ltbreover, such supplements, when received in this
manner, are generally shared with siblings and other family members and with
drawn when the child is sick and needs them most. For this reason, the can
mittee suggests that AID consider camtissioning a review of the food supple
ment program in Egypt, preferably by an independent group or by the central
AID nutrition office. '!he assessment soould be conducted from several view
points: (1) the effectiveness of the program in improving the nutritional
status of infants and preschoolersi (2) efficiency of the c<J1Tl\Odity distribu
tion Systemi (3) acceptability of ccmnodity mixi (4) participation of Minis
try of Health staff in the programi (5) cost-effectiveness of the proposed
Catholic Relief Services nutrition education project.

As noted previously, nutrition education of IOOthers is an activity that
should be performed by all members of the health clinic staff who interact
with them when their children are healthy or ill. Designating one rnent>er of
the clinic's staff to provide nutrition education in separate classes (this
arrangement is planned in the Catholic Relief Service Nutrition Education
Project) is not likely to prove as effective as desired in preventing mal
nutrition because fewer clients are reached. Nutrition counselling and
pranotion of correct child feeding practices can be ffiOOe more effective by:
(1) including them as part of the regular tasks performed by health clinic
staff and (2) incorporating them into informal discussions by groups of wanen
considered eligible to receive P.L. 480 Title II c<J1Tl\Odities. '!his dual
approach would permit integration of nutrition education with preventive
health service activities, as well as focussing the Title II maternal and
child feeding program on the target group. All Title II nutrition training
projects sponsored by AID/Cairo and voluntary agencies that involve the
Ministry of Health should receive canpetent technical review and be closely
coord inated •

'!he current system of distribution of Title II food by the Ministry of
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Health's clinic staffs does not allow effective concurrent educational
efforts to praoote consll11ption of the food by the target 6 to 36 roonth age
group. '!be carmittee suggests that AID consider support of pilot projects
designed to test alternative food distribution mechanisms. For exanple, can
rnunity health workers might be trained to assist in the distribution effort
and lead informal discussions about correct child feeding practices. In
several other countries, there are reported successes with mothers' clubs
fonned to praoote nutrition in conjunction with food ccmoodity distribution.
The ex~riences of vollntary agencies in other countries could be carefully
examined for their awlicability to Egypt. The cxmnittee believes that once
IlDre effective distribution procedures are identified, a substantial increase
in the size of this pI'Ogram would be merited.

Strengthening Egyptian Staff and Policy in Nutrition. Currently, very
few professionally trained nutritionists have pI'Ograrn responsibilities in
the Ministry of Health. Only one gOlJernorate in Egypt has a nutritionist
on the staff of the Director-General for Health. Assiut University and the
High Institute of Public Health in Alexandria have long been active in train
ing nutritionists at the master's and doctoral levels. The cxmnittee sug
gests AID consider increased sugx>rt for long-term training of nutritionists
for the Ministry at the master s and doctoral levels: in addition to the
university programs in Egypt that could be considered to be foci for this
effort, long-term fellowships at the doctoral level in the United States
might be considered.

It will be sanetime before the Egyptian gOlJernnent is able to develop a
canprehensive nutrition policy because there are presently conflicting poli
cies and pI'Ograms am:>ng many ministries. However, the ccmnittee suggests
that AID encourage, and consider support for, the Ministry of Health to prcr
duce its own policy and strategy statement that would focus on realistic
nutritional objectives for maternal and child health services. Prestmably,
this ~ld entail a relatively short-term effort and would be based upon
existing data, including the results of the nutrition survey comucted
jointly by the ~trition Institute aoo the Center for Disease Control, and
the health and nutrition policy project of the Masasachusetts Institute of
Technology political scientists aoo Cairo University.

AID/cairo Technical Staff Capacity in Egypt. '!be P.L. 480 Title II food
distribution pI'Ogram is likely to remain an irrp:>rtant element in the overall
AID pI'Ograrn in Egypt. Although decisions about the ccmoodity mix distributed
are not urx3er the control of AID/Cairo, there are many decisions about distri
bution systems and associated nutrition education that are detetrnined by the
AID mission. Because nutrition pI'Ogram objectives are so closely intertwined
with health service pI'Ogram objectives, and nutritional pI'Ograms are inple
mented through the health services network, the Office of Health aoo Popula
tion in AID/Cairo ought to participate actively in technical review of all
nutrition projects, including P.L. 480 Title II food distribution projects.
A trained nutritionist, or a public health professional with ex~rience in
nutrition intervention pI'Ograms, will be needed on the Health aoo Population
staff to discharge this responsibility if the potential nutritional impact
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of the Title II program on selected target groups is to be realized. Such a
skilled professional will be essential in any case to design and manage an
expanded nutrition effort in the AID/Cairo program. '!he oonmittee suggests
that recruitment of a public health professional with experience in nutrition
intervention for the AID/Cairo Office of Health and Population staff receive
high priority.
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APPENDIX

EXCERPl'S FI01 HEALTH AND MEDICINE ANNEX

OOVERNMENl' OF ARAB RERJBLIC OF EGYPI' FIVE-YEAR (1978-1982)
roNlttIC AND SOCIAL IEVEIDPMENI' PLAN

An annex of the Egyptian government's current five-year plan addresses
health and medicine. The contents of the annex constituted the major thrust
of the past Minister of Health's pol icy report to the People's Asserrt>ly in
the sumner of 1977. The following excerpts fran that Five-Year Plan are
provided because they provide the fr~rk within which United States co
operation and assistance must fit over the next several years. The unedited
excerpts were taken fran an English translation of the plan provided by the
United States Embassy in cairo.

----- 0 -----

Key Issues

The challenge to which the Ministry of Health is respoooing is to use
its hl11\an and material resources with the maximum possible efficiency at the
highest possible level of effectiveness for the largest number of citizens.
Successfully meeting this challenge with limited financial resources avail
able will depend on several factors.

(1) Increasing the use of preventive technology to benefit fran its
intensive employment, relatively low-cost, and relatively high-returns, and
to decrease the demands for resources for treatment technology with its
increasing costs, equipnent intensity, and its relatively low-returns on
investment.

( 2) Improving the level of perfonnance of hllllan resources through
appropriate education, incentives, and a rrore rewarding service philosophy
and a tm:>sphere •

(3) Improving the planning and management of health services through
strengthening the Ministry of Health capability for providing leadership,
standards, and advice to local organizations delivering services by con
ducting health services studies, rronitoring performance of health services
del i very, and providing feedback to the local agencies.
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(4) Improving the suitability of health services offered to citizens
through their participation in management am evaluation of those services.

(5) Increasing the effectiveness of health services offered through
encouraging citizens to participate in better utilizing the services that
are available.

(6) Increasing the impact of available financial resources through
integrating health services whenever possible, am also integrating health
services with other social services wherever possible.

(7) Assuring the maximum benefits fran grants, loans am technical
assistance offered in international am bilateral agreements for strengthen
ing health services developnent am improving the level of performance in
health services delivery.

(8) Strengthening the Ministry of Health's efforts to influence
activities outside of the health sector which may have negative effects on the
health status of Egyptians.

(9) Improving the maintenance am repair of buildings, equipnent am
other existing facilities in order to exteoo their useful life.

'!he Health Plan

Objectives. '!here are six general objectives for the health system
during the Five-Year Plan.

(1) Concentrating on preventive am basic health services, ccrnbatting
schistosomiasis, am the production am provision of vaccines.

(2) Improving the quality of available health services am increasing
their effectiveness through:

(a) Strengthening human resources performance;

(b) Strengthening emergeocy medical care;

(c) Increasing the effectiveness of rural health services,
particularly family planning services, by emphasizing hane-visits by health
personnel.

(3) Maximizing the benefits fran resources allocated to treatment
services by developing a network of rural health hospitals to decrease the pres
sure on the larger general am specialty hospitals.

(4) Avoiding the construction of large hospitals during the plan period,
while coooucting necessary studies to maximize future hospital investments in
the light of health needs am national demarx3s for developnent.
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(5) Increasing supervision am control over the consumption of pharma
ceuticals, which accounts for approximately 50 percent of treatment expenses.

(6) Expansion in the production of Egyptian pharmaceuticals to cover 90
percent of Egyptian needs and to improve the quality am efficiency of the
production process.

'!hese general objectives are reflected in the Ministry of Health plans in
six health system developnent areas:

(1) Preventive health care

(2) Basic health services

(3) Treatment services in hospitals

(4) SpecialiZed treatment services

(5) Activities canplementing am supporting Ministry of Health mission

(6) The role of local organizations in the Governorates

Preventive Health Care.

(1) Vaccinations - Implementation of nationwide canprehensive vaccina
tion program for polio, tuberculosis, measles, diphtheria-pertussis-tetanus,
and smallpox, including production in Egypt of vaccines required.

(2) Nutrition - Emphasis will be put on problems of nutrition during
maternity am childhood through concentration on research in the Institute of
Nutrition. The effort will be directed toward a national nutrition survey,
the preparation of low-cost balanced meals with indigenous food sources,
identification of low-cost food suwlements that can be subsidized, involving
other Ministries in the research, am strengthening the Higher Carmittee for
Health Nutrition in for.mulating a health policy for nutrition.

(3) School health - Efforts will be focussed on cooperating with the
Ministry of Education to corrluct periodic canprehensive examinations of
school-age children in order to identify illnesses early.

(4) Envit"Ol'l'llental health - '!he Ministry will attempt to take the lead
in sensitizing the entire society to the need for raising the general level
of cleanliness and the Ministry will cooperate with other relevant agencies
to achieve that goal. At the same time, the Ministry of Health will increase
its capacity for lOOIlitoring pollution in the envit"Ol'l'llent as it affects both
workers am people living in the vicinity of sources of pollution.
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Basic Medical Care.

(1) Emergency medical care - The effort will focus on acquisition of
necessary ambulances, upgrading the level of services in free-standing first
aid units and reception centers in hospitals, llnp~ing field training of
personnel, strengthening carrnunication, developing blcx:x3 banks, aoo construct
ing burn centers in selected hospitals.

(2) Rural health services - Emphasis will be placed on improving the
perfomance level of personnel in rural health units, centers, and hospitals.
Three hundred new rural health units will be built, along with the conversion
of 140 health centers to rural health hospitals. Special priority will be
given to combatting schistosomiasis through cooperation in the World Bank
project in Upper Egypt~ combatting malaria and filariasis also will be
emP'lasized.

(3) Urban health services - Effort will be focussed on the construction
of urban health centers that will p~ide preventive and primary care arrbula
tory services in order to relieve the pressure on out-patient departments of
hospitals, particularly university hospitals, and to llnp~e coordination of
the provision of health services at all levels within urban areas.

Treatment services in Hospitals.

(1) Hospital bed construction - In order to preserve the current ratio
of about two beds to every 1,000 persons, 8,870 new beds will be constructed
during the Five-Year Plan.

(2) '!he efficiency of personnel in hospitals - Efforts will be made to
increase the quality as well as the quantity of physician personnel in
hospitals. Efforts also will focus on improving the quality of training in
nursing institutes. Efforts will be made to develop an appropriate training
system for specialized technicians, particularly those involved in the repair
and maintenance of hospital equipment and facilities.

(3) Raising the standards of performance in treatment services 
Achievement of this goal will involve the Ministry in p~iding leadership in
increasing societal awareness of the importance of human relations in treat
ing illnesses, with the hope that popular voluntary institutions will emerge
for providing needed services to the hospital system. In addition, the Minis
try will construct a network of polyclinics in urban areas that will p~ide
specialized ambulatory clinical services am a number of new general hospi
tals. Increased o:f.POrtunities for specialized training overseas will be pro
vided through international and bilateral agreements. During the time-period,
the Ministry will strengthen local supervision of hospitals by inviting local
citizens to participate on the board of directors of the hospitals, by having
Ministry officials at the goveroorate level make periodic checks on the ser
vices being offered, by respoming as pranptly as possible to canplaints
about services fran citizens, by llnproving the utilization and feedback from
nnnthly and annual reports fran hospitals, am by having central t-tinistry
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officials cooouct periodic unannounced checks of hospital performance. An
effort will be made to upgrade the attractiveness of reception areas am
waiting roans am to improve the caring qualities of health system personnel.

SpecialiZed Treatment Services.

During the plan time-period, the Ministry will focus on increasing
coordination am:>ng the various Ministry research institutes aOO their
attached treatment facilities, aOO coordination of the research institutes
with university hospitals. 'Ibe possibility of shared services between the
universities, the armed forces, aOO the Ministry of Health research insti
tutes in specialized treatment areas (e.g., cardiac surgery) will be explored.

Activities Cbmplementing aOO Supporting the Ministry of Health Mission.

(1) The Health Insurance Organization - The Ministry will assist the
Health Insurance Organization to expaoo its enrollment of goverrunent
employees.

(2) cairo aOO Alexandria Curative Organizations - Every effort will be
made during the time-period to assist the two organizations to streBJthen
their services at the least possible cost.

(3) The General Organization for the Production of Biologics aOO
Vaccines - A major effort will be made to strengthen the role of this organi
zation because of its importance in preventive medicine. Its programs will
include training aOO fellowships, the purchase of modem scientific aR>aratus,
aOO an exchange of experiences in research aOO services delivery, all uOOer
international aOO bilateral agreements.

(4) Pharmaceuticals - Efforts during the plan time-period will be focus
sed on improving the supervision aOO control of pharmaceutical consllTlption.
'Ibis will mean strengthening the National Organization of Drug Control aOO
Research which is charged with responsibility for pharmaceutical analysis to
ensure the effectiveness of drugs aoo to identify side affects, and for the
dissemination of information about those drugs. 'Ibe Ministry interns to
construct a research unit for treatment of poisonings to be linked with
the National Organization that will becane a scientific referral point for
practitioners.

(5) Manpower devel~t - Educational and training priorities for physi
cians will focus on preparation of cadres for: planning, adninistration, aOO
management of health services, institutions, aOO research: providing an ade
quate sUWly of bianedical researchers: expanding offeriBJs in general prac
tice (social medicine) aOO raising its status to ntl'ober one in health ser
vices: the preparation of physicians specializing in emergency medical care:
am finally, increasing the number of physicians in clinical specialties that
are in short sUWly (e.g., anesthesiologists). At the nursiBJ aOO technician
levels, priorities will be placed on Providing the necessary numbers in each
group to meet currently U1"IIlet dE!man:3s, on improving the curriculum in all the
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institutions, am on opening the door to graduate am specialized training
for the graduates of nursing and technical institutions.

Continuing education programs for doctors, nurses, am technicians will
be developed in cooperation with the faculties of the schools, the Egyptian
Medical Syndicate, am relevant academic am scientific societies. During
the time-period, regional training centers for continuing education, as well
as refresher am upgrading training, will be established in the governorates.
The Ministry will develop a national health information system that will
store am make available data and the results of scientific studies as well
as being a referral library. A national medical library of the IiOst modem
kind is planned in cooperation with the Egyptian Medical Syndicate, the aca
demic am scientific societies, and the universities. Finally, the Ministry
will explore the feasibility of establishing a Center of Learning Hesources
for the production of audio-visual aids and other learning resources needed
by the various health professions educational institutions and for continuing
education and training purposes.

Role of IDeal organizations in the Governorates.

During the plan time-period, the Ministry will develop procedures for
the decentralization and delegation of authority for administration am
management of health services. This will allow the Ministry to dedicate its
efforts to policies, plans, standards, am follow-up of program initiatives.
The delegation will require training, supervision, am continuous cooperation
aIIOng all agencies. The Ministry procedures will involve cooperation of the
&jyptian Medical SYndicate and its branches, national and government parlia
mentary boards, am city and village councils in the governance of the health
services system.

Capital Investment.

A total of about L.E. 132 million ($189 million) has been allocated to
the health sector for capital investment during the 1978-82 time-period,
roughly L.E. 26 million ($37 million) per year. About L.E. 67 million
($96 million) is for the Ministry's delivery system, about L.E. 37 million
($53 million) for the pharmaceutical sector, about L.E. 23 million ($33
million) for the Health Insurance Organization and the Cairo am Alexandria
Curative organizations, and about L.E. 5 million ($7 million) for the General
Organization of Teaching Hospitals am Institutes. *

The Ministry of Health plan for allocation of its L.E. 67 million ($96
million) includes about L.E. 25 million ($36 million) for curative medicine,
including L.E. 3.5 million ($5 million) for the emergency medical care
system, about L.E. 23 million ($33 million) for rural health care, and about

*Investment in university hospitals is budgeted under the educational section
of the Five-Year Plan~ this section was not available to the Institute of
Medicine study group.
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L.E. 19 million ($27 million) for preventive health care. Over L.E. 30 mil
lion ($43 million) of the L.E. 67 million ($96 million) will be expeooed on
the construction of additional hospital beds in all three of the above cate
gories; this includes the conversion of 140 rural health centers to rural
oospitals, aOO beds being added in the contagious diseases specialty hospi
tals category. About L.E. 8 million ($11 million) is planned for the addition
of 300 rural health units, about L.E. 6 million ($8.5 million) for the con
struction of both urban aOO rural health centers, aOO about L.E. 3 million
($4 million) for urban polyclinics. About L.E. 3 million ($4 million) is
planned for rural dental health and about L.E. 2 million ($3 million) for the
preparation of housing in rural areas as an incentive to physicians to reside
in those areas.
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